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MANAGEMENT  OF  THROMBOPHLEBITIS 

By  CHARLES  D.  HERSHEY,  M.  D„ 
and  RUSSELL  B.  BAILEY,  Wl.  D.* 

Wheeling,  West  Virginia 

There  is  nothing  so  disquieting  to  the  peace  of 
mind  of  the  surgeon  as  the  sudden  appearance  in  an 
otherwise  normally  convalescing  patient  of  a pro- 
gressing phlebitis,  and  this  sense  of  foreboding  reaches 
its  climax  with  the  terrifying  appearance  of  surgery’s 
greatest  catastrophe,  pulmonary  embcdism.  In  the 
past,  we  have  been  content  to  treat  these  things  as 
conditions  imposed  upon  us  for  which  there  was  little 
remedy,  sitting  helplessly  by  the  patient’s  bedside  and 
trusting  to  a Divine  Providence  that  the  dreadful  se- 
quelae feared  would  not  occur.  With  the  advent  of 
heparin  and  dicumarol,  some  hope  was  given  that 
these  conditions  might  be  controlled,  and  indeed, 
these  preparations  have  been  of  great  benefit.  It  has 
been  only  w'ithin  the  last  fev/  years  that  a direct  surg- 
ical approach  has  been  advocated,  not  only  for  the 
treatment  of  thrombophlebitis,  but  also  for  the  pre- 
vention of  embolic  phenomena.  This  new  concept 
has  resulted  from  a careful  ev:duation  of  the  physio- 
logical processes  which  take  place  in  the  phlebitic  ex- 
tremity and  of  the  anatomy  of  the  part,  with  particu- 
lar reference  to  the  collateral  venous  circulation. 

Since  advances  in  physiologv  have  paved  the  way 
to  the  modern  approach  to  this  condition,  let  us 
briefly  consider  the  phvsiological  alterations  which 
take  place  in  the  phlebitic  extremity.  First  of  all, 
what  factors  are  responsible  for  the  edema  which 
is  present  in  thrombophlebitis?  It  has  been  demon- 
strated that  there  is  an  increased  venous  pressure 
present.  This  is  due  to  the  mechanical  blocking  of 
the  vein,  and  to  the  fact  that  the  valves  have  been 

‘From  the  Department  of  Surgery,  Wheeling  Clinic,  Wheeling, 
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destroyed,  permitting  a back-flow  of  blood  into  the 
lumen  of  the  vein.  This  increased  venous  pressure 
residts  in  an  increased  filtratioji  pressure  with  ex- 
travasation of  fluid  from  the  vein  into  the  perivascu- 
lar tissue.  There  is  evidence  that  venospasm  also 
plays  a considerable  part  in  this  respect.  This  is 
only  one  of  the  factors  producing  the  edema,  how- 
ever, and  the  others  are  due  to  the  arteriospasm  which 
invariably  accompanies  this  disease.  It  is  here  that 
the  sympathetic  nervous  system  makes  its  entrance. 
■Afferent  sympathetic  fibers  pass  along  the  vein  wall 
in  an  upward  direction  where  they  synapse  in  the 
lumbar  ganglia,  and  from  there  the  efferent  sympa- 
thetics  carry  impulses  to  the  walls  of  the  arteries  and 
arterioles  of  the  extremity.  In  thrombophlebitis  and 
phlebothrombosis  alike,  pain  stimuli  pass  up  the  af- 
ferent sympathetics  and  result  in  vaso-constrictor 
stiimdi  passing  down  the  efferent  sjmpathetics  to 
the  arteries  and  resulting  in  arteriospasm.  This 
results  in  a diminution  in  blood  flow  to  the  extremity, 
and  the  second  cause  for  the  edema,  tissue  anoxia. 
The  decrease  in  blood  flow  produces  an  anoxia  of 
the  capillary  endothelium  that  increases  its  perme- 
ability, permitting  excessive  exudation  of  fluid  into 
the  perivascular  spaces.  Once  the  fluid  gets  out 
of  the  vascular  channel  in  such  a case,  it  has  diffi- 
culty in  getting  back  because  of  the  increase  in  pres- 
sure on  the  venous  side.  The  third  factor  producing 
edema  is  the  retardation  of  lymph  flow,  which  is  al- 
ways present.  It  has  been  repeatedly  demonstrated 
that  the  movement  of  Ij'inph  is  dependent  upon  the 
pulsations  of  the  arterioles.  As  Ochsner  has  so  aptlv 
put  it,  “In  the  presence  of  marked  venospasm  and 
increased  venous  pressure,  arteriolar  pulsations  are 
reduced  to  a minimum,  and  the  h'lnphatic  pump  is 
thereby  lost.”  Thus  a vicious  circle  is  set  up,  with  the 
accumulation  of  proteins  in  the  perivascular  tissues. 
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The  pressure  of  the  fluid  outside  the  vessels  ap- 
proaches that  of  the  fluid  within  the  vessels,  prevent- 
ing the  absorption  of  fluid  from  the  tissues  of  the  ex- 
tremity. It  is  obvious,  therefore,  that  anything  that 
will  increase  the  blood  flow  to  the  extremity  will 
break  this  vicious  cycle.  Novocaine  block  of  the 
sympathetic  ganglia  will  do  this  by  eliminating  the 
vasoconstrictor  impulses  of  the  efferent  sympathetics. 
This  has  the  disadvantage  of  being  temporary,  and 
must  be  repeated  at  least  once  daily  if  it  is  to  be  of 
benefit.  The  more  logical  and  permanent  approach 
to  the  problem  would  be  some  procedure  directed 
toward  discontinuing  the  pain  stimuli  coming  from 
the  thrombosed  vein  by  way  of  the  afferent  sym- 
pathetic fibers  of  the  vein  wall  to  the  lumbar  ganglia. 
Only  recently  has  it  been  realized  that  this  can  be 
accomplished  by  ligation  of  the  vein  and  preferably 
interrupting  its  continuity  above  the  level  of  the 
thrombus.  This  has  proved  its  efficiency  in  clinical 
practice.  In  almost  all  of  our  patients  in  whom  we 
have  employed  vein  ligation,  the  increased  warmth 
of  the  extremity  has  been  very  easily  noted  merely 
by  palpitation,  and  it  has  not  been  necessary  to  take 
skin  temperatures  upon  these  patients. 

Whenever  ligation  of  the  deep  vein  has  been  pro- 
posed, the  first  question  to  be  raised  is:  What  happens 
to  the  venous  return  from  the  extremity  after  the 
main  vein  has  been  ligated.?  After  an  exhaustive 
anatomical  study  of  the  collateral  circulation  of  the 
femoral,  iliac,  and  vena  caval  systems,  we  find  that 
Nature  has  been  very  kind  to  us  indeed. 

Figure  1 shows  the  ligature  placed  around  the 
common  femoral  vein  with  the  collateral  circulation 
present.  The  common  femoral  vein  is  only  approx- 
imately one  and  one-half  inches  in  length  and  ex- 
tends from  the  inguinal  ligaments  downward  to  the 
point  where  the  profundus  femoral  branches  off 
from  it.  From  there  on  downward  the  femoral  is 
known  as  the  superficial  femoral,  passing  through 
the  adductor  canal  until  it  becomes  the  popliteal  vein 
after  passing  through  the  adductor  hiatus  into  the 
popliteal  space.  The  profundus  femoral  is  an  entire- 
ly muscular  division  of  the  common  femoral  and  has 
many  ramifications  in  the  muscles  of  the  thigh.  The 
femoral  vein  may  be  ligated  at  the  level  of  the  com- 
mon femoral  or  the  superficial  femoral  below  the 
profundus,  but  the  clinical  findings  will  determine 
entirely  which  of  these  two  sites  should  be  selected 
for  the  ligation.  In  some  instances  the  internal  saph- 
enous vein  may  also  be  involved  along  with  the  deep 
vein,  and  in  these  cases  it  is  necessary  to  ligate  the 
femoral  just  above  the  saphenofemoral  junction.  If 
the  condition  is  diagnosed  early  before  the  clot  has 
had  an  opportunity  to  propagate  higher  than  the 


superficial  femoral  vein,  then  the  superficial  fe- 
moral may  be  ligated  below  the  point  where  the 
profundus  enters  it.  This,  we  feel,  is  to  be  pre- 
ferred because  the  collateral  is  somewhat  better  at 
this  level  and  the  edema  will  subside  more  quickly. 
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(Fig.  1.)  A diagrammatic  sketch  showing  the  nature  of  the 
venous  return  from  the  right  leg  and  the  collateral  circulation 
when  the  common  femoral  vein  is  interrupted. 


Some  men  prefer,  as  advocated  by  Bancroft,  embo- 
lectomy  carried  out  through  the  common  femoral 
vein.  In  this  procedure,  the  common  femoral  is 
opened  .and  a rubber  catheter  or  glass  rod  connected 
to  a suction  apparatus  is  inserted  upward  into  the 
iliac  system,  and  any  clot  in  the  iliac  is  removed  by 
suction.  Following  this,  the  vein  is  doubly  ligated 
above  and  below  the  opening  made  in  it.  This  pro- 
cedure has  many  merits,  particularly  in  view  of  the 
fact  that  it  can  be  done  under  local  anesthesia, 
whereas  ligation  above  the  clot  in  the  common  iliac 
or  vena  cava  requires  a general  or  spinal  anesthetic. 
VFe  feel  that  this  is  the  procedure  of  choice  in  the 
extremely  poor  risk  patient  with  a clot  extending 
above  the  common  femoral  vein,  but  prefer  higher 
ligation  if  the  patient’s  general  condition  will  tolerate 
an  anesthetic. 

As  more  experience  was  gained  with  vein  liga- 
tion in  thrombophlebitis,  higher  levels  of  ligation 
were  selected  in  order  to  place  the  ligature  above  the 
thrombosis.  Figure  2 shows  the  very  much  more 
abundant  collateral  venous  circulation  when  the 
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(Fig.  2)  A diagrammatic  sketch  as  in  Figure  3,  showing  the 
very  much  more  abundant  collateral  venous  return  when  the 
common  iliac  vein  is  interrupted. 


common  iliac  vein  is  interrupted.  This  has  been 
borne  out  bj-  our  clinical  experience  as  we  have  found 
that  in  patients  upon  whom  we  have  ligated  the 
common  iliac  vein  the  edema  has  disappeared  much 
more  spectacidarly  and  the  symptoms  have  regressed 
much  more  quickly  than  in  patients  upon  whom  a 
lower  ligation  has  been  carried  out.  This  is  the  level 
of  ligation  to  be  preferred  when  the  thrombosis  has 
extended  up  into  the  external  iliac  veins  as  evidenced 
by  swelling  involving  the  thigh  as  well  as  the  lower 
leg  and  accompanied  by  tenderness  over  the  femoral 
vein  in  the  region  of  the  inguinal  ligament. 

In  some  patients  it  is  necessary  to  ligate  at  even 
a higher  level  because  of  either  the  extent  of  the 
thrombophlebitis,  the  condition  of  the  patient,  or  the 
pathological  condition  present.  Figure  3 show's  the 
collateral  circulation  when  the  vena  cava  is  ligated 
just  above  its  bifurcation.  This,  at  first,  wmdd  seem 
a very  radical  procedure,  but  as  experience  has  pro- 
gressed w'ith  this  treatment  we  have  lost  our  timidity 
with  it  and  will  unhesitatingly  ligate  the  vena  cava 
if  indications  for  such  a procedure  exist.  Here  again 
a very  rich  collateral  circulation  is  present.  The 
main  collateral  is  through  the  vertebral  veins  which 
lie  upon  the  dorsal  surface  of  the  bodies  of  the  verte- 
brae and  make  up  a very  extensive  and  large  plexus 
of  veins.  The  venous  blood  passes  to  the  vertebral 
system  through  the  middle  sacral,  the  lateral  sacral 


which  pass  through  the  foramina  of  the  sacrum,  and 
the  ascending  lumbar  veins.  The  vertebrals  then 
join  both  the  inferior  vena  cava  directly  and  also 
the  superior  vena  cava  through  the  azygos  and  hem- 
iazygos veins.  Thus  there  is  a collateral  to  both 
the  inferior  and  superior  caval  systems.  Ligation  of 
the  vena  cava  is  indicated  W'hen  there  is  a bilateral 
thrombophlebitis  extending  up  into  both  iliacs  and 
also  W'hen  there  is  an  extensive  pelvic  thrombophle- 
bitis present.  It  is  also  indicated  in  certain  poor 
risk  patients  w'ith  a one  sided  thrombophlebitis,  due 
to  the  fact  that  the  vena  cava  is  easier  to  ligate  than 
the  common  iliac  vein  and  can  he  done  much  more 
quickly  and  with  less  exposure. 

One  cannot  emphasize  too  strongly  the  early  diag- 
nosis of  thrombophlebitis  and  the  signs  and  symp- 
toms manifested  by  the  disease.  It  has  only  recently 
been  realized  that  the  condition  usually  begins  in  the 
veins  of  the  foot  and  calf  and  that  involvement  of  the 
thigh  and  the  pel  ric  veins  occurs  usually  by  exten- 
sion from  the  former  two  sites.  The  first  subjective 
symptom  is  usually  pain  in  the  foot  or  in  the  calf 
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(Fig.  3)  The  Vena  Cava  and  its  collateral  circulation. 


muscles.  The  patient  will  frequently  say  that  there 
is  a cramp  in  the  sole  of  the  foot.  A most  useful 
sign  in  the  diagnosis  of  early  thrombophlebitis  is  that 
described  by  Homans.  This  consists  of  dorsifiexing 
the  foot  W'ith  the  knee  at  slight  flexion  and  results  in 
a stretching  of  the  calf  muscles  and  pressure  upon 
the  veins  of  the  calf.  If  thrombophlebitis  is  present, 
the  patient  will  complain  of  pain  in  the  calf.  This 
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sign  is  frequently  positive  even  before  there  is  any 
swelling  of  the  lower  extremity.  The  examiner  may 
also  elicit  tenderness  over  the  calf  and  in  the  plantar 
aspects  of  the  foot.  Later  swelling  appears  and  in  any 
patient  suspected  of  having  a thrombophlebitis  the 
diameter  of  both  lower  legs  and  of  both  thighs  should 
be  measured.  The  swelling  usually  begins  in  the 
ankle  or  calf  and  then  may  extend  upward  into  the 
thigh.  There  also  may  be  some  reddening  of  the 
skin  and  some  temperature  elevation.  This  varies 
with  the  type  of  disease;  that  is,  whether  it  is  a throm- 
bophlebitis or  phlebothrombosis.  In  phlebothrombo- 
sis  one  can  frequently  notice  a cyanosis  of  the  extrem- 
ity when  the  lower  leg  is  allowed  to  hang  down  over 
the  bed.  This  clears  upon  elevation.  If  edema  ex- 
tends into  the  flank  it  is  indicative  of  an  extension  of 
the  thrombosis  to  the  common  iliac  or  vena  cava. 
Very  frequently  one  can  notice  a diminution  in 
the  dorsalis  pedis  pulse  in  the  involved  extremity 
due  to  the  vasoconstriction  which  is  produced  re- 
flexly  by  the  sympathetic  nervous  system.  There 
may  be  tenderness  over  the  course  of  the  femoral 
vein,  particularly  in  Scarpa’s  triangle  and  in  the  ex- 
ternal iliac  vein  immediately  above  the  inguinal  liga- 
ment. It  is  not  at  all  uncommon  for  the  patient  to 
have  a pulmonary  embolus  before  there  is  any  evi- 
dence of  swelling  of  the  leg.  Until  a few  years  ago 
treatment  of  deep  thrombophlebitis  consisted  of  ele- 
vation and  immobilization  of  the  extremity  with  the 
application  of  heat.  This  treatment  was  supple- 
mented bv  paravertebral  blocks  performed  at  fre- 
quent intervals  and  with  the  use  of  heparin  and  dicu- 
marol.  Because  of  the  ever  present  danger  of  em- 
bolism, the  long  period  of  hospitalization  required 
in  the  treatment  of  the  acute  condition,  and  the  poor 
end  result  in  so  far  as  permanent  edema,  pain,  and 
idceration  are  concerned,  we  have  discarded  this 
method  of  treatment  in  recent  years  and  employed 
vein  ligation  entirely.  We  have  ligated  the  super- 
ficial femoral,  the  common  femoral,  the  common 
iliac,  and  the  vena  cava,  and  have  had  no  mortality 
which  could  be  attributable  to  these  operations.  In 
the  acute  conditions  the  results  have  been  uniformly 
excellent.  There  has  been  a diminution  of  swelling  in 
all  instances.  The  patients  have  noticed  an  almost 
immediate  disappearance  of  pain.  We  have  had  an 
entire  disappearance  of  severe  swelling  of  both  the 
calf  and  the  thigh  within  three  days  after  a common 
iliac  ligation.  Previous  to  ligation  in  this  case  there 
were  two  inches  of  swelling  of  the  thigh  and  one 
inch  of  swelling  of  the  calf.  This  patient  was  again 
seen  one  year  following  the  ligation,  at  which  time 
there  was  no  swelling  and  no  signs  of  symptoms  of 


the  previous  very  extensive  thrombophlebitis  involv- 
ing the  iliac  veins. 

The  level  at  which  the  ligation  is  done  is  a very 
important  one,  and  is  determined  usually  preopera- 
tively  by  the  signs  which  are  revealed  by  a very  care- 
ful examination.  If  the  thrombophlebitis  is  de- 
tected very  early,  the  swelling  is  not  great  and  is 
limited  to  the*  leg  below  the  knee,  and  if  there  is  no 
tenderness  over  the  femoral  vein  just  below  the  in- 
guinal ligament,  we  prefer  ligation  of  the  superficial 
femoral  vein  just  below  the  profundus.  This  is  easily 
performed  under  local  anesthesia  with  a longitudinal 
incision  over  Scarpa’s  triangle.  The  artery  is  care- 
fully separated  fn^m  the  vein  and  two  ligatures  are 
placed  around  the  vein,  just  below  the  profundus. 
The  lower  ligature  is  tied  and  a longitudinal  open- 
ing is  then  made  in  the  vein  between  the  two  liga- 
tures. If  there  is  no  clot  in  the  vein,  a brisk  flow  of 
blood  occurs.  The  upper  ligature  is  tied  and  the  vein 
transected  between  the  ligatures.  However  if  a 
brisk  flow  does  not  occur  or  if  a clot  is  easily  seen 
in  the  lumen  of  the  vein,  then  the  clot  is  extracted 
and  a catheter  is  passed  upward  through  the  lumen  of 
the  vein  while  continuous  suction  is  applied  to  the 
catheter.  The  catheter  is  then  withdrawn.  If  any  clot 
is  present  in  the  external  iliac,  it  can  be  removed  with 
the  suction.  This  is  repeated  until  a brisk  flow 
of  blood  appears  and  then  the  upper  ligature  is  tied 
and  the  vein  transected.  If  there  is  any  evidence  of 
involvement  of  the  profundus  vein,  then  the  femoral 
should  be  tied  just  above  the  profundus;  in  other 
words,  a common  femoral  ligation.  The  residual 
swelling  will  be  much  less,  however,  if  the  ligation 
can  be  carried  out  below  the  profundus.  If,  on  the 
other  hand,  a swelling  above  the  knee  is  demon- 
strated by  measurement  or  if,  in  a patient  with  swell- 
ing limited  to  the  lower  leg,  there  is  tenderness  over 
the  femoral  vein  in  the  groin,  we  feel  that  ligation 
should  be  carried  out  at  the  level  of  the  common 
iliac  vein.  This  is  a somewhat  more  extensive  proce- 
dure. The  operation  is  carried  out  through  a high 
inguinal  type  of  incision  extending  into  the  flank.  It 
is  muscle  splitting  in  type  and  the  operation  is  en- 
tirely retroperitoneal.  The  common  iliac  vein  is 
identified  and  one  or  two  heavy  silk  ligatures  are 
placed  around  it  just  below  the  bificuration  of  the 
vena  cava.  Ligation  of  the  left  common  iliac  is  a 
much  more  difficult  procedure  because  on  the  left 
side  the  vein  lies  medial  and  posterior  to  the  artery, 
making  its  exposure  difficult,  and  the  danger  of 
bleeding  is  greater.  On  the  right  side  the  common 
iliac  vein  lies  lateral  to  the  artery  and  is  rather  easily 
exposed.  With  retroperitoneal  exposure  of  the  ves- 
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sels  we  have  had  no  postoperative  shock  and  the 
patients  have  all  tolerated  it  well. 

The  main  indication  for  ligation  of  the  vena  cava 
is  in  bilateral  thrombophlebitis  with  extension  of 
thrombi  into  both  iliacs.  It  is  also  recommended  in 
poorer  risk  patients  with  unilateral  disease  because 
of  the  ease  of  exposure  of  the  vena  cava  as  compared 
with  that  of  the  common  iliac  vein.  We  have  ligated 
the  vena  cava  in  one  patient  having  thrombosis  ex- 
tending up  into  the  iliacs  on  the  left  side.  She  had 
had  two  large  pulmonary  emboli  upon  successive  days 
and  was  in  very  poor  condition.  Ordinarily,  a left 
common  iliac  ligation  would  have  been  done.  But 
it  was  felt  that  the  exposure  and  time  required  to  do 
this  was  prohibitive  in  respect  to  this  patient’s  gen- 
eral condition.  The  vena  cava  was  then  ligated 
above  its  bifurcation  through  a muscle  splitting  in- 
cision in  the  right  flank  just  above  the  anterior- 
superior  spine  of  the  ilium  and  the  vena  cava  ex- 
posed retroperitoneally.  The  exposure  is  very  easy 
and  the  entire  operation  can  readily  be  done  in  fifteen 
or  twenty  minutes.  In  this  case  a spinal  anesthetic 
was  employed.  Postoperatively,  there  developed  an 
increase  in  warmth  in  the  diseased  extremity  and  a 
very  marked  coldnes  in  the  normal  extremity.  How- 
ever, after  twenty-four  hours  the  normal  extremity' 
also  became  warm.  This  was  apparently  due  to  the 
fact  that  the  normal  e.xtremity  had  not  yet  developed 
its  collateral  circulation  and  that  twenty-four  to 
thirty-six  hours  were  required  for  such  collateral 
to  develop.  At  the  time  of  her  discharge  from  the 
hospital  the  patient  had  only  minimal  edema  of  both 
legs,  although  she  has  had  some  intermittent  edema 
since  then.  She  had  no  more  pulmonary  emboli 
after  the  vena  caval  ligation. 

When  it  is  realized  that  one  out  of  every  1 7 
patients  with  thrombophlebitis  will  have  a fatal  pul- 
monary embolus  and  that  one  out  of  every  three  pa- 
tients will  have  at  least  one  embolus  of  varying  de- 
gree, the  value  of  vein  ligation  in  preventing  emboli 
is  appreciated.  Parker,  Nygaard,  Walters,  and 
Priestly  of  the  Mayo  Clinic  found  that  patients  with 
multiple  episodes  of  pidmonary  embolism  terminate 
in  a fatality  in  about  sixty  per  cent  of  instances.  They 
also  found  that  in  all  cases  of  fatal  embolism  the  final 
attack  was  preceded  by  one  or  more  nonfatal  attacks 
in  36  per  cent.  ^Ve  have  had  no  emboli  appear  fol- 
lowing vein  ligation.  The  period  of  hospitalization  is 
also  greatly  reduced  when  this  condition  is  treated 
by  ligation.  With  ligation  of  the  femoral  vein  the 
patient  can  be  allowed  out  of  bed  on  the  following 
day.  When  the  common  iliac  or  vena  cava  is  ligated 
through  a muscle  splitting,  e.xtraperitoneal  approach, 
the  patient  can  be  allowed  out  of  bed  on  the  fourth 


or  fifth  postoperative  day  and  discharged  home 
shortly  thereafter. 

Up  until  now  we  have  been  speaking  of  the  acute 
thrombophlebitis  and  have  said  nothing  about  patients 
presenting  themselves  with  old,  chronic  thromboph- 
lebitis of  one  or  both  of  the  lower  extremities.  These 
are  the  patients  who  present  themselves  with  a 
chronically  swollen  leg  and  many  of  these  are  com- 
plicated by  stasic  dermatitis,  stasic  idcer,  or  cellu- 
litis. \Ve  hesitated  at  first  to  employ  ligation  of  the 
deep  veins  in  these  patients  because  of  the  long-stand- 
ing nature  of  the  disease.  However,  during  the  past 
eight  months  we  have  been  ligating  the  femoral  or 
common  iliac  y'eins  of  these  patients  with  uniformly 
good  results.  In  patients  with  swelling  limited  to 
the  lower  leg  the  femoral  vein  has  been  the  site  of 
ligation.  In  those  patients  with  swelling  extending 
into  the  thigh  we  have  ligated  the  common  iliac  vein. 
With  our  experience  in  chronic  thrombophlebitis  to 
date,  we  feel  that  we  can  promise  these  patients  cer- 
tain things.  First  of  all,  the  pain  and  heavy  sensa- 
tion which  these  individuals  had  in  their  legs  have 
entirely  disappeared  in  every  case.  We  cannot  prom- 
ise a disappearance  of  the  swelling.  In  most  of  the 
individuals  there  has  been  a decrease  in  the  swelling. 
We  feel  that  ligation  of  the  vein  will  prevent  the 
other  sequelae  of  chronic  thrombophlebitis,  namely, 
ulceration,  dermatitis,  and  cellulitis.  Before  the  deep 
vein  is  tied  it  is  very  important  that  any  varicosities 
of  the  saphenous  system  be  eradicated  by  ligation,  and 
if  necessary,  injection,  since  these  may  be  the  cause 
of  the  ulceration  or  dermatitis. 

In  conclusion,  it  has  been  our  policy  to  treat  all 
cases  of  acute  thrombophlebitis  and  many  of  the 
cases  of  chronic  thrombophlebitis  by  ligation  of  the 
deep  venous  system.  We  have  adopted  this  method 
of  therapy  because  it  will  prevent  embolism  and  the 
late  sequelae  of  thrombophlebitis,  namely,  swelling, 
ulceration,  dermatitis,  and  cellulitis.  The  results  to 
date  have  been  good  in  all  cases,  and  we  believe  that 
in  the  future  its  extended  use  will  save  many  lives 
and  prevent  the  late  complications  of  the  disease. 


TB  OUT-PATIENT  SUPERVISION 

The  average  patient  has  a great  deal  of  confi- 
dence in  his  private  physician  and  expects  him  to 
treat  tuberculosis  much  as  he  would  accept  other 
family  medical  emergencies.  Sanatorium  care  is 
no  longer  the  only  method  of  tuberculosis  control. 
Many  minimal  lesions  and  a limited  number  of  in- 
active advanced  lesions  are  amenable  to  out-patient 
supervision.  This  supervision  and  care  can  often 
be  rendered  by  the  alert  general  practitioner  who 
possesses  modern  knowledge  of  the  diagnosis  and 
treatment  of  tuberculosis. — Herman  E.  Hilleboe, 
M.  D.,  U.  S.  Public  Health  Service. 
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A NOTE  ON  THE  OCCURRENCE  OF  SILI- 
COSIS IN  BITUMINOUS  COAL  MINERS 

By  MAURICE  J.  SMALL,  M.  D, 

Parsons,  West  Virginia 

It  does  not  seem  to  be  generally  known  that  sili- 
cosis occurs  rather  frequently  in  miners  operating 
coal  cars  in  bituminous  mines  as  well  as  amomr  an- 

O 

tliracite  miners,  granite  and  sandstone  cutters.  I 
recall  that  I was  quite  surprised  when  I first  began 
to  observe  typical  roentgen  findings  of  silicosis  in 
this  vicinity  several  years  ago,  and  today  when  I 
describe  this  occurrence  to  recognized  chest  specialists 
I am  greeted  with  the  raised  eyebrow  of  skepticism 
or  amazement.  That  this  occurrence  is  not  rare 
is  apparent  from  the  fact  that  in  the  past  four  years 
we  have  collected,  in  a private  practice  in  an  area  in 
which  the  mines  are  comparatively  small,  ten  cases 
in  which  the  clinical  and  roentgen  findings  have  been 
typical.  Two  of  these  developed  silico-tuberculosis. 
In  one  of  the  latter  cases  I had  the  privilege  of  per- 
forming postmortem  examination.  The  tissues  were 
sent  to  the  National  Institute  of  Health;  pathological 
examination  confirmed  the  clinical  diagnosis  and 
chemical  examination  revealed  over  30  per  cent 
silica.  Many  of  these  cases  were  subjects  of  court 
litigation  for  compensation,  their  films  made  and 
seen  by  specialists  from  many  parts  of  the  country, 
and  tlieir  compensation  awards  won. 

For  some  time  we  were  puzzled  as  to  why  sili- 
cosis should  occur  in  soft  coal  miners,  since  it  is 
known  that  inhalation  of  carbon  dust  alone  does  not 
produce  silicosis.  .-\s  we  began  to  collect  more  of 
these  cases  we  found  one  factor  common  to  all  of 
them : They  all  “worked  on  the  motor,”  that  is, 
they  operated  the  cars  that  hauled  the  coal  from  the 
pit  to  the  surface.  The  grade  being  quite  steep  in 
this  ascent,  sand  is  sprinkled  on  the  wheels  to  in- 
crease traction,  .and  this  is  ground  into  a heavy  cloud 
of  dust  of  sufficiently  small  particle  size  to  cause  sili- 
cosis. This  hazard  has  been  recognized  by  the  coal 
companies  and  in  recent  years  masks  have  been  is- 
sued to  the  miners  thus  exposed.  However,  new 
cases  continue  to  appear,  perhaps  to  some  extent  be- 
cause the  miners  are  delinquent  in  wearing  their 
masks  constantlv,  and  I believe  that  if  others  work- 
ing in  coal  mining  regions  are  on  the  alert  for  cases 
of  silicosis  in  coal  car  operators,  many  more  will  be 
found.  This  will  be  particularly  true  if  a chest  film 
is  obtained  in  every  miner  complaining  of  cough  or 
dyspnea,  no  matter  how  slight,  if  a history  of  “work- 
ing on  the  motor”  or  near  it  can  be  elicited. 

In  this  connection  it  is  interesting  to  note  that 
Pendergrass'  in  a recent  issue  of  The  Journal  of  the 
A.M.A.  reports  one  atypical  case  among  five  of  be- 


nign pneumonoconiosis  due  to  finely  divided  iron 
dust  from  metal  grinding.  This  one  case,  unlike  the 
others,  had  symptoms  referable  to  the  respiratory 
tract  and  a chest  roentgenogram  highly  suggestive 
of  silicosis.  The  diagnosis  of  silicosis,  however,  is 
questioned  in  this  case  because  this  patient  “never 
mined  coal.”  He  had,  however,  been  “a  coal  car 
operator,”  and  it  would  be  interesting  to  know  if  the 
above  explanation  is  pertinent  in  this  instance.  Al- 
though this  patient  did  not  develop  respiratory  symp- 
toms until  sixteen  years  after  having  left  the  mines, 
this  interval  in  our  experience  is  not  incompatible 
with  the  diagnosis  of  silicosis. 

REFERENCES 

1.  Pendergrass,  E.  P.,  and  Leopold.  S.  S.:  Benign  Pneu- 
monoconiosis, J. A.M.A.  127:  701-705  (March  24) 
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NOTE:  The  early  part  of  this  work  was  done  in  asso- 
ciation with  Dr.  Samuel  Weisman,  now  in  the  armed 
services. 


INFLUENZA  VACCINE  AVAILABLE 

Influenza  vaccine  of  the  kind  now  being  given  to 
all  Army  personnel  will  be  available  for  civilian 
use  this  winter. 

The  vaccine  is  effective  against  Types  A and  B 
influenza.  These  are  the  types  which  have  caused 
epidemics  in  recent  years.  Other  types  of  influenza 
virus  exist.  Authorities  do  not  know  whether  the 
world-wide  influenza  epidemic  in  1917-1918  was 
due  to  A or  B virus  or  to  some  other  type. 

Army  studies,  prior  to  the  general  vaccination 
order,  showed  that  about  75%  of  those  vaccinated 
were  protected  against  influenza  during  outbreaks 
which  occurred  soon  after  the  vaccination.  How 
long  the  immunity,  or  protection,  lasts  is  not  defi- 
nitely known. 

The  vaccine  is  given  by  hyperdermic  injection  of 
a single  does  of  one  cubic  centimeter  (about  one- 
fourth  of  a teaspoonful). 

The  vaccine  is  made  from  influenza  virus  grown 
on  chick  embryo.  The  following  firms  have  been 
manufacturing  the  vaccine:  Lederle,  Squibb,  Sharp 
and  Dohme,  Lilly,  Pitman-Moore  and  Parke-Davis. 
Some  manufacturers  have  already  applied  to  the 
National  Institute  of  Health  here  for  licenses  to 
manufacture  the  vaccine  for  civilian  use.  It  is  ex- 
pected that  firms  which  have  not  yet  made  the  vac- 
cine may  do  so  in  the  future. — Science  Digest. 


NEW  TREATMENT  FOR  ATHLETE'S  FOOT 

A new  remedy  and  preventive  of  athlete’s  foot 
has  been  announced  by  the  Navy  Department. 
Chief  active  ingredient  is  undecylenic  acid,  a fatty 
acid  found  in  sweat. 

This  acid,  its  zinc  salt  and  ordinary  talc  are  mixed 
into  a dusting  powder  for  prevention  of  athlete’s 
foot  and  treatment  of  mild  cases.  Undecylenic  acid 
and  zinc  undecylenic  in  a carbowax  base,  with 
water,  propylene  glycol  and  triethanolamine  make 
an  ointment  for  more  severe  cases  of  the  fungus  in- 
fection of  foot  and  groin. — Science  Service. 
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PITFALLS  IN  LOCALIZING  INTESTINAL 
OBSTRUCTION  WITH  THE  SCOUT  FILM 

CASE  REPORT 

By  GEORGE  VASH,  M.  D., 

KARL  J.  MYERS,  M.  D., 
and  HU  C.  MYERS,  M.  D. 

Philippi,  West  Virginia 

In  1911  Schwarz^  advocated  scout  radiography 
of  the  abdomen  for  diagnosing  intestinal  obstruction. 
Since  then  the  method  has  been  widely  acclaimed  as 
having  significant  diagnostic  value.  Hoesslin^  and 
Assmann  in  Germany  and  Case^  in  this  country  cor- 
roborated the  work  of  Schwarz.  Kloiber/  Milhaud, = 
^\"eil’,  and  Bensaude-Guenaux''^  first  worked  out 
the  details  of  this  method.  T he  procedure  did  not 
receive  widespread  recognition,  however,  until  Meyer 
and  Braus,'^  Alton  Ochsner®“,  Rabnin  and  Car- 
ter “ ”,  and  W^angensteen  ” proved  authorita- 
tively that  “a  single  scout  film  of  the  abdomen  made 
with  the  patient  lying  supine  affords  indispensable 
information  in  determining  whether  gaseous  disten- 
tion is  present  and  in  indicating  what  segments  of 
bowel  are  distended.”  Experimental  work  done  by 
Swenson  and  Hibbard  supported  the  conclusions  of 
these  clinicians. 

In  the  differential  diagnosis  of  large  and  small 
bowel  obstruction,  Wangensteen”  (page  102)  says 
that  “the  distention  of  acute  obstruction  of  the  large 
bowel  is  limited  usually  to  the  colon”  and  explains 
that  “the  ileocecal  sphincter  and  valve  operate  in  the 
manner  of  a checkvalve,  permitting  gas  and  fluid 
from  the  small  intestine  to  be  swept  into  the  colon, 
but  having  once  entered,  their  re-entry  or  regurgita- 
tion into  the  small  bowel  is  prevented  by  the  sphinc- 
teric  mechanism.”  This  author  admits,  however, 
that  there  may  be  a congenital  insufficiency  of  the 
ileocecal  valve  which  will  allow  regurgitation  of  gas 
and  fluid.  According  to  Wangensteen,  “the  ob- 
struction of  the  small  bowel  can  usually  be  readily 
distinguished  by  the  occurrence  of  frequent  and  co- 
pious vomiting  and  b\-  the  distended  loops  of  small 
intestine  seen  in  the  skiagram.” 

Teitelbaum  ” also  emphasizes  that  “the  x-ray 
diagnosis  of  obstruction  depends  upon  the  visualiza- 
tion of  distended  intestinal  loops.  .^11  speculation 
concerning  the  site  and  nature  of  the  block  centers 
around  the  relative  distribution  of  distended  and  col- 
lapsed segments.”  In  this  author’s  opinion,  how- 
ever, ^^2angensteen’s  position  that  regurgitation  from 
the  colon  into  the  small  intestine  is  rare,  is  probably 
untenable.  “The  small  bowel  dilatation,  although 
usuall\-  much  less  than  that  of  the  colon,  may  so 
predominate  when  the  lesion  is  in  the  cecum  or 


ascending  colon  that  a mistaken  diagnosis  of  bowel 
obstruction  wall  result.” 

Paine,!'  \V^igby-Cochran,!®  McKittrick,'"  Ha- 
worth and  Garland, Charles  E.  Rea,%  Eliason- 
Johnson,"  and  Lofstrom-Noer  accept  wn’thout 
reservation  the  accurac)’  of  the  localizing  value  of 
gaseous  distention.  Criticism  of  this  method  of  local- 
ization w'as  first  voiced  by  Wynen  in  1926  who 
remarked  that  “roentgenograms  demonstrating  fluid 
levels  are  more  valuable  than  those  in  which  only 
accumulations  of  gas  can  be  shown.”  In  the  majority 
of  experimental  small  bowel  ileus,  this  author  says 
that  there  is  “an  accumulation  of  gas  in  the  colon 
distal  to  the  obstruction.  This  is  undoiditedly  due  to 
a reflex  dilatation  of  the  colon.” 

N.  S.  Zeithlin  calls  attention  to  possible  mistakes 
occurring  when  the  gas  content  of  the  bowel  is  used 
for  localization.  In  an  old  individual,  for  instance, 
with  a redundant  colon,  the  obstruction  may  be  low 
in  the  sigmoid  and  there  may  be  small  bowel  dis- 
tention. “Another  type  of  case,  which  has  presented 
considerable  trouble,  is  that  with  diminished  colon 
gas.”  Gas  alone  in  the  small  bowel  is  not  sufficient 
to  warrant  a diagnosis  of  obstruction.  Distention  is 
also  essential.  Films  must  be  repeated  if  necessary. 

Rigler  and  Lipschultz  think  that  most  cases  of 
obstruction  are  of  the  closed  loop  type;  that  is,  the 
ileocecal  valve  remains  competent  and  hence  there  is 
little  or  no  distention  of  the  small  intestine.  They 
warn,  however,  that  “the  signs  found  in  scout  films 
of  the  abdomen  have  none  of  the  specificity  of  the 
ordinary  type  of  roentgen  examination  of  the  gas- 
tro-intestinal  tract  with  contrast  media.”  Lesions  of 
the  cecum  or  indirect  pressure  upon  the  small  bowel 
b)'  tumors  of  the  colon  may  cause  small  bowel  dis- 
tention. "When  considerable  distention  of  the  small 
bowel  is  present  together  with  large  intestine  disten- 
tion, these  authors  recommend  rapid  deflation  by 
means  of  suction  through  a Aliller-.Abbott  tube.  An- 
other scout  film  is  then  made  and  shows  only  large 
bowel  distention.  This  gives  an  important  differ- 
ential point  between  small  and  large  bowel  obstruc- 
tion. “In  many  instances  of  obstruction  of  the  colon, 
however,  the  occlusion  is  inct)inplcte,  permitting 
small  amounts  of  gas  to  pass  into  the  colon  distal  to 
the  lesion.” 

Pendergrass  calls  attention  to  abnormal  gas 
shadows  caused  by  morphine  withdrawal  in  addicts, 
by  peritoneal  irritations,  dysentery,  bacterial  infec- 
tions, nutritional  deficienc}',  and  rupture  of  a graa- 
fian follicle.  This  author  says,  however,  that  con- 
firmation of  a diagnosis  of  colonic  obstruction  rests 
upon  the  finding  of  gas  shadows  limited  to  the  colon. 

Solis  and  Levine  call  attention  to  the  fact  that 
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“enemas  administered  prior  to  roentgen  ray  exami- 
nation may  produce  fluid  levels  which  may  be  falsely 
interpreted.”  Gas  plus  fluid  levels,  in  the  opinion 
of  these  authors,  constitutes  the  only  reliable  criter- 
ion of  small  bowel  obstruction. 

Ascroft  and  Samuel  call  attention  to  the  fact 
that  the  colon  may  be  filled  with  feces,  causing  the 
characteristic  gas  shadows  to  be  absent.  This  is  said 
to  be  especially  true  of  the  descending  colon  because 
it  is  prone  to  distend  less  than  the  rest  of  the  large 
bowel.  Also,  distention  of  the  descending  colon 
may  escape  notice  when  it  is  overlapped  by  a loop  of 
transverse  colon.  In  a case  report,  these  authors 
call  attention  to  a diagnosis  of  obstruction  of  the 
splenic  flexure  made  in  a 58  year  old  male  because 
marked  distention  reached  only  to  this  point.  A 
cecostomy  was  done,  but  it  failed  to  function.  When 
the  patient  died,  autopsy  revealed  a carcinoma  of  the 
rectosigmoid  junction. 

CASE  REPORT 

A 57  year  old  w’hite  male  was  admitted  to  the  hos- 
pital on  Decemer  1,  1944,  with  a complaint  of  pain 
in  the  abdomen,  bloating,  nausea  and  vomiting. 
These  symptoms  had  been  present  for  two  weeks. 
Four  days  before  admission,  the  patient  ceased  to 
have  bowel  movements  and  even  failed  to  pass  gas 
the  day  he  was  admitted  to  the  hospital. 

The  patient  was  a chronic  alcoholic  and  had  been 
treated  for  syphilis,  but  still  had  a positive  serology. 

Physical  examination  revealed  a markedly  dis- 
tended abdomen,  slightly  tender  throughout,  and 
several  nodules  of  varying  size  in  the  rectum.  A 
scout  film  taken  with  the  patient  erect  and  the  cen- 
tral ray  horizontal  showed  a marked  distention  of 
the  loops  of  the  jejunum  and  ileum  with  no  gas  in 
the  colon.  (Fig.  1).  This  gave  us  the  impression 
that  there  was  a small  bowel  obstruction.  Several 
attempts  to  pass  a Miller-Abbott  tube  beyond  the 
pylorus  failed  completely.  The  tube  curled  up  in  the 
stomach  even  when  a stylet  was  used. 

Blood  chemistry  showed  a blood  urea  nitrogen 
of  87  mg.  per  100  cc.,  serum  protein  of  2.73  Gm. 
per  100  cc.,  and  a blood  chloride  of  600  mg.  per 
100  cc. 

Fluids  were  started  immediately,  and  because  of 
the  low  serum  protein,  an  initial  dose  of  600  cc. 
of  20  per  cent  amino-acid  solution  was  given  intra- 
venously. ^Vithin  twenty-four  hours,  the  serum 
protein  rose  to  5.97  Gm.  per  100  cc.  As  all  attempts 
to  decrease  distention  by  passing  the  Miller-Abbott 
tube  into  the  duodenum  had  failed  and  a complete 
small  bov.Tl  obstruction  was  thought  to  exist  in  the 
lower  ileum,  an  ileostomy  was  performed.  The  pa- 


(Fig.  1)  Pitfalls — Intestinal  Obstruction. 


tient’s  general  condition  was  so  poor  that  he  could 
not  have  stood  an  exploration.  Only  a small  amount 
of  fluid  and  gas  was  obtained  from  the  small  intes- 
tine, and  during  the  following  days,  it  became  clear 
that  the  distention  had  been  only  partly  relieved. 
The  patient  was  placed  in  an  oxygen  tent  and  fluids, 
citrated  blood,  vitamins,  and  amino-acids  were  ad- 
ministered. In  spite  of  these  supporting  measures, 
the  patient  gradually  became  wor:e  and  died  on  the 
sixth  post-operative  day. 

Autopsy  showed  the  large  bowel  completely  filled 
with  soft  fecal  material  and  the  small  bowel  mod- 
erately distended.  At  the  rectosigmoid  junction, 
there  was  an  annular  mass  w'hich  had  so  constricted 
the  lumen  that  only  a narrow  slit  remained.  His- 
tologic study  by  Dr.  C.  C.  Fenton  revealed  a papil- 
lary adenocarcinoma. 

DISCUSSION 

The  erroneous  x-ray  findings  which  led  to  the 
decision  to  do  an  ileostomy  can  be  explained  only  by 
assuming  that  the  obstruction  was  not  quite  com- 
plete. All  the  gas  of  the  colon  evidently  found  its 
way  through  the  narrow  slit-like  canal  which  re- 
mained at  the  site  of  the  neoplasm.  The  solid  par- 
ticles of  fecal  material  could  not  pass  through  this 
tiny  opening  and  gradually  filled  the  entire  colon 
proximal  to  the  carcinoma.  This  portion  of  colon, 
impacted  with  feces,  acted  as  a closed  loop  and  caused 
a secondarv  small  intestinal  obstruction. 
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We  think  that  this  case  proves  that  accurate  local- 
ization of  an  intestinal  obstruction  with  a scout  film 
is  not  always  possible.  Every  diagnostic  means  at 
our  command  should  be  used  when  necessary  to  lo- 
calize accurately  the  site  of  obstruction  as  soon  as 
possible  so  that  the  site  of  decompression  may  be 
properly  selected.  It  is  also  important  to  note  that 
an  absolutely  sure  method  of  passing  the  Miller- 
Abbott  tube  has  not  yet  been  reported. 

SUIVIWIARY 

A case  of  rectosigmoid  carcinoma  is  presented  in 
' which  the  scout  film  of  the  abdomen  showed  no  gas 
i in  the  large  intestine,  but  did  show  distention  of  the 
small  intestine.  This  was  caused  by  feces  accumu- 
lating in  and  completely  filling  the  large  intestine 
proximal  to  the  lesion.  Because  of  the  roentgen  im- 
pression of  a small  bowel  obstruction,  an  ileostomy 
was  done.  Autopsy  showed  that  the  decompression 
was  too  high  to  give  the  expected  relief. 
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HEART  DISEASE  LEADS  KILLERS 

It  is  well  known  by  all  physicians  and  even  by 
the  lay  public  that  heart  disease  is  at  present  the 
leading  cause  of  death  in  this  country.  In  fact,  this 
has  been  so  for  some  years.  The  great  increase  in 
the  prevalence  of  this  disease  that  has  taken  place 
during  the  last  few  decades  has  resulted  mainly, 
if  not  entirely,  from  the  increase  in  the  number 
of  cases  of  coronary-artery  disease,  hypertensive 
heart  disease  and  other  types  of  nonvalvular  heart 
disease.  There  is  no  evidence  that  rheumatic  valvu- 
lar disease  has  been  a factor  in  this  change,  and  it 
is  fairly  clear  that  syphilitic  heart  disease  has  be- 
come less  frequent.  The  most  striking  aspect  of 
this  question  is  the  tremendous  incidence  of  coro- 
nary-artery disease.  The  two  obvious  explanations 
that  have  been  suggested  are  that  angina  pectoris 
and  particularly  coronary  thrombosis  are  now 
much  more  readily  and  accurately  diagnosed,  and 
that  the  span  of  life  has  been  so  materially  length- 
ened during  the  last  fifty  years  that  there  now  is 
a larger  proportion  of  the  population  alive  over 
forty  years  of  age,  an  age  period  in  which  coronary 
disease  is  likeliest  to  occur.  It  is  still  uncertain 
whether  coronary  disease  is  more  prevalent  among 
the  same  age  groups  today  than  it  was  fifty  years 
ago,  despite  the  fact  that  many  physicians  have 
strong  impressions  that  they  are  seeing  younger 
and  younger  patients  with  coronary  disease. — 
Samuel  A.  Levine,  M.  D.,  and  J.  A.  Hindle,  M.  D., 
in  New  England  J.  of  Med. 
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OCCUPATIONAL  THERAPY  ^ 

AND  THE  AGEING  PERSON* 

By  LOUIS  J.  HAAS,  F.  A.  A*  and  0.  T.  R., 

Director  Men's  Therapeutic  Occupations, 

New  York  Hospital,  Westchester  Division, 

White  Plains,  New  York 

The  changing  tempo  of  living  places  new  em- 
phasis upon  truths  as  old  as  mankind.  The  value 
of  occupational  therapy  had  received  some  recogni- 
tion over  a thousand  years  before  Galen  said,  “Em- 
ployment is  Nature’s  best  physician  and  essential  to 
human  happiness.”  .After  the  challenges  of  World 
W ar  I had  been  met,  another  great  physician,  a 
psychiatrist,  said  that  some  day  occupational  therapy 
would  take  a place  along  with  anesthetics  as  an 
effective  means  of  relieving  pain  and  suffering.  Oc- 
cupational therapv,  as  prescribed  in  the  modern  hos- 
pital, may  be  the  complete  fulfillment  of  the  above. 

Physicians  and  occupational  therapists  ever  striv- 
ing for  more  precise  use  of  this  adjunct  to  treatment 
foresee  new  undeveloped  fields  of  usefulness.  There 
are  always  new  challenges.  It  is  desired  here  to 
present  but  one:  What  can  occupational  therapy  do 
for  the  ageing  person? 

In  some  near  tomorrow,  physicians  and  therapists 
will  demonstrate  that  carefully  adapted  activities 
may  be  prescribed  and  used  to  aid  all  ageing  per- 
sons. Such  activities  may  not  be  called  treatment 
programs.  They  will,  however,  furnish  new  sus- 
taining interests  designed  to  neutralize  the  demoral- 
izing frustrations  that  frequently  accompany  growing 
older  and  retiring  from  more  active  life. 

Occupational  therapy  has  already  contributed  to 
the  mental  and  physical  health  of  a number  of  older 
persons,  especially  those  found  in  hospitals  treating 
chronic  diseases  and  in  the  well  organized  homes 
for  the  aged.  Even  the  smaller  homes,  that  cannot 
have  an  attending  physician  prescribe  and  a trained 
therapist  administer  carefully  adapted  activities,  have 
found  that  “something  interesting  to  do”  gives  con- 
tentment, improves  morale,  and  helps  maintain 
health.  In  large  cities  organizations  aid  the  home- 
bound,  both  young  and  old,  by  furnishing  new  sus- 
taining interests.  Trained  workers  visit  the  individual 
in  his  home,  stimulate  interest,  plan  the  activity,  aid 
in  procuring  materials,  and  furnish  instruction. 

Every  physician  has  among  his  patients  those  who 
need  assistance  in  adiusting  themselves  gracefuly 
to  growing  old. 

.A  testimonial  dinner  and  the  accompanying  re- 
tirement publicity  too  often  is  followed  by  the  “after- 

*  Presented  before  the  Second  Annual  Meeting  of  the  American 
Geriatrics  Society,  New  York  City,  June  10,  1944. 


shock.”  Being  a vital  cog  or  wheel  in  the  machinery 
of  modern  life  gives  a satisfying  assurance,  but  this 
assurance  receives  a shattering  jolt  with  the  realiza- 
tion that  one  is  no  longer  needed.  With  the  loss 
of  these  externalized  and  healthily  objectified  life- 
long activities,  there  is  danger  the  individual’s  in- 
terest may  become  too  subjective,  turn  inward,  and 
center  exclusively  upon  self.  It  follows  that  some 
of  the  complaints  which  may  at  first  glance  seem 
physical,  largely  reflect  the  emotional  reaction  to 
this  unhealthy  change  in  the  focus  of  interest.  Hav- 
ing unlimited  time  to  ponder  real,  overdrawn, 
or  imagined  frustrations  accompanying  declining 
strength,  increasing  age,  and  the  disillusion  which 
may  follow  retirement,  may  be  autosuggestive. 

If  other  activities  immediately  replace  those  which 
must  he  discontinued,  the  .satisfaction  these  give  may 
absorb  and  completely  neutralize  the  “after  retire- 
ment shock.”  Therefore,  it  is  just  as  important  to 
prepare  in  advance  and  have  hobby  assets  as  well  as 
financial  resources.  The  individual  who  welcomes 
unlimited  time  to  develop  the  acquired  hobby  re- 
sources will  not  experience  the  let-down  and  after- 
shock of  retirement. 

Some  who  have  insight  will  be  prepared.  Hobbies 
should  be  prescribed  as  preparation  for  retirement, 
but  even  when  the  crisis  has  arrived  the  hobby  treat- 
ment will  be  effective  if  prescribed  and  taken  up 
without  delay. 

The  discomfort,  correctly  diagnosed  as  “lack  of 
sustaining  interests,”  will  respond  to  treatment  which 
furnishes  the  needed  satisfactions.  The  prescription, 
however,  mu.st  be  more  explicit  than  simply  “you 
need  a hobby,”  “why  don’t  you  take  up  golf,”  or 
“try  knitting.”  L^nless  a tolerance  for  e.xercise  and 
sports  is  developed  early  and  maintained  throughout 
life,  self-administered  doses  of  golf  can  be  disastrous 
for  the  older  person. 

On  second  thought,  one  realizes  knitting  holds  no 
new  interest  for  many  who  have  already  spent  years 
with  their  needles.  It  can  become  little  more  than 
a soothing  automatic  movement  requiring  little  con- 
centration and  effort.  Some  experienced  knitters 
can  freel\-  examine  their  frustrations  and  discontents 
without  dropping  a stitch.  It  can  be  distastefid  to 
others. 

Little  harm  may  have  been  done  as  such  prescrip- 
tions are  seldom  taken.  The  “you-need-a-hobby” 
prescription  will  do  little  good  until  it  is  prepared 
or  written  to  meet  personal  needs.  The  following 
may  be  of  some  service  in  an  endeavor  to  neutralize 
the  deterioration  which  follows  loss  of  all  sustaining 
interests,  often  observed  in  those  who  once  led  busy, 
useful  lives. 
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The  folldwing  should  be  considered:  ingredients, 
reactions,  directions,  filling  the  prescriptions,  and 
office  appointments  to  check  up  on  treatments. 

The  ingredients  may  be  any  activity  which  ob- 
jectifies interest,  commands  concentration,  gives 
satisfaction  and  permits  such  graded  modification  of 
technic  as  can  guarantee  successful  performance  by 
the  most  inexperienced  and  timid  novice.  'Fhe  treat- 
ment designed  to  neutralize  frustration  must  elimi- 
nate all  chance  of  an  initial  failure.  The  most  val- 
uable activities  also  meet  varying  levels  of  co-ordina- 
tion, intelligent  cooperation,  energy,  time  and  funds, 
and  still  give  a satisfying  sense  of  achievement. 

Reactions'.  The  previous  vocation  may  be  a clue 
to  the  potential  likes  and  dislikes  considered  in  pre- 
scribing hobby  activities.  While  all  have  the  creative 
urge^  some  enjoy  fine  detail;  others,  broad,  plain 
surfaces;  still  others  get  satisfaction  from  large  mus- 
cular movements.  Color  means  much  to  some  and 
little  to  others  but  there  is  a handicraft  for  every 
need. 

Self-expression  through  creating  and  producing 
something  out  of  raw  material,  using  only  the  sim- 
plest hand  tools,  is  preferred  to  crafts  requiring  ma- 
chine tools  or  the  various  collecting  hobbies.  Satisfac- 
tion in  both  of  the  latter,  especially  the  collecting 
iiobbies,  is  too  often  measured  in  what  may  be  spent. 
The  satisfaction  derived  from  developing  manual 
skill  is  nourished  by  time  and  interest.  As  the  sense  of 
achievement  pyramids,  when  simple  hand  tools  are 
used,  the  cost  declines  until  the  vanishing  point  is  ap- 
proached. The  creative  urge  is  more  primitive  than 
the  machine  age.  The  pleasure  derived  from  R 
highly  mechanized  hobby  is  largely  vicarious.  One 
should  not  be  ensnared  by  the  one  hour  or  one  day 
projects. 

Directions  limiting  the  time  spent  each  day  may 
be  indicated  by  the  individual’s  physical  condition.  In 
other  instances  this  may  be  left  to  the  patient’s  de- 
veloping enthusiasm.  The  inexperienced  should  al- 
ways be  directed  to  take  the  first  simple  lesson  and 
follow  through  the  planned  technical  sequence  of 
projects.  This  eliminates  frustrating  failures. 

The  prescription  can  he  fillrd  through  organized 
and  sympathetic  class  or  private  instructions,  or  self- 
instruction  craft  books.  Older  persons  often  are 
painfully  aware  they  are  not  as  receptive  or  alert  as 
younger  students.  Therefore,  some  may  hesitate, 
while  others  will  refuse  to  enroll  in  a class  and  many 
who  do,  soon  feel  embarrassed  and  drop  out.  Some 
books  recently  published  are  especially  designed  for 
the  occupational  therapist,  patient,  and  self-taught 
craftsman.  Several  of  these  books  are  1 00  per  cent 
graphic,  most  complete  and  inexpensive.  These 


books  present  the  technic  so  that  it  may  be  performed 
at  home  in  the  most  limited  accommodations.  The 
few  inexpensive  hand  tools  and  materials  kept  in  a 
small  box  may  be  a complete  hobby  shop. 

From  his  office  library  the  physician  could  select  a 
“craft  text  prescription,”  indicate  the  first  project, 
give  any  directions  desired,  advise  sources  of  supplies, 
and  in  arranging  the  next  office  visit,  coidd  indicate 
that  he  desired  to  see  the  work  in  progress  or  the  com- 
pleted project.  At  present  the  number  of  craft  books 
adapted  to  this  specialized  use  may  be  limited,  but 
their  use  would  stimulate  the  publishing  of  other 
books  treating  many  similar  activities.  This  would 
permit  more  individualization  of  the  “vou-need-a- 
hobby  prescription.” 

Follow-up  0 if  ice  visits  are  essential  to  tlie  success 
of  this  treatment.  Before  the  patient  can  safely 
ground  his  enthusiasm  in  the  satisfaction  found  in 
achievement,  the  difficulties  of  making  the  first  few 
projects  must  be  overcome.  During  these  office 
visits  the  patient  may  be  observed  wavering  between 
continuing  or  discontinuing  the  program.  He  can 
be  given  the  inspirational  boost  needed  to  throw  the 
scales  in  the  right  direction. 

All  new  technics  seem  difficult  at  first.  Initial 
projects  must  be  simple  and  therefore  are  less  in- 
teresting. The  patient  can  be  helped  to  see  the  earlier 
evidence  of  growing  mastery  of  technic  and  good 
workmanship.  To  this  end  such  achievement  should 
receive  thoughtful  measured  praise.  Too  little  or 
too  much  may  produce  undesirable  reactions. 

The  activity  which  requires  too  little  thought  and 
effort  of  one  individual  may  stimulate  another  to 
overdo.  Unforeseen  inability  to  accomplish  the  sug- 
gested qualitv  and  quantity  of  work  would  be  most 
distressing  to  the  overly  conscientious  individual.  The 
incompleted  goals  of  another  might  be  due  to  lack  of 
application.  Where  the  first  might  call  for  reduction 
of  dosage,  appreciation  and  praise  of  the  effort  made, 
the  latter  indicates  the  need  for  stimulation  to  better 
application  and  greater  effort.  The  glowing  pride 
the  patient  exhibits  while  discussing  his  handiwork, 
graphically  charts  readjustment  progress. 

As  the  developing  mastery  of  the  technic  is  re- 
flected in  a more  comfortable  self-assurance,  the  phy- 
sician may  consider  advising  the  self-trained  crafts- 
man to  enroll  now  in  one  of  the  groups  of  the  previ- 
ously mentioned  “courses.”  This  may  be  motivated 
by  the  physician’s  assurance  that  the  individual  can 
meet  competition  comfortably  and  benefit  by  it  as 
well  as  by  advanced  personal  instruction  and  the 
socializing  influence  which  the  group  may  contribute 
to  progressive  readjustment.  Later,  the  individual 
might  advisedly  be  stimulated  to  get  added  satisfac- 
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tion  from  entering  his  handiwork  in  various  exhibits. 

The  need  exists.  It  is  possible  to  write  an  effec- 
tive “you-need-a-hobby  prescription.”  As  outlined 
earlier,  facilities  for  filling  the  prescription  do  exist. 
The  physician,  in  his  contacts,  gains  much  insight 
into  the  personal  needs  of  older  persons.  Beside  the 
above,  the  physician  must  be  at  least  conversant  with 
the  craft  technic  prescribed. 

The  doctor  may  recall  experiences  similar  to  the 
folowing:  I had  been  invited  to  the  preview  of  an 
exhibit  of  the  work  of  members  of  a county  arts  and 
craft  guild.  The  members  are  all  amateurs.  On 
entering  the  gallery,  I was  at  once  approached  by  a 
little  man  well  in  his  eighties.  Had  I seen  his  pic- 
tures.^ As  I had  not  and  was  interested,  we  were 
soon  standing  before  two  small  oil  landscapes.  His 
pictures  portrayed  his  life-long  vacation  spot  in  Ver- 
mont and  w'ere  painted  from  memory.  Instead  of 
carelessly  saying,  “Wonderful”  or  “Marvelous”  and 
moving  on,  the  time  was  taken  to  discuss  the  technic, 
handling  of  subject  matter,  compostion,  atmosphere, 
perspective,  detail,  color  and  brush  work.  Six  or 
eight  feet  away,  but  within  hearing,  stood  his  elderly 
wife  sharing  in  her  own  way  the  warm  glow  of  his 
achievement. 

I was  amply  repaid  for  my  moments  by  the  joyous 
pride  with  which  he  informed  me  that  he  had  never 
studied,  but  just  painted  because  he  enjoyed  it.  Be- 
yond his  two  paintings  are  two  other  pictures  of  life. 
He  might  have  represented  the  less  happier  of  the 
two:  an  elderly  man  spending  his  endless  days  rock- 
ing in  a chair,  bitterly  complaining,  “I  don’t  feel  well 
anvmore;  I can’t  do  anything;  nothing  tastes  good; 
I can’t  eat;  I wish  I were  dead.”  This  picture  is  fre- 
quently seen.  Instead  he  chooses  to  spend  a whole 
year  painting  two  memory  pictures,  lives  over  again 
past  happy  years,  and  looks  forward  with  keen  de- 
light to  this  annual  exhibit  and  to  the  pleasure  of 
showing  you  and  me  these  masterpieces.  While  he 
made  this  adjustment  largely  unaided,  many  need 
the  physician’s  aid  and  the  therapist’s  assistance.  Only 
two  small  landscapes,  not  too  well  done,  but  what  a 
glorious  achievement  when  viewed  as  a satisfactory 
adjustment  to  growing  old. 

DISCUSSION 

Edward  B.  Allen,  M.  D.,  White  Plains:  Mr. 
Haas,  out  of  the  wealth  of  his  experience,  has  con- 
cisely formulated  some  significant  truths.  He  has 
placed  the  responsibility  for  the  occupational  therapy 
of  the  older  person  where  it  rightfuly  belongs,  di- 
rectly upon  the  physician.  He  has  stressed  the  neces- 
sity of  the  physician  being  acquainted  with  the  pa- 
tient’s interests,  with  his  aptitudes,  and  also  with 


some  knowledge  of  the  type  of  occupation  he  pre- 
scribes for  his  patient.  But  even  then,  the  physi- 
cian’s duties  are  not  ended.  The  physician  must  en- 
deavor to  inoculate  the  patient  with  an  enthusiasm 
and  interest  to  continue  what  he  has  begun.  To  do 
this,  the  physician  must  display  like  enthusiasm  and 
interest  and  it  must  he  sufficiently  evident  to  be  ac- 
tively stimulating  in  character. 

The  author  has  pointed  out  the  importance  of 
imparting  detailed  and  accurate  information  to  the 
patient.  Start  with  simple  procedures  that  can  be 
readily  accomplished  and  that  will  require  only  such 
simple  tools  and  materials  as  are  easily  available  and 
are  well  within  the  financial  means  of  the  patient. 

Regulate  the  time  to  avoid  fatigue.  Avoid  the 
perils  of  undue  complexities  and  frustrations  arising. 
In  other  words,  disarm  the  patient  of  any  possible 
legitimate  alibis  or  excuses  for  discontinuing  or  fail- 
ing to  accomplish  any  task  that  has  been  planned  for 
him.  Be  able  to  make  intelligent  criticism  and  to 
share  with  the  patient  in  a rational  evaluation  of  his 
work.  Encourage  him  to  more  accomplished  efforts. 

Immediately  a question  arises  in  the  mind  of  the 
physician.  These  challenges  to  the  physician’s  time 
and  ability  are  all  very  well  formulated,  but  how  is 
he  going  to  live  up  to  such  accomplishments.^  Such 
a query  has  arisen  in  my  own  mind. 

Under  such  conditions  I would  feel  obligated  to 
obtain  such  information  and  advice  from  those  quali- 
fied to  give  it.  I would  go  to  the  occupational  aide 
or  director  and  solicit  his  help.  I would  consult  with 
him  and  get  him  to  assist  me  in  advising  and  direct- 
ing the  patient,  if  possible.  If  this  were  not  possible, 
then  I would  at  least  solicit  the  occupational  direc- 
tor’s help  as  to  where  both  the  patient  and  myself 
might  acquire  books  of  instruction  that  would  be  of 
assistance  to  us  in  the  projects  that  lay  before  us. 
Remember  that  Mr.  Haas  has  suggested  an  office 
library.  As  the  patient  obviously  would  have  more 
time  for  this  than  myself,  I would  arrange  for  him 
to  do  most  of  the  reading,  but  still  do  sufficient  my- 
self to  be  aware  as  to  whether  the  patient  was  read- 
ing and  studying  intelligently  or  not,  although  the 
quality  and  increasing  perfection  of  his  work  would, 
in  the  last  analysis,  be  the  most  satisfactory  answer. 
In  the  end,  I should  endeavor  to  give  the  patient  a 
feeling  of  superiority  and  accomplishment  by  en- 
abling him  to  go  on  and  reach  a degree  of  attainment 
where  he,  in  turn,  could  advise  and  inform  me. 

I am  acquainted  with  Mr.  ,'Haas’  ability  and  writ- 
ings and  it  is  through  these  that  I have  been  stimu- 
lated to  make  these  suggestions,  which  I should  like 
to  consider  as  practical. 

I should  like  to  point  out,  however,  that  the 
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patient  should  be  allowed  some  leeway  in  his  selection 
I of  tasks  and  may  in  some  instances  do  better  at  those 
where  he  can  make  use  of  his  head  rather  than  his 
hands.  His  interests  may  be  athletic  or  literary 
rather  than  mechanical.  But  even  then,  he  will  be 
able  to  relax  better  and  have  a more  flexible  mind, 
if  he  will  interspace  such  pursuits  with  occasional 
simple  mechanical  and  objective  creative  efforts. 

But  we  should  think  in  terms  of  prophylaxis  as 
well  as  treatment.  I'he  physician  shoidd  be  look- 
ing for  symptoms  of  distress,  discontent,  frustration, 
irritabilitv,  undue  criticism  of  others,  tenseness,  and 
ohviciis  rationalizations  in  the  adolescent,  young  and 
middle-aged  patients  as  well  as  in  those  about  to 
retire.  This  is  a more  profitable  and  ideal  time  to 
interest  them  in  occupational  therapy. 

When  the  busy  conscientious  business  or  profes- 
sional man  ceases  his  adult  means  of  employment  and 
remuneration,  he  needs  some  other  sustaining  in- 
terest. But  what  is  important  to  rememher  is  that 
this  sustaining  interest  should  have  been  developed 
during  his  earlier  formativ'e  y'ears,  when  his  mind 
was  more  clastic  and  receptive  to  new  ideas,  rather 
than  used  as  a new  replacement  therapy  after  his 
retirement.  In  the  case  histories  of  three  patients 
which  I hope  to  present  to  you  later  during  these 
meetings,  I will  show  that  they  all  developed  a sus- 
taining interest  in  their  early  years  that  could  be 
continued  even  when  mental  illness  prevented  them 
from  satisfactory  adjustment  to  their  former  remu- 
nerative employment. 

If  our  patient  limits  his  interests  to  business  alone, 
he  mat'  be  financially  and  emotionally  rewarded  for 
the  the  time  being,  but  when  he  is  obliged  to  termi- 
nate this  interest,  he  will  have  nothing  to  think  about 
but  himself.  Consequently  his  interests  will  be  turned 
inward  rather  than  outward  and  he  will  become 
most  unhappy  and  restless.  Of  course  even  then  he 
may  be  helped  to  develop  a hobby  or  new  avocation, 
but  it  will  be  extremely  difficult.  The  person  who 
attempts  to  offer  this  help  will  often  fail.  It  is  im- 
portant to  remember  that  the  older  we  grow',  the 
more  difficult  it  is  to  get  back  again  to  our  former 
level  of  cerebral  activity,  once  we  cease  our  external- 
ization  of  interest.  Consequently  we  should  endeavor 
to  keep  mentally  active  until  we  die.  We  should  train 
ourselves  in  adolescence  always  to  be  seeking  new 
interests  and  never  to  be  completely  satisfied  with 
things  as  they  are.  We  should  have  inquiring  minds 
and  alw'ays  want  to  know'  more,  not  only  about  a 
few',  but  about  many  things. 

We  should  have  collateral  vocations  during  our 
active,  middle  years  of  life,  so  that  we  may  replace 
the  one  w'ith  the  other,  should  necessity  arise.  When 


w'e  have  to  give  up  w'hat  w'e  have  been  doing  as  a 
means  of  livelihood,  life  should  not  look  like  a blank 
wall  ahead,  but  as  an  obstacle  that  we  can  overleap, 
outflank,  or  tunnel  under  with  an  associated  asset  or 
interest.  In  other  words,  we  should  develop  in 
youth  interests  of  more  than  one  kind,  which  we 
may  call  hobbies,  if  you  will,  but  which  I prefer  to 
call  collateral  vocations,  which  we  may  not  develop 
to  the  extent  that  we  do  our  actual  business  or  pro- 
fession, but  w'hich  should  be  sufficient  for  us  to  con- 
sider as  projects  to  work  or.  w'hen  w'e  can  find  the 
time  in  the  later  decades  of  life.  They  should  be  con- 
sistent how'ever,  and  not  too  taxing  for  oncoming 
physical  infirmities.  They  should  be  more  cerebral 
than  muscular.  They  should  lead  us  to  the  philos- 
ophy that  life  will  never  be  long  enough  for  us  to 
accomplish  all  w'e  w'ant  to  do.  M'e  should  feel  w'e 
have  never  finished.  When  we  cease  to  habitate  the 
surface  of  this  terrestial  sphere,  w'e  should  depart 
with  the  satisfaction  that  w'e  have  w'orn  out  rather 
than  rusted  oLit.  Remember,  the  more  you  use  your 
brain,  the  easier  it  becomes  to  do  so. 


THE  AGEING  HEART 

An  important  guide  in  the  management  of  the 
ageing  person  is  the  diminished  cardiac  reserve, 
which  accompanies  the  general  loss  in  resiliency 
and  adaptability  of  the  ageing  body.  Sudden 
spurts  of  energy  or  exertion  may  overtax  the  heart 
and  do  permanent  damage.  With  a coronary  blood 
supply  sufficient  to  supply  the  needs  of  the  heart 
muscle  under  ordinary  conditions,  a sudden  physi- 
cal strain  or  emotional  excitement  may  so  increase 
the  work  of  the  heart,  that  the  coronary  arteries 
cannot  admit  enough  blood  to  the  myocardium  to 
keep  up  with  the  demand,  and  cardiac  infarction 
may  occur.  In  many  cases  the  onset  of  cardiac  in- 
farction can  be  traced  to  a definite  unusual  event, 
most  often  exceptional  physical  strain.  Exertion  in 
cold  weather  is  especially  prone  to  cause  attacks. 
Over-eating  or  over-drinking  at  banquets  and  wed- 
dings is  a common  antecedent  story.  Sexual  inter- 
course, as  well  as  unusual  emotional  reactions  may 
be  direct  causes  of  cardiac  infarction.  It  is  not 
chance  that  the  marriage  of  an  elderly  man  to  a 
young  woman  so  often  comes  to  an  early  disastrous 
end,  when  the  groom,  trying  to  renew  his  youth,  ex- 
periences a heart  attack.  The  elderly  individual 
should  accept  his  years  graciously;  he  should  not 
run  to  catch  a bus,  or  dash  upstairs  two  steps  at  a 
time;  he  should  learn  to  live  a life  of  moderation 
and  equanimity. 

In  old  people  we  do  not  so  often  see  a single  di- 
sease running  a clear  cut  self-limiting  course. 
In  the  young,  the  physician,  up  to  a certain  point, 
can  successfully  treat  the  disease  and  ignore  the 
patient,  although  this  attitude  can  hardly  be  in- 
dorsed. But  in  the  old,  diagnosis  and  treatment 
must  embrace  the  whole  body  and  mind  as  an  in- 
tegrated unit. — Ernst  P.  Boas,  M.  D.,  in  New  York 
Medicine. 
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We  are  standing  on  the  threshold  of  a postwar  world.  The 
medical  profession  is  confronted  with  new  problems,  although  in 
reality  they  have  always  been  with  us.  Even  though  we  are  unaware 
of  the  exact  nature  of  the  epoch  upon  which  we  are  entering,  we  do 
know  that  the  life  ahead  of  us  is  not  fatally  preordained. 

The  future  of  medicine  in  West  Virginia'  depends  almost  wholly 
upon  the  effort  and  intelligence  with  which  we  attack  today’s  prob- 
lems. It  is  entirely  within  our  power  to  guide  the  forces  of  change 
where  health  matters  are  involved.  Personally,  I feel  that  we  lack 
the  power  to  stop  them. 

We  as  a profession  know  that  our  servicemen  in  World  War  II 
received  by  far  the  best  medical  care  ever  given  to  armed  forces 
since  the  beginning  of  wars.  This  was  possible  because  our  doctors 
were  able  to  administer  aid  to  the  victims,  no  matter  where  or  when 
stricken.  Now  that  peace  is  restored  to  this  war  torn  world,  and 
servicemen  are  returning  to  their  homes  by  the  thousands,  it  is  our 
job  to  provide  them,  and  their  families,  with  even  better  medical  care 
than  they  knew  while  serving  with  the  armed  forces. 

This  job  requires  an  immediate  change  in  our  present  plan  of  prac- 
tice. The  motivating  power  in  our  social  upheaval  has  for  its  osten- 
sible purpose  better  economic  welfare  for  every  man,  woman  and 
child  in  the  United  States.  Maintenance  of  health  is  one  of  the  major 
phases  of  this  program.  We  must  pay  more  attention  to  the  preventive 
aspects  of  medicine.  Medicine  has  already  been  caught  in  this  social 
upheaval.  Changes  are  inevitable.  Whether  we  like  it  or  not,  these 
changes  will  be  extensive  and  will  result  from  the  demand  of  the  lay 
public. 

An  informed  public  knows  full  well  today  that  our  scientific  prog- 
ress in  medicine  is  far  ahead  of  its  social  application.  Being  aware  of 
the  existence  of  a better  type  of  medicine  than  is  available  generally, 
the  people  have  a vision  of  greater  security  and  comfort,  with  better 
protection  against  disease  and  its  subsequent  economic  consequences. 
Today  the  people  are  searching  for  a medical  Utopia.  Tomorrow  they 
will  be  on  the  march. 

Our  job  is  to  abandon  our  ostrich-like  attitude  that  there  is  no 
need  for  changing  our  long  outmoded  system  of  medical  practice.  We 
should  cease  to  oppose  constructive  changes  in  our  system  of  medical 
care.  We  must  ourselves  institute  a plan  today,  not  tomorrow — a 
plan  designed  to  remove  the  fear,  and  insofar  as  possible,  the  curse 
of  illness  from  every  family  in  West  Virginia.  In  the  words  of  Milton, 
in  Paradise  Lost,  “we  must  awake,  arise,  or  be  forever  fallen.” 
This  is  our  job! 


President. 
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REVAMPED  PLANS 

The  tenacit)’  with  which  certain  political  inter- 
est.s  in  ^^'^ashington  hammer  away  at  plans  for  state 
medicine  which,  in  our  judgment,  would  enslave 
medical  service  and  fetter  scientific  medical  progress 
is  well  illustrated  by  the  recent  proposal  of  President 
Truman  for  the  adoption  of  Federal  sickness  insur- 
ance. The  most  astounding  feature  of  these  plans 
for  state  medicine  all  along  has  been,  to  us  at  least, 
the  fact  that  the  leftist  social  planners  who  would 
foist  such  a devastating  scheme  upon  the  American 
people  fail  to  take  into  consideration  the  fact  that 
above  ninety-five  per  cent  of  the  individuals  who 
have  to  deliver  medical  care  to  all  the  people — the 
practicing  physicians  • — believe  that  governmental 
sickness  insurance  is  the  poorest  and  most  inefficient 
method  by  which  medical  care  can  be  delivered  to 
the  American  citizenry. 

It  seems  to  us  that  the  most  recent  bill  introduced 
into  the  Congress  by  Senator  Wagner  et  al  is  more 
likely  to  be  enacted  into  law  than  any  of  its  predeces- 
sor proposals,  and  certainly  it  behooves  the  entire 
medical  profession  to  use  every  possible  means  to  in- 
form not  only  the  members  of  the  Sepal^tf’and  flouse 
of  Representatives,  but  the  entire,  AmAsican  popu- 
lace as  well,  of  the  dangess  ii’xhei’Ant  in  such.* legis- 
lation to  health  and  medical  progress,  and  especially 
the  grave  danger  of  the  i esultant  development  of  a 


dictatorship  in  our  country,  as  witness  the  horrible 
example  of  Germany  whose  first  step  along  the 
pathway  to  the  vortex  of  socialism  and  utter  ruin 
was  Bismark’s  scheme  to  socialize  medicine. 

An  editorial  in  the  December  1 issue  of  the  Jour- 
nal of  the  American  .Medical  Association  presents  the 
president’s  proposal  in  correct  perspective.  This  edi- 
torial, we  are  informed,  is  from  the  gifted  pen  of 
Dr.  Morris  F'ishbein,  and  it  is  a gem  of  clear  reason- 
ing and  a literary  classic.  In  fact,  we  do  not  recall 
as  clear  a presentation  of  reasoning  or  as  potent  an 
argument  in  the  English  language  since  Edmund 
Burke’s  oration  before  the  British  Parliament  “On 
Conciliation  with  the  .American  Colonies”.  We 
could  not  gild  the  lily  if  we  would,  and  we  would 
not  gild  this  one  if  we  could.  .Accordingly,  we  urge 
upon  every  doctor  in  West  Virginia  to  read,  mark, 
learn,  and  inwardly  digest  this  able  presentation  by 
Doctor  Fishbein. 


ANDY  AMICK,  PRESIDENT 

On  January  1,  1946,  Andrew  E.  .Amick,  AI.  D., 
of  Charleston,  takes  office  as  the  seventy-ninth  presi- 
dent of  the  West  Virginia  State  Medical  Association. 
Medicine  has  come  a long  way  since  the  inaugura- 
tion of  Dr.  WAlliam  Jourdon  Bates,  of  Wheeling,  as 
the  first  president  in  1 867.  ^Vhile  the  scientific  world 
has  moved  forward  steadily  since  then,  the  strides 
that  have  been  made  since  the  end  of  M'orld  War  I 
have  been  little  less  than  phenomenal. 

One  of  the  biggest  problems  that  confronts  medi- 
cine as  .Andy  takes  office  is  the  distribution  of  medi- 
cal care.  Socialized  medicine  in  the  form  of  the 
Truman  Health  Insurance  Bill  is  a real  threat  to 
what  we  know  as  organized  medicine,  to  say  nothing 
of  the  .American  people.  The  Washington  gang  is 
shooting  both  barrels  of  its  bureaucratic  shotgun  in 
one  last  effort  to  regiment  the  doctors  of  .America. 
Here  in  \Vest  Virginia  the  members  of  the  profes- 
sion are  working  diligently  to  provide  something  in 
the  way  of  medical  care  that  will  be  far  superior  to 
anything  the  government  can  hope  to  offer. 

There  is  plenty  of  work  to  be  done,  and  .Andy  has 
what  it  takes  to  succeed.  He  brings  to  the  office  years 
of  experience  in  administration  and  organization.  His 
four  years’  service  as  a member  of  the  Council  and 
his  term  as  president  of  Kanawha  Medical  Society 
f Ea.ve  well  fitted  him  for  the  job  he  is  assuming  at  the 
beginning  Tif  the  year  1946.  He  will  do  his  best  at 
all  timbs,  a.nd  w’e  extend  to  him  hearty  congratula- 
tions and  best  wishes  for  success  as  president  during 
the  twelve  mon-tns  that  lie  ahead. 
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COUNCIL  CONTINUES  FIGHT 

Upon  his  retirement  from  the  presidency  of  the 
West  Virginia  State  Medical  Association,  the  serv- 
ices of  Dr.  Thomas  L.  Harris  will  not  be  lost  to  the 
organization,  for  he  automatically  assumes  the  chair- 
manship of  the  Council,  a post  held  during  the  past 
year  by  Dr.  Robert  J.  Reed,  Jr.,  of  Wheeling.  Doc- 
tor Reed  continues  in  office  as  a councillor-at-large. 

Tom  Harris  has  done  a splendid  job  as  head  of 
organized  medicine  in  this  state.  His  was  the  duty  of 
steering  for  the  State  Medical  Association  a straight 
course  during  a year  when  the  war  on  both  fronts 
came  to  an  abrupt  end.  He  has  cooperated  to  the 
fullest  extent  with  the  members  of  the  doctor  group 
who  are  serving  on  the  advisory  committee  to  the 
legislative  interim  committee  studying  public  health 
problems.  As  chairman  of  the  Council,  he  will  con- 
tinue to  help  this  group  in  its  future  deliberations. 

With  Andy  Amick  as  president,  Tom  Harris  as 
chairman  of  the  Council,  and  Bob  Reed  as  coun- 
cillor-at-large, the  Council  itself,  composed  of  doc- 
tors who  are  not  afraid  of  work — doctors  who 
have  already  given  much  time  to  the  study  of 
health  problems  in  West  Virginia — should  and  will 
continue  to  fight  for  everything  that  is  just  and 
right  and  honest  for  the  doctors  in  this  state,  and 
for  those  things  that  will  help  provide  good  medical 
care  for  all  of  our  people. 


“STRATEGY”  IN  WASHINGTON 

No  mystery  is  attached  to  the  “strategy”  of  the 
pressure  boys  behind  the  Truman  Health  Insurance 
bill  in  deleting  from  this  administration-sponsored 
version  of  the  Wagner-Murray-Dingell  bill,  which 
has  been  in  ill  repute  in  and  out  of  Congress  for 
many  months,  all  reference  to  an  appropriation  for 
administration  and  to  an  increase  in  social  security 
taxes.  By  eliminating  this  section,  the  Finance  Com- 
mittee of  the  Senate  and  the  Ways  and  Means  Com- 
mittee of  the  House  were  by-passed,  and  we  find 
the  Truman  bill  in  the  lap  of  Senator  Murray’s 
committee  on  education  and  labor,  and  the  House 
bill  in  the  custody  of  the  interstate  commerce  com- 
mittee. 

Although  Senators  Wagner  and  Murray  and 
Representative  Dingell  are  now  calling  signals.  Sen- 
ator George  and  his  powerful  Finance  Committee 
have  to  be  reckoned  with  before  the  battle  is  over. 
The  bureaucratic  boys  who  have  been  watching  the 
W-M-D  bill  gathering  dust  in  the  files  of  the  Senate 
Finance  Committee  for  a long  time,  and  who  aie 
now  seeking  to  take  over  medicine  via  the  Truman 
bill,  lost  sight  of  the  fact  that  Sfuator  George  will 
have  to  be  given  the  ball  sometime,  as  you  can’t 


administer  socialized  medicine  without  funds,  and 
the  Ph'nance  Committee  will  have  something  to  say 
about  any  appropriation  that  might  be  needed  for 
this  purpose. 

So  it  is  the  old  story  of  a car  without  gas,  or  a 
buggy  without  a horse,  and  it  will  be  interesting  to 
watch  the  further  maneuvering  of  those  who  try  to 
make  themselves  believe  with  the  pressure  gang  that 
medicine  needs  federal  supervision. 

Here  in  West  Virginia  our  Legislative  Interim 
Committee  on  public  health  matters  is  not  standing 
still.  With  the  assistance  of  the  advisory  committee, 
the  members  are  seeking  a proper  solution  on  a 
state  level  of  the  problem  of  good  medical  care  for 
all  of  our  people,  the  rich  and  the  poor,  no  matter 
where  they  may  live.  And,  there  is  much  to  en- 
courage us  to  believe  that  they  will  succeed. 


A DESERVED  HONOR 

The  Southern  Medical  Association,  by  unanimous 
vote  at  its  meeting  in  Cincinnati  November  12-16, 
chose  Dr.  E.  L.  Henderson  of  Louisville  as  Presi- 
dent-Elect, and  in  so  doing  recognized  one  of  the 
most  loyal  and  indefatigable  workers  in  its  member- 
ship of  Southern  Doctors. 

In  his  own  State,  Doctor  Henderson  has  been 
honored  in  the  past  by  election  to  presidencies  of  his 
County  Society  (Jefferson)  and  of  the  Kentucky 
State  Medical  Association.  His  activities  on  behalf  of 
organized  medicine  have  also  won  him  many  other 
distinctions.  To  no  cause  has  he  given  more  unstint- 
ingly  of  his  time  and  talent  than  to  the  American 
Medical  Association  which  he  serves  as  a member  of 
the  Board  of  Trustees. 

“Elmer,”  as  we  all  know  him,  is  proud  of  his  pro- 
fession, cheerfully  generous  to  doctors,  all  of  whom 
he  loves,  and  personally  gifted  with  a charm  of  man- 
ner and  friendliness  that  serves  constantly  to  enlarge 
his  circle  of  acquaintances. — Kentucky  Medical 
Journal. 


UNIVERSAL  E.  M.  I.  C. 

Just  now  Senator  Pepper  is  cooking  up  a $50,- 
000,000  mess  in  the  form  of  universal  obstetric  and 
infant  care.  The  E.  M.  I.C.  now  costs  $43,000,- 
000  a year,  so  it  is  evident  that  $50,000,000  is  just 
a drop  in  the  bucket.  The  Senator  is  frank  in  saying 
that  when  the  measure  is  put  in  operation,  the  Con- 
gress will  from  time  to  time  vote  funds  to  cover  the 
deficit.  If  the  bill  passes,  the  Secretary  of  Labor  will 
have  full  control  of  the  practice  of  obstetrics  and  pedi- 
airics  all  over  the  country.  The  individual  States 
will  be  only  “yes  men”  cacn’ing  out  the  orders  of  the 
Children’s  Bureau. — Virginia  Medical  Monthly. 
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NEW  OFFICERS  OF  STATE  MEDICAL 

ASSOCIATION  ASSUME  DUTIES  JAN.  1 

The  new  officers  of  the  West  Virginia  State  Medi- 
cal Association,  elected  at  the  annual  meeting  of 
the  House  of  Delegates  at  Clarksburg  last  May, 
will  assume  their  duties  the  first  of  January. 

Dr.  Andrew  E.  Amick,  of  Charleston,  is  president, 
succeeding  Dr.  Thomas  L.  Harris,  of  Parkersburg. 
Drs.  B.  S.  Brake,  of  Clarksburg,  and  J.  B.  Thomp- 
son, of  Oak  Hill,  succeed  Drs.  M.  B.  Williams,  of 
Wheeling,  and  L.  G.  Houser,  of  Beckley,  as  first 
and  second  vice  presidents,  respectively.  Dr.  T.  M. 
Barber,  of  Charleston,  continues  as  treasurer,  a 
post  he  has  held  for  the  past  twenty  years. 

Doctor  Amick  was  born  in  Fayette  County  near 
Corliss.  He  received  has  academic  education  at 
Washington  & Lee  University  and  West  Virginia 
University,  graduating  from  the  latter  institution 
in  1923,  with  the  degree  of  B.  S.  In  1925,  he  gradu- 
ated from  the  Medical  College  of  Virginia  with  the 
degrees  of  M.  D.  and  Ph.  G.  He  was  licensed  in 
West  Virginia  the  same  year.  He  located  at  Blue- 
field  in  1927  for  the  practice  of  his  specialty  of 
pediatrics,  and  moved  to  Charleston  in  1930.  Dur- 
ing World  War  I,  he  served  as  a first  lieutenant  in 
the  infantry. 


Doctor  Amick  served  as  a member  of  the  Council 
from  the  Sixth  Councillor  District  for  two  full 
terms  ending  in  1944.  He  is  a former  secretary  of 
Kanawha  Medical  Society  and  served  as  its  presi- 
dent in  1943.  At  the  present  time  he  is  chairman 
of  the  section  on  pediatrics  of  the  State  Medical 
Association. 

In  addition  to  the  officers,  the  Council  is  com- 
posed of  Dr.  Thomas  L.  Harris,  of  Parkersburg, 
chairman,  and  Dr.  R.  J.  Reed,  Jr.,  of  Wheeling, 
councillor-at-large,  and  the  following  district  coun- 
cillors: First,  R.  D.  Gill,  Wheeling,  and  John  P. 
Helmick,  Fairmont;  second,  Carl  E.  Johnson,  Mor- 
gantown, and  Guy  H.  Michael,  Parsons;  third,  E.  A. 
Trinkle,  Weston,  and  J.  E.  Wilson,  Clarksburg; 
fourth,  Walter  C.  Swann,  Huntington,  and  Curtis 
P.  Artz,  Grantsville;  fifth,  N.  H.  Dyer,  Bartley,  and 
J.  L.  Patterson,  Holden;  sixth,  W.  P.  Bittinger, 
Summerlee,  and  Thomas  G.  Reed,  Charleston. 


CLINICS  AT  SPENCER  STATE  HOSPITAL 

The  board  of  control  has  announced  that  be- 
ginning January  1,  semi-monthly  clinics  will  be 
conducted  at  Spencer  State  Hospital  (mental)  by 
Dr.  Edward  F.  Reaser,  assistant  superintendent  at 
Huntington  State  Hospital,  and  Dr.  Grin  R.  Yost, 
newly  appointed  superintendent  at  Weston  State 
Hospital.  This  is  part  of  a new  program  agreed 
upon  by  Doctor  Reaser  and  Doctor  Yost,  Dr.  C.  T. 
Taylor,  superintendent  of  the  Huntington  institu- 
tion, and  Dr.  A.  L.  Morris,  head  of  the  Spencer 
Hospital,  for  the  treatment  of  patients  at  the  three 
state  mental  institutions. 


COMMITTEE  ON  SCIENTIFIC  EXHIBIT 

Dr.  Andrew  E.  Amick,  president  of  the  State 
Medical  Association,  has  named  the  following  doc- 
tors as  members  of  the  committee  on  scientific  ex- 
hibit for  1946: 

Dr.  Hu  Myers,  of  Philippi,  chairman;  and  Drs. 
C.  C.  Fenton,  Morgantown,  and  Chauncey  B. 
Wright,  Huntington. 

Doctor  Myers  has  served  for  several  years  as 
chairman  of  this  committee,  which  will  arrange  the 
scientific  exhibits  at  the  annual  meeting  of  the 
State  Medical  Association  at  Huntington,  May  13- 
15,  1946. 


ACCEPTS  RESIDENCY  IN  DETROIT 

Dr.  Richard  K.  Hanifan,  of  Clarksburg,  has  ac- 
cepted a two-year  residency  in  obstetrics  and 
gynecology  at  the  Harper  Hospital,  in  Detroit. 


1946  ROSTER 

The  1946  rosier  of  members  of  the  Wesl  Vir- 
ginia State  Medical  Association  is  printed  in 
this  issue  of  The  Journal.  Members  are  re- 
quested to  check  the  lists  carefully  and  report 
promptly  any  errors  in  names  and  initials,  or 
symbols  designating  honorary  members,  mem- 
bers in  the  service,  and  members  released  from 
military  service.  The  corrected  roster  will  be 
printed  in  pamphlet  form  later  in  the  month  and 
distributed  to  officers  of  the  State  Medical  Asso- 
ciation and  all  component  societies. 


Dr.  Andrew  E.  Amick 
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ASSOCIATION  COMMITTEES  NAMED 

BY  PRESIDENT  AMICK  FOR  1946 

Members  of  standing  committees  of  the  West 
Virginia  State  Medical  Association  have  been 
named  by  Dr.  Andrew  E.  Amick,  the  president, 
for  1946. 

Dr.  Henrietta  L.  Marquis,  of  Charleston,  has  been 
named  chairman  of  the  committee  on  child  welfare, 
and  Dr.  E.  N.  Dupuy,  of  Berkley,  was  selected  to 
head  the  committee  on  maternal  welfare.  The 
members  of  these  two  committees  were  elected  at 
the  meeting  of  the  House  of  Delegates,  at  Clarks- 
burg, in  May  1945,  and  they  will  remain  in  office 
until  the  meeting  of  the  House  of  Delegates  in 
1946. 

The  scientific  work  committee  was  named  by 
Dr.  Amick  several  weeks  ago.  The  committee  is 
composed  of  Dr.  William  R.  Laird,  of  Montgomery, 
chairman;  and  Drs.  H.  M.  Beddow,  of  Charleston, 
and  Raymond  M.  Sloan,  of  Huntington. 

The  following  is  a complete  list  of  the  members 
of  the  other  standing  committees  appointed  by 
Dr.  Amick: 

Committees 

Cancer:  J.  Ross  Hunter,  Charleston.  Chairman; 

Russell  B.  Bailey.  Wheeling:  Chaunccy  B.  Wright. 
Huntington;  C.  C.  Fenton.  Morgantown:  Thomas 
Bess.  Keyscr:  J.  B.  Clinton.  Fairmont:  and  H.  H. 
Haynes.  Clarksburg. 

Revision  of  Constitution  and  By-Laws : Carl  E. 

Johnson.  Morgantown.  Chairman:  James  G.  Ral- 
ston, Clarksburg:  John  P.  Helmick,  Fairmont:  Wm. 

P.  Bradford.  Moundsville:  Spencer  L.  Bivens. 

Charleston:  Ivan  R.  Harwood.  Huntington:  and 

C.  F.  McClintic.  Williamsburg. 

D.  P.  A.  Advisory:  Hugh  A.  Bailey,  Charleston. 

Chairman:  Claude  B.  Smith  Charleston:  and  T.  Kerr 
Laird.  Montgomery. 

Fact  Finding  and  Planning:  Ray  M.  Bobbitt. 

Huntington.  Chairman:  Bert  Bradford,  Jr.,  Charles- 
ton: James  L.  Wade.  Parkersburg:  Philip  Johnson. 
Fairmont:  M.  H.  Porterfield.  Martinsburg:  W.  L. 
Van  Sant.  Hinton:  Margaret  Stemple,  Morgantown; 

R.  J.  Condry,  Elkins:  and  S.  Elizabeth  McEetridge, 
Shepherdstown. 

Industrial  Health:  J.  J.  Brandabur,  Huntington. 

Chairman:  Thomas  W.  Nale,  South  Charleston; 

J.  L.  Patterson,  Holden;  H.  M.  Brown,  Belle;  C.  C. 
Jackson.  East  Rainelle;  W.  E.  Rogers,  Parkersburg; 

J.  J.  Jenkins,  Jr..  Farmington;  and  B.  J.  Moore, 
Morgantown. 

Legislation:  R.  O.  Rogers,  Bluefield,  Chairman; 

Cecil  O.  Post,  Clarksburg;  L.  Rush  Lambert.  Fair- 
mont; W.  P,  Black.  Charleston;  and  Ward  Wylie. 
Mullens. 

Medical  Education:  R.  J.  Wilkinson,  Hunting- 

ton.  Chairman;  E.  J.  Van  Liere,  Morgantown; 

P.  A.  Tuckwiller,  Charleston;  J.  O.  Rankin,  Wheel- 
ing; and  D.  C.  Ashton.  Beckley. 

Necrology : Harry  G.  Steele.  Bluefield.  Chairman; 

Roy  Ben  Miller,  Parkersburg;  R.  J.  Reed.  Wheeling; 
James  McClung,  Richwood;  James  R.  Bloss,  Hunt- 
ington; and  T.  Jud  McBee,  Morgantown. 

Publicity:  George  E.  Evans.  Clarksburg,  Chair- 

man: Guy  H.  Michael.  Parsons;  A.  G.  Lanham, 
Ronceverte;  J.  M.  Cofer,  Bergoo;  and  J.  A.  New- 
come,  Keyser. 

Syphilis:  Howard  T.  Phillips.  Wheeling,  Chair- 

man; C.  A.  Hoffman.  Huntington:  C.  G.  Power, 
Martinsburg:  J.  L.  Thompson.  Weirton;  and  H.  M. 
Escue.  Charleston. 

Conservation  of  Vision  and  Hearing:  J.  E. 

Blaydes.  Bluefield,  Chairman:  A.  C.  Chandler, 


Charleston:  Welch  England,  Parkersburg:  S.  S. 

Hall.  Clarksburg:  F,  O.  Marple,  Huntington;  S.  H. 
Burton,  Weston:  V.  E.  Holcombe,  Charleston;  and 
John  H.  Trotter,  Morgantown. 


DR.  ELKIN  HEADS  SSA 

Col.  Daniel  Collier  Elkin,  MC,  chief  of  surgical 
service  at  Ashford  General  Hospital,  White  Sulphur 
Springs,  was  elected  president  of  the  Southern  Sur- 
gical Association  at  the  annual  meeting  at  Hot 
Springs,  Virginia,  December  6.  Dr.  Charles  Bruce 
Morton,  II,  of  the  University  of  Virginia  Hospital, 
Charlottesville,  and  Dr.  R.  L.  Sanders,  of  Memphis, 
Tennessee,  were  elected  vice  presidents,  and  Dr. 
Alfred  Blalock,  of  Baltimore,  was  reelected  secre- 
tary. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

The  American  Board  of  Ophthalmology  has  an- 
nounced 1946  examinations  as  follows:  Chicago, 
January  18-22;  New  York,  April  10-13;  San  Fran- 
cisco, June  22-25;  and  Chicago,  October  9-12. 

Under  a new  ruling,  previously  accepted  candi- 
dates must  mail  their  lists  of  surgery  to  the  board 
office  at  least  sixty  days  prior  to  the  examination. 
All  new  applicants  are  now  required  to  send  their 
lists  with  application.  Dr.  S.  Judd  Beach,  of  Port- 
land, Maine,  is  secretary  of  the  board. 


DR.  SHOULDERS  HEADS  A.  M.  A. 

At  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association,  held  at  Chicago 
December  3-6,  Dr.  Harrison  H.  Shoulders,  of  Nash- 
ville, Tennessee,  speaker  of  the  House  of  Dele- 
gates since  1938,  was  elected  to  the  position  of 
president-elect. 

Dr.  Roy  W.  Fouts,  of  Omaha,  Nebraska,  who  has 
served  as  vice  speaker  for  several  years,  was 
unanimously  elected  speaker  to  succeed  Dr.  Shoul- 
ders, and  Dr.  Olin  West  was  reelected  secretary. 
Dr.  Francis  F.  Borzell,  of  Philadelphia,  was  elected 
to  succeed  Dr.  Fouts  as  vice  speaker. 

Other  officers  elected  at  this  meeting  were: 
Vice  president,  Dr.  William  R.  Maloney,  Sr.,  Los 
Angeles,  California;  assistant  secretary,  Dr.  George 
F.  Lull,  Washington,  D.  C.;  and  treasurer,  Dr. 
Josiah  J.  Moore,  Chicago,  Illinois. 

Drs.  Dwight  H.  Murray,  of  Napa,  California, 
James  R.  Miller,  of  Hartford,  Connecticut,  and 
John  H.  Fitzgibbon,  of  Portland,  Oregon,  were 
elected  to  membership  on  the  board  of  trustees. 
Dr.  Roscoe  L.  Sensenich,  of  South  Bend,  Indiana, 
was  elected  chairman  of  the  board  to  succeed 
Dr.  James  R.  Bloss,  of  Huntington,  whose  term 
expires  this  year. 

The  annual  meeting  will  be  held  in  San  Francisco 
in  1946,  at  Atlantic  City  in  1947,  and  at  St.  Louis 
in  1948. 


AGP  TO  MEET  IN  PHILADELPHIA 

The  1946  annual  meeting  of  The  American  Col- 
lege of  Physicians  will  be  held  at  Philadelphia, 
May  13-17,  with  headquarters  at  the  Municipal 
Auditorium. 
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RELOCATIONS 

Dr.  E.  D.  Jackson,  of  Van,  has  moved  to  Enon 
Valley,  Pennsylvania,  where  he  was  formerly  en- 
gaged in  practice  before  coming  to  West  Virginia 
several  years  ago. 

Dr.  Wilson  S.  Phillips,  of  Wheeling,  has  moved  to 
Milwaukee,  Wisconsin,  where  he  is  engaged  in 
practice  at  2600  W.  61st  Street. 

4:  4:  ^ 

Dr.  Darrell  A.  Campbell,  of  Schenectady,  New 
York,  will  locate  at  Charleston  for  the  practice  of 
surgery  about  January  1.  He  will  be  associated 
with  Bert  Bradford,  Jr.,  at  603  Atlas  Building. 

Doctor  Campbell  served  as  chief  of  surgery,  with 
the  rank  of  Major,  at  a general  hospital  in  the  ETO, 
and  was  recently  released  from  military  service. 
After  his  graduation  from  the  University  of  Ne- 
braska College  of  Medicine,  he  had  five  years’ 
surgical  training  at  the  University  of  Michigan.  He 
is  a member  of  the  American  Board  of  Surgery  and 
a fellow  of  the  American  College  of  Surgeons,  and 
had  practiced  at  Schenectady  for  just  a few  months 
prior  to  his  call  to  active  duty  in  the  Army  medical 
corps. 

Dr.  Frank  Jamison,  of  Dehue,  has  moved  his 
offices  to  the  White  and  Browning  Building  at 
Logan,  where  he  will  be  engaged  in  general  prac- 
tice. He  was  located  in  Taylor  County  before 
being  called  to  active  duty  in  the  Army  medical 
corps  in  1939.  Upon  his  release  from  military  serv- 
ice he  located  at  Dehue,  where  he  has  since  been 
engaged  in  industrial  practice. 

^ ^ 

Dr.  Jerome  E.  Andes,  who  formerly  practiced 
in  Morgantown,  has  recently  moved  from  Boze- 
man, Montana,  to  Safford,  Arizona. 

^ 9|C  ^ 

Dr.  George  M.  Caldwell,  formerly  of  White  Sul- 
phur Springs,  is  now  located  at  New  Altamont 
Hospital,  Christiansburg,  Virginia.  He  was  recently 
released  from  military  service,  having  served  as  a 
lieutenant  commander  in  the  Navy. 

Dr.  Richard  C.  Neal,  clinical  pathologist  of  Rich- 
mond, has  moved  to  Bluefield  where  he  is  con- 
nected with  the  staff  of  Bluefield  Sanitarium. 

Dr.  John  B.  Traul,  formerly  of  Logan,  is  now 
located  at  Barberton,  Ohio. 

^ ^ ^ 

Dr.  George  T.  Evans,  of  Fairmont,  recently  re- 
leased from  military  service,  has  relocated  at  Ida- 
may. 


CONFERENCE  OF  PRESIDENTS 

At  the  first  annual  meeting  of  the  Conference  of 
Presidents  and  Other  Officers  of  State  Medical 
Societies,  held  at  the  Continental  Hotel  in  Chicago, 
December  2,  1945,  Dr.  A.  S.  Brunk,  of  Detroit, 
president  of  the  Michigan  State  Medical  Society, 
was  elected  president. 

Dr.  Walter  E.  Vest,  of  Huntington,  editor  of  the 


West  Virginia  Medical  Journal,  was  elected  for  a 
three-year  term  on  the  executive  committee  of  this 
new  organization. 

The  meeting  at  Chicago  was  sponsored  by  the 
Michigan  State  Medical  Society,  and  the  program 
was  sponsored  jointly  by  that  society  and  the 
California  Medical  Association. 


STATE  NUTRITION  COMMITTEE  ELECTS 

Miss  M.  Estelle  Ingoldsby,  R.  N.,  has  been  elected 
president  of  the  West  Virginia  State  Nutrition 
Committee.  Miss  Ingoldsby  has  been  connected 
with  the  state  health  department  for  several  years 
as  consultant  in  industrial  nursing.  She  has  been 
a member  for  the  past  two  years  of  the  subcommit- 
tee on  nutrition  and  industry  of  the  State  Nutrition 
Committee. 


DOCTORS  LICENSED  BY  PHC 

As  the  result  of  the  examination  held  by  the 
Public  Health  Council  at  Charleston,  October  4-6, 
1945,  twelve  doctors  have  been  licensed  to  practice 
medicine  in  West  Virginia. 

The  following  doctors  were  licensed  by  exami- 
nation: Robert  Glenn  Arrington,  Wharton;  Janie 
Meryleen  Bailey,  Williamson;  Earl  Lawrence  Bar- 
rett, Seattle,  Washington;  Otis  Wilson  Corder,  Jane 
Lew;  Alfred  Bernard  Flarsheim,  Huntington;  Wal- 
lace Byron  Lilly,  Beckley;  David  Stanley  Pugh, 
East  Liverpool,  Ohio;  and  Walter  Richmond  Wil- 
kinson. Huntington. 

Those  licensed  by  reciprocity  were:  Helen  Morri- 
son Belknap,  Charleston;  Paul  Hardin  Harmon, 
Milton;  Victor  Samuel  Skaff,  Charleston;  and  Bruce 
Ralph  Sutton,  Charles  Town. 


COMMITTEE  ON  LOCAL  ARRANGEMENTS 

A committee  on  local  arrangements  has  been 
named  by  Dr.  J.  F.  Barker,  president  of  the  Cabell 
County  Medical  Society,  in  connection  with  the 
79th  annual  meeting  of  the  State  Medical  Associ- 
ation, which  will  be  held  at  Huntington  next  May. 

The  committee  is  composed  of  Dr.  J.  S.  Klumpp, 
of  Huntington,  chairman;  and  Drs.  J.  R.  Brown, 
I.  E.  Taylor,  Don  Kessler,  C.  B.  Wright,  S.  Wein- 
stein, W.  B.  Hunter,  Edward  Reaser,  D.  Ketchum, 
and  R.  M.  Wylie. 


NEW  SECTION  IN  A.  M.  A. 

A section  on  General  Practice  has  been  added  to 
the  program  of  the  Scientific  Assembly  of  the 
American  Medical  Association.  This  step  was  taken 
by  the  House  of  Delegates  at  the  annual  meeting 
at  Chicago  early  in  December,  and  followed  a de- 
mand for  such  action  that  had  assumed  country- 
wide proportions.  This  new  section  will  present 
programs  designed  especially  for  the  sixty-five 
percent  of  the  members  of  the  medical  profession 
who  come  within  the  designation  of  “general  prac- 
titioners.” 

The  name  of  the  present  Section  on  Practice  of 
Medicine  has  been  changed  to  the  Section  on 
Internal  Medicine. 
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Doctors  in  the  Service 


Capt.  H.  R.  W.  Vial,  who  served  an  internship 
and  residency  at  the  Charleston  General  Hospital 
in  1943-44,  has  been  released  from  military  service 
and  at  present  is  located  with  Dr.  Daniel  N.  Barber, 
at  1117  Virginia  Street,  Charleston.  Dr.  Vial  served 
in  France,  Belgium,  and  Germany  and  was  cap- 
tured by  the  Germans  in  the  break-through  in 
December,  1944,  and  was  held  captive  in  a prison 
camp  until  V-E  day. 

* * * 

Major  James  H.  Gray,  formerly  of  Clendenin, 
who  has  been  in  military  service  for  over  five 
years,  has  been  given  his  honorable  discharge  and 
is  now  in  industrial  practice  with  Dr.  H.  D.  Hively, 
at  Ward. 

* sfc  * 

Major  J.  Russell  Cook,  of  Huntington,  has  been 
released  from  military  service  and  is  back  in 
civilian  practice  with  offices  at  206  Professional 
Building. 

% ^ 

Dr.  William  W.  Davis,  of  Beckley,  who  has  been 
in  the  military  service  for  over  five  years  was 
recently  released  and  has  accepted  a position  on 
the  medical  staff  of  the  Oak  Hill  Hospital,  Oak  Hill. 

* * ^ 

Lt.  Moore  Moore,  Jr.  (MC),  USNR,  formerly  of 
Beckley,  was  recently  discharged  from  military 
service  and  has  located  for  the  practice  of  his 
profession  in  Memphis,  Tennessee.  He  has  offices 
in  the  Commerce  Title  Building. 

^ ^ ^ 

Commander  Clyde  A.  Smith  (MC),  USNR,  of 
Beckley,  is  now  on  terminal  leave  from  the  Navy 
and  expects  to  return  to  civilian  practice  sometime 
soon. 

^ ^ 

Major  Franklin  H.  Goodwin,  of  Welch,  has  been 
released  from  military  service  and  is  now  a member 
of  the  staff  at  St.  Luke’s  Hospital,  Bluefield. 

* * 

Commander  William  A.  Thornhill,  Jr.  (MC), 
USNR,  of  Charleston,  has  been  released  from  mili- 
tary service  and  has  resumed  civilian  practice  at 
810  Atlas  Building  in  that  city.  Doctor  Thornhill 
has  served  with  the  Navy  in  Brazil,  and  at  the  U.  S. 
Naval  Hospitals  at  Newport,  R.  L,  Bethesda,  Mary- 
land, and  Jacksonville,  Florida. 

^ ^ ^ 

Lt.  Comdr.  Jack  Basman  (MC),  USNR,  recently 
released  from  military  service,  has  completed  a 
short  postgraduate  course  in  pediatrics,  and  is  lo- 
cated in  the  Medical  Arts  Building  in  Charleston. 
He  was  on  the  faculty  at  the  National  Naval  Medi- 
cal School  at  Bethesda,  Maryland,  for  several 
months,  and  was  liaison  officer  to  the  National  De- 
fense Research  Council.  His  last  assignment  was 
with  the  Research  Bureau  of  Medicine  and  Surg- 
ery, in  Washington. 


Lt.  Comdr.  Robert  M.  Sonneborn  (MC),  USNR, 
of  Wheeling,  who  was  recently  released  from  mili- 
tary service,  will  resume  civilian  practice  January 
1,  with  offices  in  the  Riley  Law  Building,  Wheeling. 
* * * 

Capt.  James  S.  Klumpp,  of  Huntington,  who  was 
recently  released  from  active  duty  with  the  Navy, 
has  resumed  private  practice  with  offices  in  the 
West  Virginia  Building  at  Huntington. 

^ 

Capt.  Herbert  N.  Shanes,  formerly  of  Caretta, 
writes  that  he  is  on  terminal  leave  from  the  Army 
and  at  present  is  located  in  New  York  City.  He 
plans  to  take  a refresher  course  after  the  first  of 
the  year  in  New  York  City. 

* jJ;  * 

Major  Thomas  B.  Gordon,  of  New  Martinsville, 
and  Capt.  Richard  F.  Miller,  of  Paden  City,  have 
returned  to  civilian  practice  in  their  home  com- 
munities. 

Major  K.  M.  McPherson,  of  Beckley,  has  recently 
been  released  from  military  service  and  has  lo- 
cated at  New  Brighton,  Pennsylvania,  for  general 
practice.  He  served  with  the  4th  Infantry  Division 
in  the  ETO. 

* * 

Major  A.  C.  Chandler  and  Major  John  Hash, 
both  of  Charleston,  have  recently  returned  to  the 
states  after  29  months’  service  in  Chabua,  India. 
As  soon  as  office  space  can  be  obtained.  Dr.  Chand- 
ler will  resume  his  former  practice  of  ophthalmol- 
ogy, while  Doctor  Hash  will  practice  his  specialty 
of  general  surgery. 

* * 

Major  Richard  Hamilton,  of  St.  Marys,  has  been 
released  from  military  service  and  has  resumed 
private  practice  in  his  home  community. 

* * * 

Major  James  R.  McClung,  formerly  of  Wheeling, 
has  recently  been  released  from  military  service, 
and  has  located  in  Clarksburg,  where  he  will  be 
associated  in  the  practice  of  dermatology  with 
Dr.  John  C.  Kerr,  with  offices  in  the  Professional 
Building.  Major  McClung  will  reenter  civilian 
practice  about  January  first.  He  served  with  the 
49th  Field  Hospital  while  overseas. 

>i< 

Lt.  Commander  Clarence  E.  Lewis,  of  Charleston, 
has  just  been  released  from  the  Navy  and  will  open 
offices  with  Dr.  R.  E.  Woodall  in  the  Charleston 
Trust  Building,  West  Washington  Street,  Charles- 
ton. Commander  Lewis  served  with  a Naval  con- 
struction battalion  in  the  Pacific  and  was  stationed 
at  the  U.  S.  Navy  Dispensary,  Washington,  D.  C., 
when  he  was  released  from  service. 

^ ^ 4^ 

Captain  Henry  M.  Hills,  Jr.,  MC,  of  Charleston, 
has  been  released  from  military  service  and  re- 
turned to  civilian  practice.  He  is  associated  with 
Dr.  Randolph  L.  Anderson  at  524  Medical  Arts 
Building  in  the  practice  of  orthopedics.  Doctor 
Hills  was  taking  special  work  in  orthopedics  at 
the  Massachusetts  (General  Hospital,  Boston,  when 
he  entered  military  service  in  1942.  He  served 
with  the  armed  forces  overseas  and  saw  action  in 
France  and  Germany. 
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BACK  HOME 

Names  of  a number  of  West  Virginia  doctors  who 
have  been  released  from  military  service  have  been  re- 
ported to  the  headquarters  office  of  the  West  Virginia 
State  Medical  Association  since  the  December  issue  of 
the  West  Virginia  Medical  Journal  went  to  press. 

The  following  supplemental  list  was  compiled  as  of 
December  18,  1945: 

ARMY 

Asch,  Capt.  James  T.,  Parkersburg 
Bateman,  Capt.  George,  Williamstown 
Beaumont,  Capt.  Godfrey  L.,  New  Cumberland 
Bickel,  Major  Carl  S.,  Wheeling 
Booher,  Major  W.  T.,  Wellsburg 
Brannan.  Major  Dorsey,  Morgantown 

Chandler,  Major  A.  C.,  Charleston 
Cook.  Major  J.  Russell,  Huntington 
Cooke.  Major  William  L..  Charleston 
Coplin,  Capt.  Robert  W.,  Huntington 
Davis.  Major  William  W.,  Beckley 
Dickerson,  Major  L.  A..  Fayetteville 
Dunman.  Major  L.  E..  Gary 

Echols,  Capt.  John  E.,  Richwood 
Eckman,  Capt.  Leonard.  South  Charleston 
Glassman,  Capt.  Dan.  Charleston 
Goodwin,  Major  Franklin  H.,  Welch 
Gordon,  Capt.  T.  B.,  New  Martinsville 
Gray.  Major  James  H.,  Clendenin 

Hager,  Capt.  J.  L.,  Charleston 
Hall.  Major  Carl  B.,  Charleston 
Harloe,  Capt.  W.  M.,  Princeton 
Harsha,  Major  Gene  M.,  Sistersville 
Hash.  Major  John  W..  Charleston 
Hills,  Capt.  Henry  M.  Jr.,  Charleston 

Jarrell,  Capt.  Cecil  A..  Charleston 
Jarrett,  Capt.  Marion  F..  Charleston 
McClung,  Capt.  James  E.,  Richwood 
McClung,  Major  James  R..  Wheeling 
McPherson,  Major  Kenneth  M.,  Beckley 
Miller.  Cap*.  Richard  F..  Paden  City 

O'Dell.  Capt.  Morris  H..  South  Charleston 
Pace.  Capt.  L.  J..  Princeton 
Peskoe.  Capt.  Louis  Y..  Boomer 
Peters,  Cap*.  J.  T..  South  Charleston 
Shanes.  Capt.  Herbert  N..  Caretta 
Sleeth,  Capt.  Clark  K..  Morgantown 
Strickland.  Lt.  Col.  L.  N..  Widen 

Updike.  Major  Raymond  A,.  Montgomery 
Vial,  Capt.  H.  R.  VL,  Charleston 
Warden.  Capt,  William  P.,  Charles  Town 
Warren.  Major  James  O..  Welch 

NAVY 

Basman.  Lt.  Comdr.  Jack,  Charleston 

Caldwell.  Comdr,  George  M..  White  Sulphur  Springs 

Daniels,  Lt.  Comdr.  W.  F..  Huntington 

French,  Comdr.  A,  M.,  Logan 

Gage,  Comdr.  E.  Lyle.  Bluefield 

Jordan.  Comdr.  E.  V.,  Charleston 

Kessel,  Capt.  Russell,  Charleston 

Lewis,  Comdr,  C.  E..  Charleston 
McClung.  Lt.  Comdr.  William  D.,  Richwood 
Moore.  Lieut.  Moore.  Jr..  Beckley 
Scott.  Comdr.  Erancis  A.,  Huntington 
Smith.  Comdr.  Clyde  A.,  Beckley 
Sonneborn.  Lt.  Comdr,  Robert  M.,  Wheeling 
Strange,  Capt.  W.  W.,  Huntington 

Thornhdl.  Comdr.  William  A..  Jr..  Charleston 
Widmeyer.  Comdr.  Robert  S..  Parkersburg 
Yeager.  Lt.  Comdr.  William  R.,  Parkersburg 


Capt.  Cecil  A.  Jarrell,  formerly  of  Belle  and 
Charleston,  has  been  released  from  military  serv- 
ice and  has  located  for  practice  at  1509-A  Washing- 
ton Street,  West  Charleston. 

* * * 

Dr.  Carl  S.  Bickel,  of  Wheeling,  has  been  re- 
leased from  military  service  and  has  been  taking 
postgraduate  work  at  New  York  Postgraduate  Hos- 
pital. Following  this,  he  plans  to  take  a course  in 
caudal  analgesia.  He  is  expected  to  return  to  prac- 
tice about  February  1. 

Capt.  Louis  Y.  Peskoe,  formerly  of  Boomer,  has 
just  returned  from  service  in  Italy  with  the  34th 
combat  infantry.  He  is  on  terminal  leave  and  is 
visiting  his  family  at  Laurinburg,  North  Carolina. 
Captain  Peskoe  received  the  Bronze  Star  for  action 
in  May,  1944,  at  the  battle  of  Lanuvio,  Italy. 

* * * 

Capt.  John  E.  Echols,  of  Richwood,  has  been  re- 
leased from  military  service  and  has  resumed  civil- 
ian practice  at  No.  2 East  Main  Street  in  that  city, 
where  he  is  associated  with  Dr.  W.  E.  Echols. 

^ ^ 

Major  Gene  M.  Harsha,  of  Sistersville,  has  been 
released  from  military  service.  He  resumed  civilian 
practice  in  that  city  on  December  17,  1945,  with 
offices  in  the  Thistle  Building. 

* * * 

Dr.  Gordon  L.  Todd,  Jr.,  recently  released  from 
service,  is  located  at  the  Memorial  Hospital,  Prince- 
ton, West  Virginia. 

Capt.  Clark  K.  Sleeth,  of  Morgantown,  has  re- 
turned from  military  service  and  is  located  at  the 
West  Virginia  University  Health  Center  in  that 
city. 

^ ^ ^ 

Capt.  Leonard  Eckmann,  of  South  Charleston,  is 
on  terminal  leave  from  the  Army  and  is  in  New 
York  where  he  plans  to  do  some  postgraduate  work 
before  resuming  practice  in  his  home  community. 
* * 

Captain  Morris  H.  O’Dell,  of  South  Charleston, 

has  just  recently  been  released  from  active  duty 
and  is  visiting  at  his  home  prior  to  accepting  an 
appointment  for  a hospital  residency  in  urology. 
He  was  attached  to  the  36th  Infantry  Division,  and 
returned  to  the  states  in  August,  1945,  after  28 
months’  service  overseas. 

Major  Raymond  A.  Updike,  of  Montgomery,  is 
home  on  terminal  leave,  and  after  February  1 will 
reopen  his  offices  for  general  practice  at  412 
Third  Avenue.  Major  Updike  had  been  stationed 
in  the  China-Burma-India  theatre. 

^ ^ 

Major  Philip  Johnson,  of  Fairmont,  recently  re- 
leased from  military  service,  has  reopened  his 
offices  in  the  Deveny  Building,  in  that  city. 

V ^ ^ 

Dr.  Vincent  T.  Churchman,  home  in  Charleston 
on  terminal  leave  from  the  Navy,  has  received  his 
promotion  to  captain  in  the  naval  reserve.  Dr. 
Russell  Kessel,  who  has  arrived  home  from  the 
Pacific,  has  also  been  promoted  to  captain  in  the 
naval  reserve.  He  was  recently  serving  as  execu- 
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tive  officer  of  a hospital  at  Okinawa,  where  his 
unit  was  commended  for  the  evacuation  and  care 
of  patients  during  the  typhoon  there  on  October 
9-10.  Dr.  Kessel  expects  to  resume  his  practice  of 
surgery  and  gynecology  in  Charleston  shortly  after 
the  first  of  the  year. 

According  to  a release  from  the  Public  Relations 
Office,  Headquarters,  Delta  Base  Section,  Major 
William  L.  Claiborne,  of  Huntington,  is  executive 
officer  of  the  227th  General  Hospital,  one  of  the 
largest  of  its  kind  located  in  France.  After  accept- 
ing a commission  in  the  Army  in  August,  1942, 
Major  Claiborne  was  engaged  in  training  medical 
personnel  for  over  a year  at  Camp  Pickett,  Virginia. 
He  arrived  in  England  in  June,  1944,  being  as- 
signed to  the  135th  General  Hospital  as  chief  of  the 
communicable  disease  section.  During  the  war  he 
aided  in  the  evacuation  of  battle  casualties  from 
Germany  and  France. 

^ 

Commander  Francis  A.  Scott  (MC),  USNR,  of 
Huntington,  who  has  been  released  from  active 
duty  with  the  Navy,  has  returned  to  his  home 
community  and  resumed  private  practice  at  1139 
Fourth  Avenue. 

^ ^ 

Commander  Willard  F.  Daniels  (MC),  of  Hunting- 
ton,  has  also  been  released  from  active  duty  and 
has  resumed  practice  in  that  city. 

5}- 

Capt.  R.  W.  Coplin,  of  Huntington,  recently  re- 
leased from  military  service,  has  resumed  practice 
at  1522  Sixth  Avenue. 

^ 

Capt.  Godfrey  L.  Beaumont,  of  New  Cumberland, 
has  been  released  from  military  service  and  has 
resumed  practice  at  his  former  location  on  Second 
Avenue  in  that  city. 

^ 

Major  Carl  B.  Hall,  formerly  of  Red  Jacket,  is 
on  terminal  leave  from  the  Army  and  at  present 
is  visiting  his  parents  in  Charleston. 

^ ^ 

Commander  Everett  Lyle  Gage,  of  Bluefield,  has 
been  released  from  active  duty  with  the  Navy  and 
will  return  to  practice  at  the  Bluefield  Sanitarium 
early  in  February. 

S{J  Hi 

Major  James  O.  Warren,  of  Welch,  whose  termi- 
nal leave  from  the  Army  will  expire  early  in 
January,  will  return  to  practice  at  Grace  Hospital 
in  that  city. 

* 

Lt.  Comdr.  William  D.  McClung  (MC),  USNR, 
and  Captain  James  E.  McClung,  both  of  Richwood, 
have  recently  returned  from  military  service  and 
have  located  at  the  McClung  Hospital  in  that  city. 
Commander  McClung,  who  has  been  serving  with 
the  Naval  Air  Transport  Service,  was  stationed  on 
Samar,  P.  I.,  and  Captain  McClung,  who  has  been 
in  the  ETO  for  over  two  years,  served  as  flight 
surgeon  with  the  368th  Bomber  Squadron.  He 
was  stationed  at  Gibraltar  after  V-E  Day  and  re- 
mained there  until  his  release  from  active  duty 
early  in  December. 


UNIFORM  PROCEDURE  FOR  TB  AID 

A change  in  the  method  of  determining  eligibil- 
ity for  state  aid  to  tuberculous  patients  requiring 
sanatorium  care  and  pneumothorax  refills  has 
been  announced  by  Dr.  R.  L.  Smith,  acting  director 
of  the  bureau  of  tuberculosis  control. 

The  new  procedure,  which  will  permit  a more 
equitable  consideration  of  cases  and  which  will 
systematize  fiscal  handling,  is  in  line  with  the  pro- 
visions of  a cooperative  arrangement  recently  made 
by  Dr.  J.  E.  Offner,  state  health  commissioner,  with 
the  DPA,  which  provides  that  that  agency  is  to 
supply  social  and  financial  information  concerning 
the  families  of  patients. 

Details  of  the  new  program  will  be  handled  by 
Mr.  Charles  W.  Rogers,  formerly  of  New  Martins- 
ville, who  will  have  headquarters  in  the  bureau  of 
tuberculosis  control,  in  Charleston.  Mr.  Rogers, 
who  is  a trained  social  worker,  will  serve  in  a liai- 
son capacity  between  the  bureau,  local  health  de- 
partments, offices  of  the  DPA,  and  tuberculosis 
sanatoria. 

Doctors  who  have  tuberculous  patients  needing 
sanatorium  care,  the  cost  of  which  they  are  unable 
to  meet  themselves,  will  fill  out  and  sign  an  appli- 
cation for  admission  to  a state  sanatorium.  This 
application  may  be  signed  by  a county  health  offi- 
cer if  a doctor  has  not  been  in  charge  of  the  case. 
The  application  is  to  be  presented  to  the  local  DPA 
by  the  patient  or  by  a responsible  representative. 
An  investigator  for  the  department  will  then  com- 
plete a certified  report  concerning  family  income 
and  expenses  and  will  forward  the  report  to  the 
bureau  of  tuberculosis  control,  which  will  deter- 
mine eligibility  for  state  aid.  No  delay  will  be 
occasioned  in  cases  where  the  families  of  patients 
are  already  known  to  DPA  workers. 

Persons  eligible  for  state  aid  will  be  certified  to  a 
sanatorium,  and  the  patient  will  be  advised  when 
to  report  for  hospitalization.  A person  found  ineli- 
gible for  a state-subsidized  bed  will  have  his  appli- 
cation returned,  and  he  may  then  submit  it  directly 
to  the  sanatorium  by  agreeing  to  pay  the  required 
fee  of  $1.00  per  day  per  patient. 

When  a state  aid  patient  is  discharged  from  the 
sanatorium  with  the  approval  of  the  medical  staff, 
recommended  pneumothorax  refills  may  be  paid 
for  out  of  state  funds.  The  patient  himself  selects 
a doctor  who  is  qualified  under  the  standards 
adopted  by  the  public  health  council  and  a pneu- 
mothorax referral  is  forwarded  for  the  same  to  the 
bureau  of  tuberculosis  control,  which,  in  turn, 
transmits  an  authorization  for  treatment  to  the  doc- 
tor. Pneumothorax  refills  are  not  paid  for  when  a 
patient  leaves  a sanatorium  without  official  per- 
mission. 

Patients  who  are  already  paying  for  sanatorium 
treatment  and  care  may  apply  for  state  aid  through 
a county  health  officer  if  he  later  becomes  unable  to 
continue  such  payments,  and  this  application  is 
processed  under  the  same  method  provided  for 
consideration  of  original  applications  for  state  aid. 


DR.  CHAPMAN  TRANSFERRED  TO  NORFOLK 

Dr.  A.  L.  Chapman,  P.  A.  Surgeon,  USPHS,  who 
served  as  deputy  state  health  commissioner  from 
July  1,  1944,  until  the  appointment  of  Dr.  B.  H. 
Pollock  as  permanent  deputy  on  October  1,  1945, 
has  been  transferred  to  Norfolk,  Virginia,  where 
he  is  assigned  to  the  city  health  department. 
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ROSTER  OF  MEMBERS  BY  SOCIETIES 

(January  1,  1946) 


BARBOUR-RANDOLPH-TUCKER 


Ashworth,  Glenn 

Philippi 

’Boswoilh,  J.  L 

Elkins 

Butt,  A.  P 

Elkins 

tChenoweth,  P.  C 

Elkins 

’Condry,  R.  J 

Elkins 

tConrad,  H.  A 

Elkins 

tEuphrat,  Edwin  J 

Elkins 

Golden,  B.  1 

Elkins 

Goodwin,  T.  M 

Elkins 

Gray,  P.  L 

Elkins 

“Hall,  C.  H 

Elkins 

“Hamilton,  E.  M 

Belington 

Harper,  W.  G 

Elkins 

Houston,  Robt.  A 

Sunbury,  (Pa.) 

Huffman,  Jacob  S 

. Dayton,  (Va.) 

Jeffreys,  Edna  M 

Philippi 

“King,  L.  S 

Philippi 

Levy,  Fritz 

Elkins 

Liggett,  B.  L 

Mill  Creek 

Lyon,  F.  K 

Parsons 

tMain,  Emory  H 

Philippi 

‘“Martin,  Joseph  E 

Elkins 

Meyer,  Seymour  W 

Elkins 

Michael,  G.  H 

Parsons 

Miller,  J,  L 

Thomas 

Moore,  S.  G 

. Harper's  Ferry 

Moyers,  Emmet  D 

Norton 

'“Murphy,  Franklin  B.... 

Philippi 

'“Myers,  E.  E 

Philippi 

Myers,  H.  C 

Philippi 

'“Myers,  Junior 

Philippi 

Myers,  K.  J 

Philippi 

tNefflen,  L.  H 

Elkins 

“Owens,  H.  K 

Elkins 

Parker,  H.  S 

. . Chicago,  (III.) 

'“Roberts,  Donald  R 

Elkins 

Skar,  S.  J 

Davis 

Small,  Maurice  J 

Parsons 

Stroud,  C.  G 

Shinnston 

Tabor,  Jack  H 

Dailey 

Trippett,  K.  H 

Galloway 

tWeisman,  S 

Parsons 

Whiteside,  W.  E 

Parsons 

Whipple,  Ralph  U 

Elkins 

Woodford,  J.  R 

Philippi 

'“Woodford,  T.  L 

Belington 

BOONE 

Aliff,  Paul 

Montcoal 

tBallard,  0.  D 

Van 

Barbour,  W.  L 

Whitesville 

Calfce,  W.  R 

Whitesville 

Glover,  A.  E 

Madison 

Harless,  W.  F 

Madison 

Hill,  David  H 

Madison 

Hunter,  R.  L 

Madison 

Lewis,  A.  C 

Pauley,  D.  F 

Jeffrey 

Prather,  F.  G 

Wharton 

Wilson,  1.  0 

Highcoal 

BROOKE 

'“Bcoher,  W.  T..  . . 

Wellsburg 

'“Hegnor,  H.  L 

tJacob,  S.  S 

t In  Military  Service 
■’  Honorary  Member 
*'■  ReleaseJ  from  Military  Service 


Matson,  F.  L 

Wellsburg 

Megahan,  C.  R 

Follansbee 

McGraw,  Ralph 

Follansbee 

McMullen,  J.  P 

Wellsburg 

Otte,  R.  C 

Wellsburg 

Palmer,  J.  B 

Wellsburg 

CABELL 

Baber,  J.  H 

....  Huntington 

Barker,  J.  F 

...  Huntington 

tBeard,  H.  E 

...  Huntington 

Beckner,  W.  F 

....  Huntington 

Biern,  0.  B 

....  Huntington 

Bloss,  J.  R 

. . Huntington 

Bobbitt,  R.  M 

. Huntington 

IBoso,  Clarence  H 

. . Huntington 

Bourn,  W.  D 

Barboursville 

Brandabur,  J.  J 

. Huntington 

Brown,  B.  F 

. Huntington 

Brown,  F.  A 

...  Huntington 

'“Brown,  J.  R 

....  Huntington 

“Bruns,  W.  F 

Ceredo 

tCalvert,  R.  L 

Chelyan 

Campbell,  Orman  C.  .. 

Hamlin 

Chambers,  V.  L 

. . Huntington 

Christian,  Leo 

....  Huntington 

tClaiborne,  W.  L 

....  Huntington 

Clay,  C.  Stafford 

....  Huntington 

tCoffey,  F.  L 

...  Huntington 

'“Cook,  J.  R 

....  Huntington 

'“Coplln,  Robt.  W 

. . Huntington 

“Crews,  A.  W 

....  Huntington 

Cronin,  D.  J 

...  Huntington 

Curry,  R.  H 

. . Barboursville 

'“Daniels,  W.  F 

....  Huntington 

tDodson,  Ross 

....  Huntington 

‘“Duncan,  C.  S 

...  Huntington 

t Evans,  Edward  J 

...  Huntington 

Farnsworth,  F.  F 

Milton 

Ferguson,  J.  W 

Kenova 

Folsom,  T.  G 

. . . Huntington 

Ford,  C.  P.  S 

...  Huntington 

‘“Ford,  J.  C 

Huntington 

tGang,  L.  B 

....  Huntington 

tGarred,  E.  W 

Milton 

Garrett,  B.  D 

Kenova 

Gerge,  Cole  D 

. . Huntington 

Gerlach,  E.  B 

. Huntington 

Gibson,  A.  P 

. Huntington 

Grimm,  W.  0 

. Huntington 

Guthrie,  J.  A 

....  Huntington 

Hamilton,  0.  L 

...  Huntington 

Hardman,  J.  C Washington  (D.C). 

“Hardwick,  R 

. Huntington 

Harwood,  1.  R 

..  Huntington 

Hatfield,  H.  D 

....  Huntington 

“Hawej,  C.  M 

....  Huntington 

Hayman,  J.  S 

....  Huntington 

“Hereford,  W.  D 

...  Huntington 

“Hicks,  1.  C 

....  Huntington 

Hines,  N.  F 

...  Huntington 

Hirschman,  1.  1 

....  Huntington 

Hodges,  F.  C 

...  Huntington 

Hoffman,  C.  A 

...  Huntington 

Hoitash,  F.  J 

....  Huntington 

Hubbard,  J.  E 

....  Huntington 

t Humphrey,  E.  J 

....  Huntington 

‘“Hunter,  W.  B 

...  Huntington 

Hutchison,  J.  L 

...  Huntington 

Irmen,  F.  A 

....  Huntington 

Jaskiewicz,  C.  F 

....  Huntington 

Johnson,  G.  D 

...  Huntington 

Jones,  A.  S Huntington 

Kappes,  W.  C Huntington 

Kessler,  A.  D Huntington 

Ketchum,  Dorsey Huntington 

*’*Klumpp,  J.  S Huntington 

Lusher,  H.  V Huntington 

tLyon,  G.  M Huntington 

*MacKenzie,  A.  R Huntington 

Mackey,  W.  K Huntington 

Marple,  F.  0 Huntington 

tMartin,  W.  B Huntington 

McClellan,  G.  0 West  Hamlin 

tMeek,  E.  M Huntington 

Moore,  J.  Hallock Huntington 

Moore,  L.  J Huntington 

Moore,  M.  B Huntington 

Moore,  T.  W Huntington 

Morrison,  G.  C Huntington 

tMuller,  H.  E Huntington 

Neal,  W.  E Huntington 

tNeal,  W.  L Huntington 

Owens,  Thelma  V Huntington 

Parsons,  W.  J Huntington 

Plymale,  Clarence Huntington 

tPolan,  Chas.  M Huntington 

Porter,  W.  J Wayne 

Ratcliffe,  G.  A Huntington 

Reaser,  E.  F Huntington 

Reynolds,  C.  0 Huntington 

Reynolds,  Otis  E Huntington 

Richmond,  L.  C Milton 

Rife,  J.  W Kenova 

Rose,  E.  E Huntington 

Rowley,  W.  N Huntington 

Rutherford,  A.  G Huntington 

Schuller,  F.  X Huntington 

**Scott,  F.  A Huntington 

Shafer,  E.  E Huntington 

Silver,  Harry Milton 

’Sloan,  R.  M Huntington 

Smith,  Harry  A Madison 

Stcenbergen,  J.  H Huntington 

Stcmmerman,  Marguerite.  . . Huntington 

Stevens,  Richard  J Huntington 

Stevens,  Sarah  L.  C Huntington 

Stotts,  Roscoe Kenova 

“Strange,  W.  W Huntington 

Swann,  W.  C Huntington 

Taylor,  C,  T Huntington 

*’Taylor,  Ewen  Huntington 

Taylor,  I.  W Huntington 

Thomas,  Myrtle  M Huntington 

Van  Metre,  R.  S Huntington 

Vest,  W.  E Huntington 

tVest,  W.  E.,  Jr Huntington 

Walden,  G.  W West  Hamlin 

Webb,  Joseph  P Huntington 

’"Weinstein,  Stanley Huntington 

Wilkinson,  R.  J Huntington 

Willis,  C.  A Clarksburg 

Willis,  C.  G Huntington 

Wright,  C.  B Huntington 

Wylie,  R.  M Huntington 

CENTRAL  WEST  VIRGINIA 

“Allen,  S.  P Webster  Springs 

Andrew,  H.  M Weston 

“Bowyer,  A.  B Elkview 

Brown,  E.  S Summersville 

Brown,  H.  S Sutton 

Burton,  G.  M Weston 

Burton,  S.  H Weston 
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Cofer,  J.  Wl 

Bergoo 

Cooper,  E.  R 

Troy 

Corder,  G.  C 

Jane  Lew 

Cutright,  R.  G 

Buckhannon 

Deeds,  L.  W 

Buckhannon 

Dodrill,  J.  B 

. .Webster  Springs 

‘Dunn,  Hugh 

Richwood 

Eakle,  J,  C 

Sutton 

Eakle,  0.  0 

Sutton 

‘Echols,  J.  E 

Richwood 

Echols,  W,  E 

Richwood 

iFerrell,  R.  Wl 

. .Webster  Springs 

Fisher,  E.  L 

Gassaway 

Fisher,  R.  Wl 

Weston 

Ford,  R.  J 

Spencer 

Forman,  Worth  B..  . 

Buckhannon 

Garrison,  Harry  A.  . . 

Weston 

‘Hartman,  1.  F 

Buckhannon 

Hill,  G.  D 

. Camden-on-Gauley 

Hill,  L.  0 

. Camden-on-Gauley 

‘Hudkins,  0.  L 

Weston 

tHuffman,  J.  C 

Buckhannon 

Huffman,  W.  W 

Gassaway 

Hunter,  E,  H 

. Webster  Springs 

‘King,  W.  P 

Weston 

Lawson,  A.  F 

Weston 

Leef,  J.  L 

Richwood 

Long,  A.  E 

Weston 

‘WlcClung,  James  E. 

Richwood 

WIcClung,  James.  . . . 

Richwood 

‘WlcClung,  W.  D 

Richwood 

WIillman,  T.  H 

Richwood 

Wlorrison,  Wl.  T 

Sutton 

Nelson,  William... 

Richwood 

Page,  B.  L 

Buckhannon 

Peters,  D.  C 

Richwood 

Rohr,  C.  B 

Alum  Bridge 

Rusmisell,  J.  A 

Buckhannon 

’‘Rusmisell,  J.  A.,  Jr. 

Buckhannon 

Smith,  W.  T 

Glenville 

Snaith,  Theresa 

Weston 

‘Snyder,  George 

Weston 

Stalnaker,  Guy 

Glenville 

Trinkle,  E.  A 

Weston 

Van  Tromp,  H.  0. . . . 

French  Creek 

‘Walker,  Everett 

Barboursville 

DODDRIDGE 

Poole,  A West  Union 

White,  R.  S West  Union 

EASTERN  PANHANDLE 

tArmentrout,  A.  W Wlartinsburg 

Bitner,  E.  H Wlartinsburg 

tClapham,  R.  E Wlartinsburg 

Eagle,  A.  B Wlartinsburg 

tFox,  Wl.  R Charles  Town 

tGlenn,  Wlarshall Charles  Town 

Glover,  V.  L Wlartinsburg 

Guthrie,  J.  K Wlartinsburg 

**Haltom,  W,  L Wlartinsburg 

Hendrix,  N.  B Wlartinsburg 

Link,  Vaughn Shepherdstown 

Wlartin,  G.  0 Wlartinsburg 

WlcFetridge,  S.  Elizabeth . Shepherdstown 

Wlorison,  G.  P Charles  Town 

Oates,  Wlax Wlartinsburg 

Oates,  T.  K Wlartinsburg 

‘‘Porterfield,  WI.  H Wlartinsburg 

Power,  C.  G Wlartinsburg 

“Shaw,  D,  J Berkeley  Springs 

Talbott,  R.  B Wlartinsburg 

Tonkin,  H.  G Wlartinsburg 

Van  Wletre,  J.  L Charles  Town 

tWallace,  W.  A Wlartinsburg 


t In  Wlilitary  Service 
* Honorary  WIember 
“ Released  from  Wlilitary  Service 


Warger,  Halvard... 

Shepherdstown 

Wall,  C.  1 

Rainelle 

‘Warden,  W.  P. 

Wardensville 

Williams,  L 

Beelick  Knob 

Waters,  Z.  J 

Willard,  E.  H 

...Baltimore,  (Md.) 
. . . . Berkeley  Springs 

HANCOCK 

FAYETTE 

“Beaumont,  G.  L 

Bogarad,  M 

. . New  Cumberland 
Weirton 

Bays,  A.  E 

Montgomery 

t Boggs,  Edward  H.... 

Hinton 

tBecker,  Philip  L..  . 

Kimberly 

Brand,  J.  M 

Chester 

Bilger,  F.  W 

McComas 

tBruce,  T.  H 

New  Cumberland 

Bittinger,  W.  P.. 

Summerlee 

tFisher,  J.  E 

, New  Cumberland 

Brugh,  B.  F 

. . . Clearwater  (Fla.) 

Focer,  R.  L 

Weirton 

tButterfield,  D.  L. 

Milburn 

“McNinch,  E.  R 

Weirton 

tCardey,  N.  L 

Winona 

tPolen,  F.  E 

. . . Hollidays  Cove 

Carter,  Eugene  S., 

Jr Montgomery 

tPrioletti,  V 

Weirton 

Carter,  J.  Marshall 

. . New  Orleans,  (La.) 

Richmond,  J.  E 

Weirton 

tCrank,  G.  0 

Lawton 

Rigas,  George  S 

Weirton 

Davis,  W.  B 

Rainelle 

Rinehart,  A.  B..  Corpus  Christie,  (Tex.) 

‘Dickerson,  L.  A..  . 

Oak  Hill 

Schwartz,  L.  0 

Weirton 

Englefried,  C.  H.. 

Charleston 

Slate,  T.  A 

. . . . Hollidays  Cove 

tFeldman,  John  L..  . 

Longacre 

Thompson,  J.  L 

Weirton 

Frazier,  Claude.  . . . 

Winona 

Whitaker,  L.  A 

Weirton 

‘Friedman,  Norman. 

Cleveland,  (0.) 

Wolpert,  Milton  ... 

Chester 

Gordon,  P.  L 

Powellton 

“Yurko,  Anthony 

. . . Hollidays  Cove 

Harless,  L.  R Gauley  Bridge 

Higginbotham,  Upshur Bluefield 

HARRISON 

Hodges,  G.  G 

Mt.  Hope 

“Allman,  W.  H 

Clarksburg 

tHresan,  M.  G 

Minden 

Brake,  B.  S 

Clarksburg 

Jackson,  H.  M.  .. 

Brooklyn 

Brannon,  E.  H 

Bridgeport 

tJarrett,  J.  N 

Oak  Hill 

Brennan,  J.  T 

Clarksburg 

Jones,  E.  E.,  Jr.  . 

Mount  Hope 

Chandler,  F.  C 

Bridgeport 

King,  W.  E 

Montgomery 

Coffindaffer,  R.  S... 

Shinnston 

Laird,  T.  K 

Montgomery 

Cruikshank,  D.  P 

Lumberport 

Laird,  William  R.. 

Montgomery 

Davis,  Edward 

Salem 

tLamb,  R.  M 

Winona 

Davis,  W.  M 

Bridgeport 

Martin,  H.  C 

East  Rainelle 

‘Esker,  H.  H 

Clarksburg 

McGehee,  M.  W.. 

Huntington 

“Evans,  G.  F 

Clarksburg 

Merriam,  C.  G.... 

Page 

$Farrell,  Marcus  E... 

Clarksburg 

Moore,  M.  A 

Longacre 

t Fisher,  C.  F 

Clarksburg 

Moser,  L.  A 

Charleston 

Flowers,  Earl  N 

Clarksburg 

tNolan,  L.  E 

Montgomery 

‘Folk,  John 

Bridgeport 

Nutter,  E.  V 

Gauley  Bridge 

“Genin,  F.  G 

Clarksburg 

Peck,  R.  S 

Cannelton 

tGilman,  Joseph 

Clarksburg 

‘Peskoe,  L.  Y 

Boomer 

IGocke,  Jack  T 

Clarksburg 

Pope,  Thos.  B 

Kingston 

Gocke,  Thomas 

Clarksburg 

Puckett,  B.  F 

Oak  Hill 

Gocke,  W.  T 

Clarksburg 

Reeves,  J.  N 

Charleston 

tGolz,  H.  H 

Clarksburg 

Scott,  W.  W 

Oak  Hill 

Grant,  Sylvia  S.... 

Park 

‘Shaffer,  J.  S 

Montgomery 

Greer,  C.  C 

Clarksburg 

‘Shirkey,  D.  W 

Montgomery 

“Hall,  S.  S 

Clarksburg 

Skaggs,  H.  C 

Montgomery 

Hanifan,  R.  K 

...Detroit,  (Mich.) 

Smith,  G.  A 

Montgomery 

Harris,  T.  G 

West  Milford 

Stallard,  C.  W.  . . . 

Montgomery 

Haynes,  H.  H 

Clarksburg 

Thompson,  E.  B. . . . 

Montgomery 

tHess,  D.  S 

Shinnston 

Thompson,  J.  B..  . 

Oak  Hill 

‘Hill,  E.  A 

Greenwood 

Troutman,  H.  F... 

Logan 

Hodge,  Ben  E 

Clarksburg 

‘Updike,  R.  A 

Montgomery 

t Humphries,  R.  T. . . . 

Clarksburg 

Watkins,  C.  E.  .. 

Harvey 

Jabaut,  S.  W 

Shinnston 

GREENBRIER  VALLEY 

Jackson,  Kenna 

Jarvis,  C.  C 

Clarksburg 

Clarksburg 

Compton,  J.  W. . . . 

Ronceverte 

Kelly,  A.  0 

Wallace 

Ferrell,  A.  D... 

Ronceverte 

Kemper,  A.  J 

Lost  Creek 

Gunning,  H.  D 

Ronceverte 

Kerr,  John  C 

Clarksburg 

‘Hinsdale,  Guy 

Charlottesville,  (Va.) 

Ladwig,  0.  W 

Wilsonburg 

Jackson,  C.  C 

East  Rainelle 

Langfitt,  F.  V 

Clarksburg 

‘Kirkpatrick,  H.  L.. White  Sulphur  Springs 

Lembright,  J.  F..  . . 

Clarksburg 

Klausman,  Wm.  A. 

Anjean 

Linger,  R.  B 

Clarksburg 

Lanham,  A.  G.  .. 

Ronceverte 

Lough,  D.  H 

Clarksburg 

Leech,  J.  G 

Quinwood 

“McClung,  James  R. . . 

Clarksburg 

Lemon,  C.  W 

Lewisburg 

tMcCuskey,  John  F..  . 

Clarksburg 

Mahood,  C.  F 

Alderson 

McGuire,  J.  P 

Clarksburg 

tMamick,  Stephen . White  Sulphur  Springs 

Mills,  L.  H 

Clarksburg 

Matney,  T.  G 

Peterstcwn 

Neal,  L.  E 

Clarksburg 

t McCauley,  E.  W. . 

Rainelle 

tNutter,  Paul  J 

Clarksburg 

McClintic,  C.  F..  . 

Williamsburg 

tNutter,  R.  B.,  Jr.  . 

Lumberport 

McFerrin,  S.  A..  . 

Renick 

Nutter,  R.  J 

Clarksburg 

Myles,  W.  E White  Sulphur  Springs 

‘Ogden,  C.  R 

Clarksburg 

Preston,  D.  G 

Lewisburg 

Owens,  W.  T 

Clarksburg 

Prillaman,  P.  E.. 

Ronceverte 

Page,  J.  E 

Clarksburg 

tTodd,  L.  B 

Quinwood 

‘Pendleton,  E 

Clarksburg 
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Fletcher,  R.  0 Lost  Creek 

Post,  A.  T Clarksburg 

Post,  C.  0 Clarksburg 

Post,  S.  H Volga 

“Ralston,  James Clarksburg 

Repass,  James  C Lumberport 

tRiheldafTer,  Wm.  H Romney 

*Riley,  R.  M Nutter  Fort 

Ritter,  E.  E Salem 

Rose,  George  V\/ Clarksburg 

Slater,  C.  N Clarksburg 

Sloan,  H.  E Clarksburg 

Spelsburg,  W.  W Clarksburg 

Stephenson,  J,  E....- Clarksburg 

Strother,  W.  L Salem 

Thomas,  H.  V Clarksburg 

Tucker,  E.  D Nutter  Fort 

tWeaver,  Andrew  J Clarksburg 

‘Wehner,  E.  F Clarksburg 

Whisler,  H,  A Clarksburg 

Wilkinson,  B.  W Clarksburg 

Williams,  J.  F.,  Jr Clarksburg 

Wilson,  J.  E Clarksburg 

tWilson,  James  E.,  Jr Clarksburg 

JWornal,  L.  S Shinnston 

Wright,  E.  B Clarksburg 

**Wright,  W.  B Clarksburg 

tZinn,  L.  D Clarksburg 


KANAWHA 


Albrecht,  IVI 

Charleston 

tAliff,  Robert  Carl.,.. 

Charleston 

Amick,  A.  E 

Charleston 

*Amick,  A.  L 

Charleston 

‘Anderson,  Maury.  . . . 

Dunbar 

Anderson,  R.  L 

Charleston 

Angell,  H.  W 

Charleston 

Angstadt,  N.  G 

Charleston 

tAshman,  H 

Gallagher 

Baer,  R.  E 

South  Charleston 

Bailey,  H.  A 

Charleston 

Bailey,  R.  W 

Hurricane 

“Baldock,  H.  E 

Charleston 

Banks,  J.  Bankhead.  . 

Charleston 

Barber,  D.  N 

Charleston 

Barber,  T.  M 

Charleston 

“Basman,  Jack 

Charleston 

"Baum,  Henry 

Charleston 

Beddow,  H.  M 

Charleston 

“Bivens,  S.  L 

Charleston 

Black,  W.  P 

Charleston 

Blagg,  B,  V 

South  Charleston 

Blake,  T.  H 

St.  Albans 

Bobbitt,  0.  H 

Charleston 

“Boiarsky,  Julius 

Charleston 

Bonar,  M.  L 

Charleston 

“Bradford,  Bert,  Jr.. 

Charleston 

Brady,  A.  Spates,  Jr. 

Charleston 

“Brick,  John  P 

Charleston 

Brown,  H.  M 

Charleston 

‘Brown,  R,  J 

Charleston 

Buff,  1.  E 

Charleston 

Buford,  R.  K 

Charleston 

Bull,  S.  W 

Spencer 

Burdette,  Rex  A.  .. 

Charleston 

Cannaday,  J.  E 

Charleston 

Capito,  G.  B 

Charleston 

tCarlson,  F.  B 

Charleston 

Champe,  Preston  ... 

Charleston 

“Chandler,  A.  C 

Charleston 

“Churchman,  V.  T.... 

Charleston 

Clark,  F.  A 

Charleston 

“Condry,  John  C 

Charleston 

“Cooke,  W.  L 

Charleston 

t In  Wlilitary  Service 
* Honorary  IWember 
**  Released  from  Military  Service 


‘Copeland,  C.  E 

Charleston 

Mace,  V.  E 

Charleston 

Cox,  L.  E 

Charleston 

tMacNamara,  R.  J.. 

Charleston 

‘Davis,  E.  A 

Charleston 

“Mantz,  T.  Paul  . 

Charleston 

t Dawson,  R.  0 

Dunbar 

tMarquis,  J.  N.  . . 

Charleston 

DeBell,  A.  W 

Malden 

t Matthews,  L.  B..  . 

Charleston 

Dent,  D.  A 

Charleston 

McClanahan,  Rose. 

Charleston 

Doling,  M.  S 

Charleston 

McClue,  A.  E 

Dunbar 

Dunlap,  J.  L 

Nitro 

McClure,  U.  G.  . 

Charleston 

Dunn,  R.  H 

.South  Charleston 

McKinley,  C.  Scott 

Charleston 

“Eckman,  Leonard 

.South  Charleston 

McLaughlin,  Ralph 

S. 

Charleston 

Elkin,  W.  Paul 

Charleston 

‘McMillan,  W.  A..  . 

Charleston 

Erwin,  F.  L 

Burnwell 

McMillan,  W.  0..  . 

,,  Charleston 

tEscue,  H.  M 

Charleston 

McPherson,  H.  D. 

Eskdale 

Eves,  F.  P 

Charleston 

Mendeloff,  M.  1..  . 

Charleston 

Fisher,  H.  H 

Dunbar 

Mican,  H.  M 

Charleston 

Fleshman,  C.  M 

Clendenin 

Milhoan,  A.  W.  . . 

Nitro 

Frame,  R.  1 

Sharpies 

Miyakawa,  George 

. ...  Charleston 

Frank,  Ludwig 

Charleston 

Morison,  0.  N. . . . 

Charleston 

Frazier,  J.  W 

Charleston 

Mynes,  L.  H 

Charleston 

Gallagher,  Mary  V,. 

Charleston 

Na'e,  T.  W 

Charleston 

Gerhardt,  P.  R 

Charleston 

“Newhcuse,  N.  H. . . . 

Charleston 

fGiven,  A.  J 

Rensford 

Niedermyer,  J.  W. . 

Charleston 

Glass,  H.  R 

Charleston 

“Palmer,  G.  F 

Charleston 

Glass,  W.  J 

Sissonville 

Peck,  Earl  M.  . . 

Charleston 

“Glassman,  Dan 

Charleston 

Pence,  R.  E 

South  Charleston 

“Godbey,  J.  R 

Charleston 

“Peters,  J.  T. 

South  Charleston 

Gordon,  A.  T 

Spencer 

t Peterson,  V.  L.  . . 

Charleston 

Gott,  E.  Fred 

Charleston 

‘Phillips,  S.  H 

St.  Albans 

fGrace,  J.  E 

Cabin  Creek 

Point,  W.  W 

Charleston 

Grisinger,  G.  F 

Charleston 

“Pollock,  B.  H 

Charleston 

f Groves,  Owen  A 

Charleston 

tPolsue,  W.  C 

Charleston 

“Hager,  J.  L 

Charleston 

Preiser,  Phillip 

Charleston 

“Haley,  John  B 

Charleston 

t Press,  Edward  . . . 

Charleston 

“Haley,  P.  A.,  II 

Charleston 

Price,  A.  M 

Charleston 

Halloran,  R.  0 

Charleston 

Price,  R.  B.  . . 

Charleston 

Hamrick,  R.  E 

Charleston 

“Pushkin,  Willard  . 

Charleston 

Hamrick,  R.  S 

St.  Albans 

Putschar,  W.  J.  G 

Charleston 

Hardesty,  W.  L 

Charleston 

Reed,  T.  G 

Charleston 

Harper,  C.  A 

Clendenin 

JReel,  F.  C 

Charleston 

Harper,  0.  M 

Clendenin 

fRevercomb,  P.  H. 

Charleston 

“Hash,  J.  W 

Charleston 

Ritter,  H.  H 

Charleston 

Hassig,  Donald  G.  .. 

Charleston 

Robertson,  G.  C. 

Charleston 

Hayes,  E.  R 

Chelyan 

Robertson,  H.  L..  . 

Charleston 

Heffner,  G.  P 

Charleston 

‘Robertson,  W.  B. . 

Kearneysville 

Henson,  E.  B 

Charleston 

Robertson,  W.  S.. 

Charleston 

“Hills,  H.  M.,  Jr 

Charleston 

Robins,  J.  E.,  Jr.. 

Charleston 

Hoffman,  W.  E 

Charleston 

Robinson,  J.  H. . . . 

Charleston 

Hoke,  L.  1 

Nitro 

Rohr,  J.  U 

Charleston 

Holcombe,  V.  E 

Charleston 

Rucker,  J.  E 

Charleston 

tHouck,  C.  L 

Carbon 

‘Schoolfield,  G.  C. 

Charleston 

Houck,  M.  R 

Carbon 

«cott,  C.  N 

St.  Albans 

Howell,  H.  H 

Madison 

Seletz,  A.  A.  ... 

Charleston 

Hudgins,  A.  P 

Charleston 

Selman,  J.  H.  . . 

Charleston 

Hunter,  J.  Ross 

Charleston 

Seltzer,  Jos.  P..  . 

Charleston 

Hutchinson,  T.  H.  . . 

Malden 

“Shamblen,  Earle.  . 

Charleston 

Ireland,  R.  A 

Charleston 

Shawkey,  A.  A.  . 

Charleston 

Irwin,  G.  G 

Charleston 

tShepherd,  E.  M.. 

Charleston 

“Jarrell,  C.  A 

Charleston 

Shepherd,  W.  S.. 

Charleston 

tJarrett,  John  T 

Dunbar 

Shirkey,  W.  F. . . 

Charleston 

Jarrett,  L.  A 

Dunbar 

Skaggs,  J.  S 

Montcoal 

“Jones,  Ralph  J 

Charleston 

Skaggs,  J.  W.  . 

Nitro 

“Jordan,  E.  V 

Charleston 

Smith,  A.  A.  . . 

Clay 

tKaufman,  J.  R 

Charleston 

Smith,  B.  A 

Spencer 

Kessel,  C.  R 

Ripley 

“Smith,  C.  B 

Charleston 

“Kessel,  Ray 

Charleston 

Souleyret,  S.  B.  . 

Coalburg 

“Kessel,  Russell 

Charleston 

“Soulsby,  P.  C..  . . 

Pratt 

Ketchum,  R.  D 

Charleston 

Spencer,  Tracy  N., 

Jr. 

. ...  So.  Charleston 

Kuhn,  Harold  H.  .. 

Charleston 

Squire,  E.  W 

Charleston 

Lampton,  Arthur  K.. 

Gallagher 

“Staats,  Charles., 

Charleston 

Lance,  V.  L 

Charleston 

Stanley,  L.  P.  . . 

Charleston 

tLaslie,  J,  C 

Charleston 

Starcher,  R.  C. . . . 

Ripley 

Law,  H.  D 

Charleston 

Stewart,  W.  C... 

Charleston 

“Lewis,  C.  E 

Charleston 

“Strickland,  L.  N. 

Widen 

tLilly,  Goff  P 

Charleston 

Stork,  A.  R 

Charleston 

Lilly,  J.  P 

Charleston 

tSwart,  H.  A 

Charleston 

Litton,  A.  C 

Charleston 

Swint,  B.  H 

Charleston 

Litsinger,  E.  A 

Charleston 

Thompson,  H.  G.. 

Charleston 

Louft,  R.  R 

Charleston 

“Thornhill,  W.  A., 

Jr.. 

Charleston 

“Lutz,  John  E 

Charleston 

tTuckwiller,  P.  A.. 

Charleston 
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Vaughan,  E.  0 St.  Albans 

tWard,  Harold  W Sutton 

Watts,  C.  N Charleston 

Webb,  R.  L Charleston 

Whiteside,  C.  T Kayford 

Wilkerson,  W.  V Prenter 

Wilson,  A.  A Charleston 

Wilson,  W.  B Charleston 

*Wilson,  W.  H St.  Albans 

Woodall,  R.  E Charleston 

Work,  W.  F Charleston 


LOGAN 

Altizer,  A.  E. . . . 

*Aultz,  L.  L 

tBonar,  Robert  R.. 

**Bond,  Dewitt  T. . . 

**Brammer,  F.  E..  . 

Brewer,  W.  E.... 

Carney,  J.  W 

Combes,  L.  G.  . 

Davis,  C.  A 

Deason,  V.  A 

Farley,  H.  H 

•"French,  A.  M. ... 

Hamilton,  W.  P. 

Hively,  H.  D 

Jamison,  Frank  . . 

t Kruger,  I.  Wl 

Lawson  L.  W 

•Lawson  S.  B 

••Layman,  L.  H.  . 
tLovejoy,  U.  C.  . 

Lyons,  J.  W 

Matthews,  W.  E. . . 

McClellan,  W.  T.. 

Parker,  W.  H.  . 

Patterson,  J.  L.. 

Poling,  Owen  . . 

Roberts,  R.  W. . . , 

•Round,  F.  L.  . . 

Rowan,  W.  S 

Scott,  Robert  K. . 

Smith,  B.  D 

Smith,  T.  C 

tStarcher,  E.  H. . 

Steele,  L.  E 

Sutphin,  Mark  , 

Tripplett,  L.  H. 

Van  Hoose,  Harold 
Vaughan,  R.  R.  . 

MARION 

tBaron,  L.  E 

Barr,  J.  M 

IBIanton,  J.  L 

Bonar,  James  M 

Bressler,  David 

•Brownfield,  G.  H 

Carter,  C.  J 

Clinton,  J.  B 

Collins,  J.  C 

Criss,  H.  L 

••Evans,  Geo.  T 

Falconer,  H.  S 

JFIeming,  H.  C 

tFrye,  R.  R 

Hamilton,  D.  D 

Helmick,  John  P 

Hickson,  Edward  W. . . . 

•Holland,  C.  L 

Holland,  E.  A 

t In  Military  Service 
* Honorary  Member 
**  Released  from  Military  Service 


Jenk'ns,  J.  J Farmington 

Jenkins,  J.  J.,  Jr Farmington 

•Johnson,  H.  R Fairmont 

••Johnson,  Philip Fairmont 

tJones,  R.  Harold Fairmont 

Keister,  H.  S Fairmont 

Kinney,  C.  L Idamay 

tLambert,  L.  R Charleston 

Lawson,  C.  S Fairmont 

•Leahy,  W.  J Manington 

tMallamo,  J.  T Fairmont 

Miller,  G.  R Fairview 

Moore,  P.  G Mannington 

Morgan,  G.  V Fairmont 

Norris,  L.  D Fairmont 

Nunnally,  Wm.  Ord Fairmont 

OfFner,  J.  E Charleston 

Orr,  W.  W Rachel 

Parks,  C.  L Fairmont 

tParks,  Siegel  W Fairmont 

Ramage,  C.  M Fairmont 

Regers,  F.  B Fairmont 

Romino,  J.  D Fairmont 

Sowers,  F.  F Fairmont 

Spencer,  L.  0 Fairmont 

Swisher,  K.  Y Fairview 

•Trach,  J.  M Fairmont 

Trach,  J.  P Fairmont 

Traugh,  G.  H Fairmont 

Tuckwiller,  J.  R Fairmont 

Vacheresse,  Edw.,  Jr Fairmont 

••Van  Horn,  K.  L Fairmont 

Welton,  W.  A Fairmont 

Wise,  E.  D Fairmont 

Wright,  E.  0 Fairmont 

Yost,  Herschel  R Fairmont 

Yost,  Joe Fairmont 

Yost,  Paul Fairmont 


MARSHALL 

••Ashworth,  Harold 

Ashworth,  R.  A 

Benson,  Don  S 

tBoggs,  W.  C 

Bone,  B.  F 

••Bradford,  Wm.  P 

Covert,  0.  F 

Dotson,  Samuel  C.  Jr.  . 

•Fortney,  M.  J 

Grimm,  R.  B 

Hartwig,  W.  B 

Hill,  W.  G.  C 

Kaufman,  Edward  L 

Luikart,  J.  H 

tMcllvain,  W.  E 

Peck,  J.  C 

Striebich,  J.  A 

Wilson,  0.  P 

Yoho,  S.  F 


MASON 


Brown,  C.  Leonard . . . . 

. Point  Pleasant 

Bryant,  R.  F 

New  Haven 

Koenigsberg,  M 

Philadelphia,  Pa. 

McElfresh,  Edward  V. 

. . Pt.  Pleasant 

Petty,  C.  W 

Hartford 

MERCER 

•Bertling,  M.  H 

McComas 

Bird,  Ben  W.,  Jr 

Princeton 

Blaydes,  J.  E 

Bluefield 

Calvert,  J.  W 

Lamar 

Clements,  B.  S 

Matoaka 

Connell,  H.  R 

Bluefield 

tDavis,  H.  C 

Bluefield,  (Va.) 

Davidson,  S.  G 

Bluefield 

Fowlkes,  R.  H 

Bluefield 

Fox,  J.  Francke 

Bluefield 

tFugate,  R.  C 

Bluefield 

Gammage,  F.  V 

Bluefield 

**Gage,  E.  L 

Bluefield 

Gocdall,  F.  C 

Princeton 

tHale,  Daniel 

Princeton 

'•Harloe,  W.  M 

Princeton 

Holroyd,  F.  J 

Princeton 

Horton.  E.  W 

Bluefield 

Hosmer,  D.  L 

Bluefield 

JHuff,  Frank  M 

Bluefield 

Hughes,  C.  R 

Bluefield 

Kelly,  V.  L 

Bluefield 

tKing,  0.  G 

Bluefield 

Lepper,  D.  B 

Bluefield 

Magnussen,  M.  J 

Bluefield 

Markell,  J.  1 

Princeton 

McGuire,  John 

Bluefield 

'•Pace,  L.  J 

Princeton 

Reynolds,  C.  J 

Bluefield 

Rogers,  R.  0 

Bluefield 

St.  Clair,  C.  T 

Bluefield 

St.  Clair,  C.  T.,  Jr 

. . . Bluefield 

St.  Clair,  W.  H 

Bluefield 

St.  Clair,  W.  H.,  Jr 

...  Bluefield 

Shanklin,  J.  R 

Bluefield 

Sinclair,  M.  W 

Bluefield 

Slusher,  W.  C 

Bluefield 

Steele,  H.  G 

Bluefield 

Stuart,  R.  R 

...  Bluefield 

Tanner,  E.  M 

Bluefield 

Todd,  G.  L 

Princeton 

•Todd,  G.  L.,  Jr 

Princeton 

Van  Reenan,  A.  C 

Bluefield 

Vass,  T.  E 

. Bluefield 

Vermillion,  J.  R 

Princeton 

Vermillion,  Uriah 

Athens 

tWeier,  Karl  E 

Bluefield 

tWiser,  Henry  J 

Bluefield 

Yost,  J.  W 

Princeton 

MINGO 


Bailey,  Meryleen 

Williamson 

Bentley,  C.  M 

. . Freeburn  (Ky.) 

Boutwell,  J.  H 

Williamson 

Boland,  L.  F 

Williamson 

Brewster,  G.  W 

. LaGrange  (Ky.) 

Burgess,  W.  H 

Williamson 

Burien,  Frank  J 

Williamson 

Easley,  G.  W 

Williamson 

tGaskel,  J.  C 

Williamson 

•Hall,  Carl  B 

Red  Jacket 

Hatton,  Don  V 

Williamson 

Hays,  H.  C 

Williamson 

Irvine,  G.  B 

Williamson 

Johnson,  J.  E 

Stone,  (Ky.) 

Lawson,  J.  C 

Williamson 

Maxwell,  M.  H 

Red  Jacket 

McClees,  J.  E 

Williamson 

McClellan,  Ernest  E.. 

Stollings 

Moore,  M.  P 

Williamson 

Peery,  C.  E 

. . Majestic,  (Ky.) 

Poliakoff,  Nathan.  .. 

Williamson 

Price,  W.  H 

Chattaroy 

Quincy,  F.  B 

Williamson 

Stepp,  E.  P 

Kermit 

Zando,  S.  G 

Williamson 

MONONGALIA 

Baker,  Wm.  P Cleveland  (Ohio) 

Becker,  M.  E.,  Jr Morgantown 

••Brannan,  Dorsey Morgantown 

Bray,  C.  M Morgantown 

Caserta,  Peter Morgantown 

•Cobun,  L.  W Morgantown 

Collins,  A.  B Blacksville 

Cottle,  S.  W Morgantown 

Crynock,  P.  D Morgantown 

DeAngelis,  Eugene Morgantown 


Accoville 

Ward 

Whitman 

Danielsville,  Ga. 

Dehue 

Logan 

Logan 

Holden 

Logan 

Logan 

Logan 

Logan 
. Chapmanville 

Ward 

Logan 

Logan 

Logan 

Logan 

Holden 

Omar 

Holden 

. Durham  (N.  C.) 

Ethel 

Braeholm 

Holden 

Eskdale 

Man 

Holden 

Logan 

Lorado 

Amherstdale 

Slagle 

Earling 

Logan 

Logan 

Earling 

Mallory 

MacBeth 


. Mannington 
Worthington 
. . . Fairmont 
. . . Fairmont 
. . Monongah 
. . . Fairmont 
. . . Fairmont 
. . . Fairmont 
Fairmont 
. Fairmont 
...  Idamay 
. . . Fairmont 
. . . Fairmont 
. Mannington 
. Mannington 
. . . Fairmont 
. . . Fairmont 
. . . Fairmont 
. . . Fairmont 


Moundsville 
Moundsville 
Moundsville 
. Wheeling 
Moundsville 
Moundsville 
Moundsville 
. . . Cameron 
. . . Hundred 
Cameron 
Wheeling 
Moundsville 
McMechen 
Moundsville 
Moundsville 
Moundsville 
Moundsville 
Moundsville 
Moundsville 
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Dent,  Charles  F Morgantown 

Fenton,  C.  C Morgantown 

Fisher,  R.  W Morgantown 

**Gerchow,  K.  E Morgantown 

Heiskell,  E.  F Morgantown 

Howell,  W.  H Morgantown 

Johnson,  C.  E Morgantown 

Johnson,  P.  C Belle 

King,  H.  V Morgantown 

Lawless,  J.  J Morgantown 

Madera,  W.  L Morgantown 

Mahan,  Charles Morgantown 

Maxwell,  G.  R Morgantown 

McBee,  T.  Jud Morgantown 

tMiller,  F.  R Morgantown 

**Moore,  B.  J Morgantown 

Moser,  W.  C Morgantown 

tOliver,  Ward  L Morgantown 

Phillips,  G.  W Morgantown 

**Pickett,  J.  C Morgantown 

**Post,  D.  M Morgantown 

Pride,  C.  B Morgantown 

tRich,  H.  A Morgantown 

Romine,  C.  C Morgantown 

tScherr,  W.  B Morgantown 

*Simpson,  J.  N Morgantown 

**Sleeth,  C,  K Morgantown 

**Stecker,  J.  F Morgantown 

Stemple,  Margaret Morgantown 

“Stout,  B.  M Morgantown 

**Strawn,  L.  M Morgantown 

Summers,  R.  R Charleston 

tThompson,  C.  T Morgantown 

Thompson,  James Morgantown 

•“Trotter,  J.  H Morgantown 

Tucker,  E.  B Morgantown 

Van  Liere,  E.  J Morgantown 

tWarman,  W.  M Morgantown 

Whittlesey,  F.  R Morgantown 

•Wylie,  C.  B Morgantown 

McDowell 

Anderson,  J.  H Hemphill 

Bailey,  J.  B Davy 

Bennett,  J.  A Algoma 

Bracey,  A.  H Welch 

Bracey,  H.  A Welch 

Bragonier,  R.  K Keystone 

Burger,  Roy  E Welch 

tButte,  C.  I.,  Jr McDowell 

Camper,  H.  G Welch 

tCarr,  A.  B War 

tChandler,  C.  B laeger 

Chapman,  C.  B Welch 

Clark,  C.  T laeger 

Cochran,  C.  C Kimball 

Coontz,  Otis  H Fontana,  (Calif.) 

Coulon,  N.  F Thorpe 

Counts,  W.  R Welch 

Davis,  J.  E Welch 

••Dunman,  L.  E Gary 

Dyer,  N.  H Bartley 

Edwards,  R,  H Welch 

Elliott,  Boyce Maybeury 

Evans,  G.  P Sweet  Springs 

Evans,  H.  P Keystone 

Frazier,  Ralph Fayetteville 

••Gates,  Edmond  0 Welch 

Gibson,  E.  D Coalwood 

••Goodwin,  F.  H Bluefield 

Hall,  W.  C Welch 

tHancock,  H.  J Welch 

Hatfield,  D.  D Yukon 


+ In  Military  Service 
• Honorary  Member 
•*  Released  from  Military  Service 


Jackson,  C.  F 

Bradshaw 

Johnston,  C.  F 

Charlottesville  (Va.) 

Johnston,  W.  L. ... 

McDowell 

Killey,  J.  C 

Vivian 

Kirk,  E.  H 

. . . . Richlands  (Va.) 

tKroll,  Peter  G 

Welch 

La  Prade,  F.  E 

Tampa  (Fla.) 

Lovas,  E.  E 

Berwind 

McCarty,  J.  L 

Berwind 

Murry,  J.  H 

Eckman 

Peters,  1.  T 

Princeton 

Read,  B.  J 

Welch 

Rivers,  D.  G 

Gilliam 

Saunders,  Irvine  . . 

Welch 

Schiefelbein,  H.  T. 

Welch 

•‘Shanes,  Herbert  N.. 

New  York  City 

Shanklin,  R.  V.  . . 

Gary 

tSmith,  M.  W 

Warren,  (Ohio) 

Spahr,  Aaron  B. . . . 

War 

Spangler,  P.  C 

. Morganton,  (N.  C.) 

tStevens,  W.  R 

Kimball 

Straub,  G.  L 

Welch 

Torregrossa,  M.  F. . 

Ashland 

Vaughan,  Florien  . 

Hemphill 

Vermillion,  E.  E.  . 

Welch 

tVermillion,  J.  S... 

Welch 

Vick,  C.  W 

Jenkinjones 

tVillani,  A.  J 

Welch 

Walker,  W.  J 

laeger 

••Warren,  J.  0 

Welch 

Wetherby,  V.  L. . . 

Welch 

tWilson,  Arnold.  . . 

Welch 

Young,  W.  B 

Northfork 

OHIO 

Abersold,  G.  W. . . . 

Wheeling 

••Ackerman,  W.  E. . . . 

Wheeling 

Armbrecht,  R.  J. . . . 

Wheeling 

Azar,  H.  N 

Wheeling 

Bailey,  R.  B 

Wheeling 

••Bandi,  R.  T 

Wheeling 

Belgrade,  J.  T 

Wheeling 

••Bickel,  C.  S 

Wheeling 

Bippus,  E.  S 

Wheeling 

tBird,  J.  D.,  Jr 

Elm  Grove 

••Bobes,  S.  S 

Wheeling 

Bond,  R.  C 

Wheeling 

tBufhngton,  C.  B..  . . 

Wheeling 

Caldwell,  J.  R 

Wheeling 

Clovis,  ci.  H 

Wheeling 

Clovis,  E.  E 

Wheeling 

Copeland,  H.  B 

Wheeling 

Cracraft,  V/.  A 

Wheeling 

••Dobbs,  F.  H 

Wheeling 

••Dobbs,  L.  F 

Wheeling 

tDrinkard,  R.  U 

Wheeling 

Farri,  L.  B 

Wheeling 

Fawcett,  Ivan 

Wheeling 

Gaydosh,  M 

Wheeling 

JGaynor,  John  S 

Wheeling 

Gill,  R.  D 

Wheeling 

Gilmore,  J.  W 

Wheeling 

Glass,  E.  F 

Wheeling 

••Graham,  Paul  V. ... 

Wheeling 

Greeneltch,  D.  E..  . 

Wheeling 

Haislip,  N.  L 

Harpfer,  H.  C 

Wheeling 

Hazlett,  James  C. . . . 

Wheeling 

Hershey,  C.  D 

Wheeling 

Higgins,  A.  W 

Wheeling 

Holley,  C.  J 

Wheeling 

•Howells,  J.  0 

. . . Bridgeport,  (0.) 

Jones,  A.  L 

Wheeling 

Jones,  E.  L 

Wheeling 

Joseph,  N.  K 

Wheeling 

Joseph,  Wilda  S 

Wheeling 

Kalbfleisch  W.  K. 

Wheeling 

Keesor,  C.  H 

Wheeling 

Klug,  T.  M 

Wheeling 

Lewellyn,  R.  H Elm  Grove 

••Little,  H.  G Wheeling 

tLukens,  R.  V/ Wheeling 

Lyon,  L,  A Wheeling 

MacGregor,  D.  A Wheeling 

Maskrey,  Frank  R Wheeling 

McClure,  W.  T Wheeling 

McCoy,  A.  V Elm  Grove 

McCoy,  C.  G Elm  Grove 

McCurdy,  J.  A Wheeling 

McCuskey,  W.  C.  D Wheeling 

McLain,  W.  H Wheeling 

Megahan,  Burke Elm  Grove 

Meier,  J.  S Wheeling 

tMurphy,  J.  H Wheeling 

tNiehaus,  A.  J Wheeling 

Nolte,  A.  E Wheeling 

••Osterman,  A.  L Wheeling 

Pell,  E.  N Wheeling 

••Perilman,  Wm Wheeling 

t Peterson,  Heyes Wheeling 

Phillips,  Edward  M Wheeling 

Phillips,  Earl  S Wheeling 

••Phillips,  Edward  S Wheeling 

Phillips,  H.  T Wheeling 

Phillips,  R W.  W Wheeling 

Phillips,  Wilson  S Milwaukee,  (Wis.) 

Quimby,  W.  A Wheeling 

tRankin,  J.  0 Wheeling 

Reed,  R.  J Wheeling 

Reed,  R.  J.  Jr Wheeling 

Sammons,  W.  P Wheeling 

Sauder,  H.  R Wheeling 

tSheppe,  W.  M Wheeling 

Snider,  R.  J Wheeling 

••Sonneborn,  Robert  M Wheefing 

••Spargo,  James  C Wheeling 

Staats,  0.  M Wheeling 

••Stewart,  J.  K Wheeling 

Strobel,  G.  E Wheeling 

Thoner,  J.  G Wheeling 

Tomassene,  R.  A Wheeling 

Tretheway,  S.  W Wheeling 

••Vieweg,  (i.  L.,  Jr Wheeling 

tWalters,  J.  W Wheeling 

Wanner,  A.  L Wheeling 

Webb,  W.  S Warwood 

tWeiler,  H.  G Wheeling 

Williams,  M.  B Wheeling 

Zubak,  M.  F.  C ^...Wheeling 

PARKERSBURG  ACADEMY 

Adams,  W.  A Parkersburg 

Artz,  C.  P Grantsville 

•*Asch,  J.  T Parkersburg 

Barker,  0.  D Parkersburg 

••Bateman,  George Williamstown 

tBatten,  James  C Parkersburg 

tBevauqua,  W.  A Parkersburg 

Blair,  F.  L Parkersburg 

••Blair,  Holmes Parkersburg 

Boice,  R,  H Parkersburg 

tBoling,  T.  R Grantsville 

•Boyers,  C.  L Parkersburg 

Bronaugh,  Wayne Parkersburg 

•Brown,  C.  N Swandale 

•Camp,  W.  C Spencer 

Casto,  0.  J Parkersburg 

Conley,  Orva Parkersburg 

Connolly,  Ira Parkersburg 

Corbitt,  R.  W Parkersburg 

•Crooks,  E.  W Parkersburg 

Davis,  R.  E Parkersburg 

Dearman,  A.  M Parkersburg 

Depue,  J.  M Spencer 

tEngland,  Welch Parkersburg 

•Fisher,  M.  0 Parkersburg 

Gaynor,  H.  E Parkersburg 

Gilmore,  M.  A Parkersburg 
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Goff,  E.  T 

Parkersburg 

Goff,  W.  R 

Parkersburg 

tGoodhand,  Charles.  . 

Parkersburg 

'Hamilton,  Richard  . 

St.  Marys 

Harris,  T.  L 

Parkersburg 

'Harsha.  G.  M 

Sistersville 

Hartman,  E.  C 

Parkersburg 

'Holmes,  E.  B 

Parkersburg 

"Jeffers,  G.  D 

Parkersburg 

Jones,  A.  M 

. Parkersburg 

Jones,  James  P 

Pennsboro 

Jones,  L.  P 

Pennsboro 

Judy,  W.  J 

Beckley 

Keith,  T.  W 

Harrisville 

Kraft,  C.  D 

Parkersburg 

tKroger,  Louis  E. 

Parkersburg 

Lattimer,  R.  D.. 

. . Parkersburg 

^'Leeson,  L.  R. 

Parkersburg 

tLutz,  A.  R 

Parkersburg 

'Miller,  R.  B 

Parkersburg 

Moore,  Dana  T 

Parkersburg 

Morehead,  C.  E.  . 

Parkersburg 

'McCollum,  J.  R.. 

St.  Marys 

Newman,  R.  C 

Spencer 

"Nicholson,  B.  B..  . 

Parkersburg 

Paden,  R.  H 

. . Parkersburg 

Potter,  Fred  J.  . . 

. Parkersburg 

"Priddy,  N.  D 

Ravenswood 

Prunty,  S.  M 

Parkersburg 

'Rogers,  J.  G 

Parkersburg 

Rogers,  Watson  F.. 

...  Parkersburg 

'Rose.  L.  0 

Parkersburg 

tSanter,  M,  A 

Parkersburg 

tShafer,  C.  W 

Spencer 

Sidell,  A,  R 

Williamstown 

tStaats.  E.  D. 

Ripley 

Starkey,  P.  C 

Ravenswood 

Thrasher,  E.  L 

. . Sistersville 

Veon,  H.  H 

Parkersburg 

Wade,  J.  L 

. Parkersburg 

West,  H.  P 

Sistersville 

tWharton,  R.  H.  . . 

. . Parkersburg 

"Widmeyer,  R.  S.  . 

Parkersburg 

'Wise,  S.  D.  H 

Parkersburg 

tWoofter,  A.  C 

. Parkersburg 

'Wright,  E.  L 

Parkersburg 

-'Yeager,  W.  R 

Parkersburg 

POTOMAC 

VALLEY 

Berry,  P.  E.,  Jr. . . . 

Piedmont 

"Bess  Robert  W. ... 

Piedmont 

Bess,  Thomas 

Keyser 

Brooks,  0.  V 

Moorefield 

Courrier,  E.  A. 

Keyser 

Dailey,  R.  W.  . 

Romney 

'Drinkwater,  W.  G.. 

Gormania 

Dyer,  V.  L 

Petersburg 

Easton,  J.  F 

Romney 

Flick,  W.  A 

Keyser 

tGiffin,  T.  C 

Keyser 

'Gochenour,  G.  S. 

Moorefield 

Grove,  J.  B 

Petersburg 

Hartle,  Gerald  E. 

Wardensville 

Huffman,  T.  T. 

Keyser 

Johnson,  S.  B 

Franklin 

King,  C.  E 

Petersburg 

Love,  R.  W 

Moorefield 

McFarland,  W.  F. 

Keyser 

Mitchell,  0.  F 

Franklin 

Moyers,  B.  F 

Mathias 

X In  Military  Service 
* Honorary  Member 
**  Released  from  Military  Service 


Newcome,  J.  A 

Keyser 

Reynolds,  0.  S 

Franklin 

tWilson,  P.  R 

Piedmont 

Wolverton,  P.  R 

Piedmont 

'Wolverton,  J.  H.,  Jr 

Piedmont 

PRESTON 

Arnett,  J.  C 

. . . . Rowlesburg 

Butler,  A.  K Ann 

Arbor,  (Mich.) 

Fortney,  F.  D 

Newburg 

tGreenberg,  Ralph  C 

. . . . Masontown 

Jamison,  W.  P 

Oakland,  (Md.) 

Johnson,  W.  P.,  Jr 

....  Arthurdale 

JLehman,  J.  F 

Kingwood 

JMcIntire,  T.  S 

. . Rowlesburg 

JMcLane,  R.  A.,  Jr 

. . . . Masontown 

Miller,  B.  B 

Eglon 

Miller,  H.  C 

Eglon 

Moser,  C.  Y 

. . . Kingwood 

Salkin,  David 

Hopemont 

Sauer,  David  E 

Kihgwood 

Smith,  C.  E 

. . . Terra  Alta 

Starkey,  A.  L 

Hopemont 

Viehman,  A.  J 

....  Huntington 

Watson,  E.  E 

Kingwood 

White,  S.  R 

, Bruceton  Mills 

Moran,  W.  G.,  Jr Cranberry 

Newman,  Ross  E Beckley 

t Nutter,  P.  D Beckley 

Peter,  B.  K Beckley 

Pickens,  J.  K Layland 

Pomputius,  W.  F Helen 

Pronko,  M.  J Beckley 

Ralsten,  M.  M Beckley 

Rardin,  W.  H Beckley 

Riley,  W.  M Lillybrook 

Ruark,  W.  T Beckley 

Shaffer,  H.  A Beckley 

Shrewsbury,  L.  E Beckley 

**Smith,  C.  A Beckley 

tSmith,  R.  G Beckley 

Tieche,  A.  U Beckley 

tVaughan,  P.  E Beckley 

Vermillion,  T.  U Beckley 

**Whitlock,  J.  W Lillybrook 

Williams,  J.  0 Ameagle 

tWood,  E.  W Beckley 

tWoolwine,  J.  H.,  Jr Tams 

Wray,  Everett  B Stotesbury 

“Wriston,  Robert Beckley 


RALEIGH 


tAshton,  D.  C 

Beckley 

'Ayers,  L.  R 

Beckley 

Banks,  F.  L 

Beckley 

Banks,  M.  C 

Raleigh 

Bolen,  J.  W.,  Jr.  . . 

Beckley 

Bowles,  A.  G 

Beckley 

Broaddus,  R.  G. . . . 

Beckley 

tCampbell,  J.  A.,  Jr.. 

Glen  Rogers 

Chambers,  H.  D... 

Whitesville 

Chambers,  R.  W. . . 

Beckley 

Coleman,  T.  R 

. Mt.  Holley  (N.  J.) 

Coram,  J.  M 

Beckley 

Covey,  W.  C 

Winding  Gulf 

tCunningham,  G.  R. 

Killarney 

Cunningham,  W.  H. 

Beckley 

Daniel,  D.  D 

Beckley 

'Daniel,  G.  P 

Glen  Daniel 

Daniel,  R.  P 

Pemberton 

"Davis,  W.  W 

Oak  Hill 

tDerkach,  S.  L 

Glen  Rogers 

tDudney,  L.  R 

Layland 

DuPuy,  Samuel  S. 

Scarbro 

tDuPuy,  E.  N 

Beckley 

'Eakin,  B.  W 

Tams 

Edwards,  Hugh  S 

Beckley 

Ford,  S.  A 

Beckley 

Garrett,  T.  F.  . 

Sprague 

Godbey,  John  Q..  . 

Sophia 

Gwinn,  G.  E 

Beckley 

Habeeb,  Wm.  J 

. Springfield  (Ohio) 

Halloran,  L.  M.  . . 

Beckley 

Harkleroad,  F.  S. 

Beckley 

Hedrick,  E.  H 

Beckley 

tHedrick,  G.  C.,  Jr.. 

Beckley 

Houser,  L.  G 

Beckley 

'Hume,  W.  W 

Beckley 

'Jarrell,  D.  B 

Beckley 

Jarrell,  K.  M 

Beckley 

'Johnson,  G.  W.  . 

McAlpin 

tJones,  C.  T 

Pemberton 

Kessel,  Clark  ... 

Beckley 

Kina.  E.  L 

Beckley 

Marquis,  Henrietta 

Charleston 

Mays,  W.  C 

Stanaford 

McKenzie,  J.  E.  . 

Beckley 

'McPherson,  K.  M. 

New  Brighton  (Pa.) 

'Mitchell,  R.  C 

Sabine 

Moore,  F.  J 

Killarney 

"Moore,  Moore,  Jr.. 

. Memphis,  (Tenn.) 

SUMMERS 

'Cooper,  0.  0 Feather  Falls  (Cal.) 

tHolmes,  Albert  W Hinton 

Howard  C.  L Hinton 

"McNeer,  B.  W Hinton 

McNeer,  F.  L Hinton 

Pence,  G.  L Hinton 

Ritter,  D.  W Hinton 

Van  Sant,  W.  L Hinton 

TAYLOR 

Bucklew,  E.  R Grafton 

Heironimus,  T.  W.,  Jr Grafton 

Kimble,  J.  U Grafton 

Shafer,  C.  F Grafton 

Stout,  R.  D Grafton 

Warden,  Paul  P Grafton 


WETZEL 

Blum,  E.  C 

. New 

Martinsville 

Dyer,  A.  M.,  Jr 

. Pine  Grove 

'Gordon,  T.  B 

New 

Martinsville 

Hornbrook,  Kent 

New 

Martinsville 

Kimble,  C.  M 

. Paden  City 

Martin,  F.  E 

New 

Martinsville 

"Miller,  R.  F 

Paden  City 

Pyles,  John  W 

New 

Martinsville 

Skinner,  James  M.,  Jr. 

New 

Martinsville 

Theiss,  John  0 

New 

Martinsville 

Viggiano,  M.  A 

New 

Martinsville 

Zinn,  R.  H 

. . . Hundred 

WYOMING 

'Bailiff,  J.  0 

. . . . Mullens 

Biggart,  J.  F 

. . . . Mullens 

Dearing,  Walter 

Mead 

Hatfield,  R.  C 

. Oceana 

Khorozian,  K.  G 

. . Pineville 

tMangus,  J.  E 

. . Pineville 

Penn,  F.  H 

. . . . Mullens 

Steele,  B.  W 

Mullens 

Upchurch,  C.  T 

Kopperston 

Wilkinson,  D.  D.  . 

Wyco 

Wilkinson,  E.  M 

Pineville 

'Wylie,  Ward 

. , , Mullens 

Zsoldos,  F.  J 

Glen  Rogers 
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AMMONIUM  CHLORIDE  IN  THE 
PREVENTION  OF  STILBESTROL  NAUSEA 

By  A.  P.  HUDGINS,  M.  D., 

Charleston  West  Virginia 

Stilbestrol  is  a comparatively  new  drug  which  is 
findings  its  way  into  a wider  field  of  usefulness  as 
a therapeutic  agent.  There  are  few,  if  any  toxic  re- 
sults of  a serious  nature  which  have  been  found  to 
follow  the  use  of  stilbestrol,  even  in  large  doses. 
There  are,  however,  annoying  symptoms  which  may- 
follow  its  administration.  Chief  among  these  is 
nausea  which  may  lead  to  vomiting  and  may  even 
require  that  the  drug  be  discontinued. 

USES 

Stilbestrol  is  widely  used  in  the  female  for  the 
relief  of  menopausal  symptoms,  for  senile  vaginitis, 
gonorrheal  vaginitis  and  suppression  of  lactation.  It 
is  used  in  the  male  in  the  treatment  of  carcinoma  of 
the  prostate.  However,  an  increasing  number  of 
reports  are  appearing  in  the  literature  suggesting  an 
even  greater  usefulness. 

A listing  of  the  combined  uses  of  stilbestrol  in- 
cluding some  not  well  established  or  still  in  the  ex- 
perimental stages,  would  include: 

A.  Stilbestrol  therapy  in  obstetrics 

1.  Test  for  pregnancy 

2.  Treatment  of  nausea  for  pragnancy 

3.  Treatment  of  threatened  or  repeated  abor- 
tion or  miscarriage 

4.  Treatment  of  the  retroverted,  pregnant  uterus 
(to  prevent  abortion) 

5.  Test  for  ectopic  pregnancy 

6.  When  surgery  is  necessary  during  pregnancy 
(to  prevent  abortion) 

7.  Postpartum  bleeding,  after  term  pregnancy 
or  abortion 

8.  To  suppress  lactation 

9.  Treatment  of  toxemia  in  pregnancy 

10.  Treatment  of  the  extra-uterine,  retained 
placenta 


B.  Stilbestrol  therapy  in  gynecology 

1 . Gonorrheal  vaginitis 

2.  Amenorrhea 

3.  Functional  uterine  bleeding 

4.  Underweight  in  young  women 

5.  Menopause 

6.  Senile  vaginitis 

7.  Ovarian  cysts  (small,  multiple) 

C.  Stilbestrol  therapy  in  the  male 

1 . Prostate 

a.  Carcinoma 

b.  Hypertrophy 

2.  Hypersexuality 

DOSAGE 

It  is  not  the  purpose  of  this  paper  to  go  into  de- 
tail concerning  the  complete  dosage  or  schedule  of 
treatment  of  the  above  listed  conditions.  With  stil- 
bestrol, as  with  other  therapeutic  agents,  it  has  been 
repeatedly  stated  that  the  smallest  dose  to  accomplish 
the  therapeutic  results  is  the  optimum  dose.  When 
used  for  the  relief  of  menopausal  symptoms  and 
senile  vaginitis,  1/10  to  1 mg.  daily  is  usually  found 
to  be  adequate.  In  the  treatment  of  gonorrheal 
vaginitis,  which  is  usually  found  in  children,  the 
dose  is  1 to  3 mg.  daily.  In  the  treatment  to  sup- 
press lactation,  5 mg.  one  to  three  times  daily  for 
a total  of  two  to  four  days  will  usually  prove  bene- 
ficial. In  the  treatment  of  the  obstetrical  condi- 
tions, uterine  bleeding  and  amenorrhea,  larger 
doses  are  advised,  ranging  from  5 mg.  to  100  mg. 
or  more  daily. 

SIDE  EFFECTS  OF  STILBESTROL 

Most  common  among  the  side  effects  of  stilbestrol 
is  the  occurrence  of  nausea  which  may  lead  to  vom- 
iting. In  some  cases,  this  gastro-intestinal  symptom 
diminishes  or  completely  ceases  after  a few  days 
w'ithout  a change  in  dosage.  In  some  cases  it  dis- 
appears following  the  reduction  of  the  dose;  in  a 
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number  of  instances  it  continues  and  it  is  necessary 
to  discontinue  the  drug. 

Instances  of  the  occurrences  of  these  complica- 
tions or  side  effects  vary  a great  deal  in  the  cases 
reported  in  the  literature.  Shorr,  Robinson  and 
Papanicolaou  have  reported  toxic  reactions  in  as 
high  as  80  per  cent  of  the  44  cases  treated.  They 
observed,  in  addition  to  the  nausea  and  vomiting, 
abdominal  distress,  anorexia,  diarrhea,  lassitude, 
paresthesias,  vertigo,  thirst,  cutaneous  rashes  and 
even  an  acute  psychotic  episode.  Others  have  noted 
abdominal  pain,  headache,  an.xiety,  insomnia,  and 
scotomata.  Shorr  and  his  co-workers  in  addition  to 
employing  symptomatic  relief,  as  an  index  of  efficacy, 
also  aimed  at  the  production  of  a full  estrogenic  re- 
placement in  these  patients.  This  may  account  for 
the  unusually  high  incidence  of  toxic  manifestations. 

This  conclusion  is  somewhat  borne  out  by  the 
fact  that  Davis  noted  no  untoward  effect  other  than 
nausea  and  vomiting  in  his  series  of  100  cases,  the 
criterion  for  therap)'  being  the  minimum  dosage  re- 
quired to  correct  the  (menopausal)  symptoms. 

MacBryde  and  his  co-workers  reported  only  5 
cases  of  slight  nausea  and  4 cases  of  nausea  and 
vomiting  in  a series  of  56  cases  treated.  Freed  found 
nausea  in  80  per  cent  of  one  series  of  cases  treated, 
and  15  to  20  per  cent  in  a series  using  small  doses 
of  1 mg. 

In  the  series  of  cases  to  be  reported  by  the  author, 
the  higher  range  of  dosage  was  used.  Also,  these 
cases  did  not  include  any  of  the  uses  listed  under 
stilbestrol  in  obstetrics. 

It  has  been  noted  that  when  stilbestrol  is  given 
to  obstertical  patients,  either  during  pregnancy  or  in 
the  immediate  postpartum  state,  nausea  and  vomit- 
ing are  very  rare  even  with  large  doses;  so  much  so, 
that  Karnakv  has  advised  the  use  of  stilbestrol  in 
large  doses  (5  to  10  mg.)  as  a test  for  pregnancy. 
If  nausea  does  not  occur  within  the  next  six  to  ten 
hours,  the  woman  may  be  assumed  to  be  pregnant 
in  about  90  per  cent  of  cases,  according  to  his  re- 
port. 

Children  also  tolerate  stilbestrol  well,  showing 
little  nausea.  Russ  and  Collins  in  treating  gonococ- 
cal vaginitis  in  children  gave  relatively  large  doses 
(3  mg.  daily)  of  stilbestrol  but  encountered  no 
side  effects  so  long  as  the  drug  was  given  in  milk. 

Most  of  the  patients  in  the  series  of  cases  reported 
by  the  author  were  young,  mature  females  complain- 
ing of  functional  bleeding  or  irregular  or  disturbed 
menstruation  and  the  dosage  ranged  from  5 mg.  to 
40  mg.  of  stilbestrol  daily,  starting  with  at  least  5 mg. 
a day  and  quickly  increasing  (5  mg.  daily)  the  dose. 
A few  of  these  patients  requested  that  the  dose  be 


continued  after  their  menstrual  complaints  had  been 
corrected,  so  that  they  might  continue  to  gain 
weight.  Also  after  the  dose  was  established  they 
usually  reported  increase  in  energy,  appetite  and  a 
sense  of  well  being.  The  unfavorable  symptoms, 
other  than  gastric  (nausea,  vomiting,  “indigestion”), 
were  an  occasional  headache  and  feeling  of  anxiety. 

In  treating  the  cases  noted  under  the  heading 
‘Gynecology’  usually  large  doses  are  required  and 
nausea  occurs  frequently,  even  being  expected.  It  is 
from  this  group  using  the  large  doses  where  neausea 
would  be  expected  (and,  if  present,  is  a disturbing 
or  deterring  factor  to  the  continued  and  effective 
use ) , that  this  series  is  taken  and  the  following  sug- 
gestions dffered  to  minimize  or  prevent  this  annoy- 
ing symptom  complex. 

It  is  hoped  that  by  correcting  a disturbing,  annoy- 
ing, perhaps  toxic  by-effect,  diethylstilbestrol  may  be 
made  more  available  to  a larger  number  of  cases 
and  in  dosage  sufficient  to  be  effective.  Unquestion- 
ably, many  physicians  have  been  discouraged  or 
frightened  by  the  complaint  of  nausea  and  vomiting 
and  have  discontinued  the  drug  before  favorable  re- 
sults could  be  obtained.  Or  the  dose  given  has  been 
so  small  ( to  avoid  nausea  and  vomiting)  that  it  has 
not  been  within  the  therapeutic  range  for  the  con- 
dition treated. 

TREATMENT  OR  PREVENTION  OF  NAUSEA 
DUE  TO  STILBESTROL 

When  nausea  is  encountered  the  following  sug- 
gestions have  previously  been  made: 

1 . Decreasing  the  dose 

2.  Gradually  increasing  from  very  small  doses, 
starting  with  desensitizing  doeses  for  the 
patient 

3.  Special  preparations  of  stilbestrol 

a.  Enteric  coated  tablets 

b.  Special  chemical  variations  of  the  form- 
ula 

4.  Administration  of  the  drug  after  meals  or 
at  bedtime  (the  patient  sleeps  through  the 
peak  of  gastric  disturbance  six  to  eight 
hours  after  administration) 

5.  Administration  in  demulcent  medium 
(such  as  milk,  preferably  sour,  or  butter- 
milk) 

6.  The  use  of  atropine-like  drugs  or  the  con- 
comitant administration  of  sodium  bicar- 
bonate 

7.  Cocaine  and  phenol  preparation: 
a.  Orally:  Rx 

Cocaine  gr.  1 

Phenol  drops  2 

Distilled  water  oz.  3 

Sig:  1 teasponful  in  V2  glass  water 
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8.  Sedative;  Barbitals,  orally  or  rectally,  re- 
peatedly for  adequate  sedation 

9.  Vitamin  C;  400  mg.  3 or  4 times  a day 

10.  Psychotherapy:  Explain  advised  outline  and 
purpose,  stating  clearly  that  nausea  may 
be  expected  (as  with  pregnancy),  that  it  is 
usually  transitory,  may  decrease  daily,  is 
not  serious 

11.  Proctoclysis:  Karo  3 tablesponfuls  (soda 
1 tablespoonful  may  be  added)  in  about 
4 oz.  (small  cupful)  warm  water  injected 
into  rectum  every  4 to  6 hours  to  be  re- 
tained (this  is  a familiar  treatment  for 
nausea  of  pregnancy  and  is  useful  here  also 

12.  Vitamin  B0,  25  to  50  mg.  orally  or  in- 
travenously 

Certain  of  these  methods  (1)  and  (2)  have  not 
been  applicable  in  treating  the  cases  such  as  those  in 
this  series.  For  example,  one  of  the  chief  effects  de- 
sired in  treating  functional  uterine  bleeding  is  to 
increase  rapidly  the  estrogen  content  of  the  blood, 
giving  large  doses  (25  or  50  mg.)  of  stilbestrol 
daily.  If  the  correction  or  prevention  of  nausea  in 
these  cases  depended  on  or  1 mg.  dosage  for  1 
week,  or  promptly  reducing  the  dose,  the  whole 
therapeutic  procedure,  obviously,  would  be  nullified. 
Also,  some  investigators  have  found  certain  special 
preparations  to  be  less  effective  in  their  therapeutic 
value  and  estrogenic  potency.  When  large  doses  are 
required  for  the  effect  wanted,  this  decreased  po- 
tency may  be  a very  important  factor. 

The  author  has  found  the  following  outline, 
utilizing  ammonium  chloride,  to  be  most  helpful  and 
effective  in  enabling  the  patient  to  carry  through 
stilbestrol  therapy  with  large  doses.  Typewritten  in- 
structions assure  better  cooperation  and  avoid  mis- 
understandings. 

INSTRUCTIONS  FOR  PATIENTS 

You  will  have  two  kinds  of  tablets.  No.  1 (di- 
ethylstilbestrol) , (name  not  to  be  given  patient), 
a small  (white  or  red)  tablet  which  sould  be  taken 
as  directed  with  a little  food  or  milk.  Increasing 
the  dose:  (Cross  out  methods  not  used.) 

I.  Two  every  thirty  minutes  until  bleeding 
stops,  then  two  every  four  hours  for  two 
days,  then  two  at  bedtime. 

(or) 

II.  One  at  bedtime  for  three  weeks — stop 
one  week  and  repeat. 

(or) 

III.  One  at  bedtime — increasing  one  each 
night  until  six  are  taken  and  continue 
six  at  bedtime. 


This  tablet  (No.  1 ) is  the  important  tablet,  it  is 
strong  medicine  but  not  harmful  when  taken  as 
directed.  Nausea  (sickness  at  stomach,  bad  taste, 
tendency  to  vomit)  may  occur,  and  even  vomiting. 
Do  not  be  alarmed,  continue  the  medicine  as  di- 
rected or  call  for  instructions. 

Tablet  No.  2 (ammonium  chloride)  (larger 
brown  or  white)  to  be  taken  two  after  meals,  at 
bedtime,  and  for  nausea. 

1.  If  nauseated: 

a.  “Keep  something  on  your  stomach — • 
if  nauseated,  eat.” 

b.  Eat  frequently;  regular  meals  and  be- 
tween meals;  take  additional  brown 
tablets  between  meals  if  necessary. 

c.  Dry,  salty  food  is  better  than  liquids  or 
sweet  foods  but  you  may  have  any- 
thing you  want. 

d.  Put  three  pieces  of  dry  toast  by  bed  to 
be  taken  during  night  if  you  awake — 
be  sure  to  eat  1 or  2 pieces  before 
arising  in  the  morning. 

2.  If  the  above  does  not  correct  the  discom- 
fort: 

a.  A sedative  may  be  prescribed. 

(Phenobarbital,  gr.  1 at  9-3-9.) 

b.  Proctoclysis;  1 V'Z  oz.  Karo,  V2  oz.  soda 
bicarb,  in  a solution  of  3 ounces  of 
water  which  is  injected  into  the  rec- 
tum every  4 to  6 hours  to  be  retained. 
Sedation  (chloral,  barbitals,  or  bro- 
mides may  be  added). 

sfc  ^ ^ ^ 

Ammonium  chloride  has  been  an  old  stand-by  in 
therapeutics  for  many  years.  Its  uses  are  many.  It  has 
been  found  helpful,  among  other  things,  in  correcting 
the  gastric  and  other  symptoms  in  connection  with 
alcoholic  debauches.  Older  books  advise  it  for  the 
treatment  of  nausea  and  vomiting  of  pregnancy; 
also  in  the  treatment  of  menstrual  disturbances. 
More  recently,  this  drug  has  been  advised  by  Green- 
hill  and  Freed  in  the  treatment  of  premenstrual 
distress.  This  premenstrual  distress  may  include  a 
large  number  of  individual  symptoms;  headache, 
nervousness,  tension,  nausea  and  vomiting. 

Realizing  that  there  may  be  some  relationship 
between  the  symptoms  resulting  from  the  estrogenic 
variation  as  they  may  affect  the  nausea  and  vomiting 
of  pregnancy,  the  menstrual  disturbances  or  the 
premenstrual  distress,  and  the  disturbance  which 
follows  the  administration  of  large  doses  of  stilbestrol, 
ammonium  chloride  was  given  to  the  patients  in 
this  series  of  cases  along  with  stilbestrol. 

A series  of  70  cases  was  given  a 20  to  50  mg. 
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daily  dose  of  stilbestrol,  administered  with  ammo- 
nium chloride.  Marked  vomiting  would  usually  be 
expected.  The  results  are  tabulated,  the  criteria  be- 
ing slight  nausea  (noticeable  but  not  annoying), 
moderate  nausea  (if  vomiting  occurred  even  once), 
(this  second  group  includes  cases  in  which  vomiting 
occurred  perhaps  several  times  but  was  not  dis- 
turbing to  the  daily  routine),  and  excessive  nausea 
(if  the  patient  would  not  voluntarily  stay  on  medica- 
tion due  to  gastric  distress).  It  is  to  be  noted  that 
in  this  outline  no  nausea  or  slight  yiausea  is  the  cri- 
terion (vomiting  immediately  classifies  it  as  moder- 
ate') . 


Nausea 

Reforted 

Per  Cent 

None 

15 

21.4 

Slight 

41 

58.5 

Moderate 

1 1 

15.7 

Excessive 

3 

4.2 

Total 

70 

Practically  80  per  cent  had  only  slight  or  no  dis- 
turbing symptoms  from  large  doses  of  stilbestrol; 
no  vomiting. 

In  addition  to  these,  there  were  3 cases  of  nausea 
when  small  doses  of  stilbestrol  ( 1 mg.)  were  used  for 
menopausal  complaints  and  all  three  reported  marked 
improvement  from  the  use  of  ammonium  chloride. 

Also,  in  the  interest  of  studying  the  general  effect 
of  ammonium  chloride,  it  was  given  to  a number  of 
pregnant  patients  complaining  of  nausea  and  vomit- 
ing. Favorable  results  were  reported  by  these  pa- 
tients, not  100  per  cent,  but  many  were  interested 
in  continuing  the  drug  since  they  were  made  more 
comfortable. 

The  author  has  found  that  a dose  of  1 0 grains 
of  ammonium  chloride  (usually  enteric  coated  tab- 
lets, though  some  patients  prefer  plain)  after  meals 
and  at  bedtime  definitely  helps  prevent  and  correct 
the  gastric  disturbances  associated  with  large  doses 
of  stilbestrol.  It  may  be  advisable  to  start  the  admini- 
stration of  ammonium  chloride,  if  possible,  before  the 
stilbestrol  is  given.  The  gastric  effects  (nausea  and 
vomiting)  from  stilbestrol  are  known  to  occur  about 
six  to  eight  hours  after  the  administration  of  the 
drug. 

It  will  be  noticed  that  the  outline  of  treatment 
presented  here  is  similar  to  a procedure  which  may 
be  applied  to  the  nausea  and  vomiting  of  pregnancy. 

One  may  say  that  this  is  a rather  formidable  pro- 
cedure to  correct  this  symptom.  The  answer  is,  if 
stilbestrol  is  indicated  and  the  drug  of  choice  in  the 
treatment  of  prolonged  bleeding,  it  may  be  the 
alternative  for  a surgical  procedure  and  may  pre- 
vent the  need  for  a transfusion.  Hence,  detailed 


care  is  justified  and  rewarded.  If  it  is  used  in  the 
treatment  of  amenorrhea,  it  is,  at  times,  definitely 
more  applicable  and  the  therapy  of  choice.  If  stil- 
bestrol is  indicated,  the  correction  or  prevention  of 
nausea  and  vomiting  may  enable  this  valuable  drug 
to  be  used  in  instances  which  would  otherwise  pro- 
hibit its  availability. 

CONCLUSION 

Nausea  and  vomiting  may  be  a side  effect  pre- 
venting the  use  of  stilbestrol  in  doses  large  enough  to 
be  effective. 

Ammonium  chloride,  .65  gm.,  p.  c.  and  h.  s.,  or 
when  nausea  occurs,  has  been  found  helpful  in  the 
prevention  and  treatment  of  this  distracting  symp- 
tom. 

Other  helpful  suggestions  to  prevent  stilbestrol 
nausea  and  vomiting  are  as  follows: 

1 . Administration  of  the  drug  at  bedtime  and 
with  food 

2.  Frequent  food  intake 

a.  When  nausea  is  felt 

b.  Before  arising  (toast  by  bed) 

c.  Between  regular  meals 

3.  Mild  sedative 

4.  Proctoclysis:  (lYz  oz  Karo,  V2  oz.  sod. 
bicarb,  in  3 oz.  water).  Sedation  such  as 

chloral,  bromides  or  barbitals  may  be 
added. 

5.  Printed  instructions  for  patients  explaining 
what  may  be  expected. 

Stilbestrol,  Lilly  (mg.  5 tablets,  plain),  was  used 
in  this  study. 
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WHY  A PUBLIC  HEALTH  CAREER 

By  A.  L.  CHAPMAN,  M.  D„ 

Acting  Deputy  Health  Commissioner, 

Charleston,  West  Virginia 

It  requires  courage  to  tackle  a public  health 
career.  There  are  certain  advantages  to  it  as  well 
as  certain  disadvantages.  For  example,  one  of  the 
disadvantages  is  that  salaries  paid  to  many  public 
health  officials  are  still  out  of  line  with  the  amount 
of  experience  and  training  required  to  enter  the 
profession.  In  some  areas  public  health  nurses  re- 
ceive salaries  scarcely  above  that  paid  to  janitors,  and 
sanitarians  receive  only  a little  more  than  day 
laborers. 

Fortunately,  by  educational  methods,  the  public 
is  gradually  being  aroused  to  the  importance  of  our 
work,  and  people  are  beginning  to  realize  that 
money  spent  for  the  salaries  of  public  health  workers 
is  a good  investment.  However,  at  times  popular 
support  for  public  health  programs  is  lacking.  This 
makes  it  extremely  difficult,  if  not  impossible,  to 
achieve  our  objectives  as  rapidly  as  we  think  we 
should.  Almost  everyone  is  willing  to  give  lip  serv- 
ice to  the  idea  that  diseases  should  be  prevented  and 
life  should  be  prolonged  but  when  it  comes  to  form- 
ing a lay  committee  to  bring  public  health  knowledge 
to  the  laity,  volunteers  are  conspicuous  by  their  ab- 
sence. 

County  courts  are  always  anxious  to  provide 
county  residents  with  public  health  services,  if  the 
state  or  the  federal  government  will  foot  the  bill.  It 
is  an  entirely  different  matter  to  convince  the  mem- 
bers of  the  county  court  that  a health  officer,  nurse, 
or  sanitarian  should  be  employed  by  using  county 
funds. 

It  is  a peculiar  thing,  and  one  hard  to  explain, 
that  people  will  go  out  of  their  way  to  contribute  to 
a voluntary  agency  that  happens  to  be  exploiting 
an  easily  dramatized  public  health  need,  yet  these 
same  people  will  not  ask  their  county  court  or  their 
state  representatives  to  provide  enough  funds  to 
operate  local  and  state  health  departments  at  even 
a minimal  level.  Only  by  an  expanded  health  edu- 
cation program  can  this  situation  ever  be  remedied. 

The  third  headache  for  the  public  health  worker 
is  politics,  but  each  year  this  headache,  fortunately,  is 
becoming  a little  less  bothersome.  Public  apprecia- 
tion of  merit,  the  merit  system  itself,  and  the  em- 
ployment of  career  personnel,  all  are  factors  which 
are  driving  the  politicians  away  from  the  door  of 
the  health  department.  Even  the  politicians  them- 
selves are  beginning  to  realize  that  bacteria  do  not 

‘Presented  before  the  Southern  District  Health  Conference  at 
Beckley,  October  11,  1945. 


hew  to  party  lines.  When  a politician  is  sick  he  is  just 
as  sick  whether  he  be  a Democrat  or  a Republican. 

Travel  may  also  become  a tremendous  drawback 
to  public  health  work.  Most  people  realize  that  a 
state-wide  public  health  program  can  not  be  ad- 
ministered from  an  office  in  Charleston.  For  the 
same  reason  a local  public  health  program  can  be 
administered  only  by  health  officers,  nurses,  and  sani- 
tarians who  get  out  in  the  field.  The  traveling  done 
by  health  workers  is  not  quite  as  pleasant  as  that 
done  by  the  Astors  and  the  Vanderbilts.  There  are 
no  private  yachts  or  pullman  cars  in  mountainous  or 
rural  areas.  Field  workers  have  little  time  to  sit  in 
front  of  a fireplace  evenings  popping  corn  or  enter- 
taining friends.  Too  often  they  are  on  the  road,  in 
all  kinds  of  weather,  under  conditions  which  only  a 
veteran  field  worker  can  really  appreciate  or  describe. 

Then  there  are  those  night  meetings.  You  all 
know  what  I mean.  You  struggle  for  weeks  to  get 
the  local  P.  T.  A.  or  fraternal  organization  to  get  to- 
gether to  absorb  some  knowledge  about  tuberculosis 
or  syphilis,  and  you  end  up  with  more  people  on  the 
platform  than  in  front  of  it.  Those  night  meetings 
that  you  do  not  get  overtime  for!  Those  night  meet- 
ings when  the  motion  picture  projector  refuses  to 
work!'  Those  night  meetings  when  the  speaker 
gets  lost  and  you  have  to  take  his  place ! Night  meet- 
ings make  good  reading  in  the  monthly  report  but 
they  are  enough  to  wreck  the  disposition  of  the  most 
seasoned  public  health  veteran. 

Another  complaint  which  I have  heard  repeated 
frequently  is  that  the  freedom  of  action  of  public 
health  workers  is  restricted.  It  is  said  that  they  are 
not  permitted  to  think  for  themselves,  that  they  can 
only  carry  out  policies  laid  down  by  their  superiors. 
To  a certain  extent  this  complaint  is  justified.  But 
things  would  be  in  a mess  all  of  the  time  if  everyone 
working  for  the  health  department  were  permitted 
to  interpret  public  health  laws  for  himself.  Not  too 
long  ago  a health  officer  was  reported  for  telling  the 
mothers  in  his  county  that  it  was  a crime  to  boil  or 
pasteurize  milk  before  feeding  it  to  the  baby  because 
it  destroyed  its  beneficial  qualities. 

Another  health  officer  stated  that  he  did  not  be- 
lieve in  vaccination  because  all  vaccination  did  was 
to  give  people  diseases  which  they  would  probably 
never  get  otherwise.  Then  there  was  a sanitarian 
who  preferred  spring  water  to  treated  water,  no 
matter  how  contaminated  the  spring  water  was.  He 
honestly  believed  that  purification  of  water  made  it 
unnatural  and  therefore  harmful.  These  are  not 
far-fetched  examples  of  what  happens  when  health 
departments  fail  to  assume  the  responsibility  of  en- 
forcing the  public  health  policies  adopted  by  the 
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Public  Health  Council.  However,  there  is  a lot  of 
red  tape  which  starts  to  unwind  in  Washington, 
snarls  up  the  wheels  of  progress  in  Charleston,  and 
finally  comes  to  an  end  in  the  local  health  depart- 
ment offices.  Everyone  is  interested  in  cutting  that 
kind  of  red  tape  and  unnecessary  supervision  down 
to  a minimum. 

Finally,  there  is  and  always  will  be  the  personality 
of  superiors  to  deal  with.  I have  never  seen  a person 
employed  in  a health  department,  who  at  some  time 
or  another  did  not  think  his  or  her  superior  was  just 
plain  crazy.  But  that  is  a healthy  sign  and  nothing 
to  become  alarmed  about.  A good  many  times  I 
suppose  the  assumption  of  at  least  temporary  in- 
sanity is  pretty  nearly  correct.  Luckily  most  of 
these  complaints  come  under  the  heading  of  just 
plain  griping.  That  is  perfectly  okay  for  there  is  no 
better  mental  cathartic  than  plain  old  fashioned 
griping.  It  becomes  unhealthy  only  when,  instead 
of  complaining  openly,  employees  seek  to  undermine 
or  sabotage  their  superiors  or  the  entire  health  de- 
partment program. 

It  should  never  be  forgotten  that  it  is  much  easier 
to  carry  out  a good  order  than  it  is  to  give  one,  and 
that  all  of  us  from  top  to  bottom  are  prone  to  make 
mistakes  and  do  make  them.  It  is  unfortunate, 
however,  when  superiors,  no  matter  what  their 
training  or  their  rank,  forget  to  give  their  subordi- 
nates a pat  on  the  back  from  time  to  time,  or  when 
they  deliberately  seek  credit  which  is  not  due  them. 
I have  never  known  anyone  who  would  not  work 
harder  if  he  felt  that  his  efforts  were  appreciated. 
In  other  words,  we  all  prefer  flowers  while  we  can 
smell  them  rather  than  have  them  blanketed  on  our 
coffins  after  we  are  dead. 

That  is  all  the  discouragement  for  the  moment. 
I have  left  out  a few  of  the  bad  features  of  public 
health  work  but  not  so  many.  So  now  let’s  get  along 
with  the  bright  side  of  the  picture.  Why  did  I enter 
the  field  of  public  health?  Why  did  you  enter  it? 
Why  should  we  encourage  other  young  people  to 
take  up  public  health  as  a career? 

The  first  of  many  advantages  to  a public  health 
career  is  tenure  in  office.  Today,  when  almost  every- 
one is  talking  about  security  from  the  cradle  to  the 
grave  (whatever  that  is),  tenure  in  office  becomes 
important.  Under  an  efficiently  operated  and  honest 
merit  system  such  as  we  have  in  West  Virginia,  we 
already  have  tenure  in  office.  The  sense  of  security 
which  it  gives,  and  the  freedom  it  gives  us  to  do 
our  work  conscientiously  and  well,  is  well  worth 
making  sacrifices  for. 

Secondly,  a regular  pay  check  is  a wonderful 
thing.  There  have  been  many  times  when  most  of 


us  have  envied  the  bloated  pay  check  of  war  work- 
ers. (I  know  I have.)  That  is  only  natural.  But 
who  can  forget  during  the  dark  depression  days  how 
pleasant  it  was  to  know  that  on  pay  day  there  would 
be  a pay  check  in  our  envelope  and  not  a pink  slip. 
A regular  pay  check  permits  budgeting,  money  seems 
to  go  farther,  and  certainly  a lot  of  worrying  is  elimi- 
nated. A regular  pay  check  is  a wonderful  thing. 

And  what  about  regular  hours?  I know  a lot 
of  field  workers  will  ask,  “Yes,  what  about  them?” 
They  will  ask  it  sarcastically.  But  on  the  whole, 
most  of  us  are  far  more  fortunate  as  regards  regular 
hours  than  is  the  private  physician,  the  hospital 
nurse,  or  the  private  engineer.  Regular  hours  per- 
mit eating  supper  with  the  family,  planning  a picnic 
for  Sunday,  and  having  a vacation  when  it  will  do 
the  most  good.  There  are  a good  many  professional 
people  who  would  be  contented  with  a much  smaller 
annual  income  if  they  could  be  guaranteed  just 
regular  hours  of  work. 

Another  real  inducement  to  enter  the  public 
health  field  is  the  ever-growing  opportunity  for  post- 
graduate education.  This  year  the  State  Health 
Department  is  training  a nutritionist  at  Western 
Reserve  University,  three  health  officers  at  Johns 
Hopkins  University,  three  health  educators  at  North 
Carolina  University,  and  a negro  health  educator  at 
the  University  of  Minnesota,  in  addition  to  providing 
shorter  periods  of  training  for  every  conceivable  kind 
of  health  worker. 

Throughout  the  year  there  are  training  oppor- 
tunities for  everyone  employed  by  local  health  de- 
partments or  the  state  health  department.  The 
training  received  not  only  increases  the  productivity 
of  the  worker,  thereby  making  him  more  important 
to  the  department,  it  also  increases  his  earning  power 
for  the  rest  of  his  life. 

Now  let’s  mention  retirement  benefits. 

Although  the  retirement  system  contemplated 
for  the  health  department  will  hardly  implement 
such  Utopian  desires,  it  will  provide  a reasonable 
security  for  old  age  and  make  it  possible  to  face  the 
future  without  fear  of  financial  dependency.  A re- 
tirement system,  developed  on  a sound  actuarial 
basis,  is  not  a dole  by  any  means.  In  the  long  run 
it  represents  a very  sound  investment  of  public  funds 
and  a still  wiser  investment  on  the  part  of  the  worker. 
It  should  not  be  long  before  the  health  department 
receives  the  benefit  of  a good  retirement  system 
which  will  make  it  infinitely  easier  to  employ  and 
to  hold  well  trained  workers. 

Now  that  I have  both  cussed  and  discussed  public 
health,  its  advantages  and  its  disadvantages,  I would 
like  to  let  you  in  on  a little  secret.  I would  like  to 
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tell  you  why  I signed  up  for  public  health  work  and 
why  I hope  to  stick  to  it  the  rest  of  my  life.  I am 
pretty  sure  that  my  reason  is  your  reason.  I am  in 
public  health  work  because  I am  firmly  convinced 
that  the  practice  of  public  health  and  preventive 
medicine  has  permitted  a longer,  fuller,  better,  and 
happier  life  for  many  more  millions  of  people  than 
would  otherwise  have  been  possible.  Call  this  ideal- 
istic if  you  will.  I don’t.  I think  it  is  just  common 
sense.  I have  never  met  anyone,  and  really  gotten 
' to  know  them,  who  did  not  enjoy  helping  other 
people.  The  trouble  is  they  are  ashamed  to  admit  it, 
and  they  go  to  every  extreme  to  deny  it. 

It  is  a lot  of  fun  to  immunize  children  knowing 
that  by  so  doing  you  are  saving  many  of  their  lives, 
and  preventing  many  of  them  from  becoming  seri- 
ously ill  or  crippled.  It  is  a lot  of  fun  to  get  farmers 
to  clean  up  their  privies,  their  milk  barns,  and  their 
wells  and  then  watch  the  incidence  of  enteric  diseases 
go  down.  It  is  a lot  of  fun  to  organize  good  pre- 
I natal  and  postpartum  clinics  and  then  watch  the 
I family  name  appear  in  the  column  of  birth  notices 
instead  of  in  the  obituary  column. 

I After  I knew  pretty  much  what  I was  going  to 
[ say  today,  I thought  it  would  be  a good  idea  to  ask 

I our  director  of  vital  statistics  to  dig  out  some  facts 

to  substantiate  my  statements.  He  did  that  all  right. 
He  gave  me  some  figures  which  astounded  even  me. 


YEAK- 

Chart  No.  1 

ESTIMATED  NUMBER  OF  LIVES  SAVED 
1900-1943 

By  Health  and  Medical  Science 


This  first  chart  shows  what  would  have  happened 
if  the  death  rate  for  1900  had  been  projected 
through  the  next  forty-three  years  instead  of  de- 
creasing annually  (as  it  actually  did). 

By  subtracting  the  actual  number  of  annual  deaths 
from  the  estimated  number  of  deaths,  using  the  1900 
death  rate  for  each  year,  it  is  evident  that  21  million 
more  people  would  have  died  than  actually  did  die 


from  1900  to  1943.  You  may  well  ask,  “Can  the 
entire  credit  for  saving  21  million  lives  in  forty- 
three  years  be  given  to  health  departments  and 
allied  public  health  agencies.^”  Let  me  show  you 
two  more  charts  and  you  can  then  decide  for  your- 
self what  part  public  health  agencies  had  in  saving 
these  2 1 million  lives. 
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Chart  No.  2 
TYPHOID  FEVER 

Estimated  Number  of  Lives  Saved — 199-1943 
By  Preventing  This  Disease 

This  chart  shows  that  had  the  typhoid  death  rate 
of  1900  continued  throughout  the  next  forty-three 
years,  1,140,119  more  people  w'ould  have  died 
from  typhoid  fever  than  actually  did.  I do  not  think 
anyone  will  deny  that  the  decrease  in  the  number  of 
deaths  from  typhoid  fever  can  be  credited  almost 
solely  to  better  environmental  sanitation,  to  immu- 
nization, and  to  better  public  health  programs  in 
general. 


Chart  No.  3 
DIPHTHERIA 

Estimated  Number  of  Lives  Saved — 1900-1943 
By  Preventing  This  Disease 
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This  third  chart  shows  in  a similar  way  that  there 
would  have  been  1,374,240  more  deaths  from 
diphtheria  from  1900  to  1943  if  the  diphtheria  death 
rate  of  1900  had  been  maintained  until  1943. 

What  do  these  figures  imply.? 

If  public  health  measures  saved  2,514,359  people 
from  dying  from  typhoid  fever  and  diphtheria  alone 
in  forty-three  years,  and  this  is  more  than  ten 
per  cent  of  the  total  number  of  lives  saved  from  all 
causes,  is  it  unreasonable  to  assume  that  preventive 
measures  alone  could  account  for  most  of  the  saving 
in  life  during  the  same  period?  If  accurate  statistics 
were  available  for  all  of  the  diseases  which  used  to 
occur  in  epidemic  form,  we  would  find  this  same 
pattern  repeated  many  times  over.  Smallpox,  tuber- 
culosis, syphilis,  infant  deaths,  enteric  diseases, 
malaria,  and  the  communicable  diseases  of  childhood 
all  have  decreased  as  public  health  programs  have 
developed. 

May  I say  then  that  I sincerely  believe  that  any 
employee  of  a health  department  from  the  janitor  in 
the  basement  to  the  health  commissioner  in  the  front 
office  may  well  be  proud  of  his  profession.  Through 
the  untiring  efforts  of  public  health  pioneers,  people 
are  beginning  to  grasp  the  significance  of  public 
health  and  preventive  medicine.  In  the  near  future 
it  may  be  optimistically  predicted  that  appropriations 
will  be  increased  to  permit  all  of  us  to  work  in  mod- 
ern health  centers  with  well  trained  staffs  and  good 
equipment. 


INCREASE  IN  OCCUPATIONAL  DERMATOSES 

Diseases  of  the  skin  comprise  65  per  cent  of  all 
occupational  disease.  There  is,  however,  surpris- 
ingly little  material  indicating  the  actual  amount 
of  disability  that  occurs  in  these  cases,  the  expense 
in  terms  of  compensation  paid  or  the  medical  costs 
involved.  Compensation  laws  have  been  enacted 
in  almost  all  the  states,  and  it  can  be  expected  that 
such  studies  will  be  available  later.  These  laws  and 
the  progress  made  since  the  original  compensation 
act  passed  in  Wisconsin  in  1911  have  been  dis- 
cussed by  Foerster.  He  points  out  that  within  four- 
teen years  there  occurred  in  that  state  three  times 
as  many  compensable  cases  in  the  last  year  of  the 
period  as  in  the  first  year. 

Industrial  accidents  are,  of  course,  far  more 
numerous  than  occupational  diseases  and  provide 
many  more  serious  cases.  The  study  of  these  surgi- 
cal cases  has  led  to  the  development  of  effective 
methods  of  prevention  and  treatment,  whereas  oc- 
cupational diseases,  with  their  large  proportion  of 
cutaneous  cases,  have  been  relatively  neglected. 
True,  great  advances  have  been  made  in  the  con- 
trol of  lead  poisoning,  silicosis  and  a few  other  seri- 
ous conditions.  On  the  other  hand,  the  toll  that 
cutaneous  disturbances  take  in  the  occupational 
field  is  large  and  deserves  more  study  than  it  has 
thus  far  received. — C.  Guy  Lane,  M.  D.,  in  New 
England  Journal  of  Medicine. 


CONTINUOUS  CAUDAL  ANALGESIA  IN 
OBSTETRICS  AS  VIEWED  BY  MOTHER. 
BABY  AND  PHYSICIAN* 

By  W.  ROYCE  HODGES,  JR.,  M.  D„ 

Cumberland,  Wld. 

In  any  discussion  of  continuous  caudal  analgesia 
in  obstetrics  it  must  be  remembered  that  both  the 
public  and  the  profession  have  been  somewhat  pre- 
conditioned on  the  subject  before  having  had  any 
actual  contact  with  it.  Much  of  this  preliminary 
influence  may  aptly  be  termed  “air  conditioning,” 
inasmuch  as  some  of  it  has  come  over  the  radio  and 
much  of  it  is  hot  air  with  too  much  emotion,  and  too 
little  attention  to  scientific  facts.  It  is  not  surprising 
that  the  subject  should  receive  such  widespread  atten- 
tion from  the  press  nor  should  this  publicity  in  itself 
be  condemned.  Any  method  which  has  promised 
women  complete  relief  from  all  pains  of  childbirth 
is  bound  to  receive  widespread  publicity.  It  is  cer- 
tainly the  job  of  those  of  us  with  some  considerable 
experience  with  the  method  to  point  out  its  real  ad- 
vantages as  well  as  its  technical  difficulty  and  short- 
comings for  those  who  will  be  using  it  or  who  have 
it  used  for  them. 

In  the  first  place,  “What  is  continuous  caudal 
analgesia?”  It  is  a method  of  relieving  the  pains 
of  childbirth  by  depositing  a solution  of  procaine, 
metycaine  or  some  similar  local  anesthetic  into  the 
peridural  space  by  means  of  a needle  or  catheter  in- 
troduced through  the  sacral  hiatus.  The  term 
“caudal”  applies  only  to  the  point  of  administration 
of  the  drug;  it  is  not  in  this  area  that  the  chief  effect 
of  the  drug  used  is  obtained.  Single  injection  anes- 
thetic preparations  have  been  used  at  irregular  inter- 
vals since  1909;  Cleland  pointed  out  and  proved  in 
1932  that  the  pathway  of  pain  from  the  uterus  to 
the  central  nervous  system  was  over  the  eleventh 
and  twelfth  dorsal  nerve  roots.  It  is  only  by  block- 
ing these  nerves  that  we  do  away  with  the  painful 
sensation  of  uterine  contraction,  the  sensation  of  low 
back  pains,  and  that  caused  by  distention  of  the 
lower  uterine  segment  and  the  perineum,  all  of 
which  are  carried  over  the  lower  lumbar  and  sacral 
nerves.  These,  of  course,  are  blocked  at  the  same 
time  by  any  peridural  injection  which,  when  admini- 
stered through  the  caudal  route,  will  also  involve  the 
eleventh  and  twelfth  thoracic  nerves.  Briefly,  it 
follows  that  with  such  a form  of  peridural  anesthesia, 
the  uterus  continues  to  contract  in  a normal  manner, 
the  first  and  second  stages  proceed  as  without  anal- 
gesia, except  that  the  majority  of  these  patients  are 

•Presented  before  the  Marion  County  Medical  Society,  at  Fair- 
mont, West  Virginia,  January  30,  1945. 
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not  able  to  employ  their  voluntary  muscles  in  bearing 
down  and  helping  to  expel  the  child.  This  disad- 
vantage is  more  than  overcome  by  the  extreme  ease 
with  which  low  forceps  may  be  applied  and  the 
head  readily  delivered  without  trauma  to  mother  or 
child.  There  is  no  argument  from  any  group  but 
that  the  third  stage  is  greatly  shortened  and  facili- 
tated provided  the  uterus  is  let  entirely  alone. 

As  to  the  attitude  of  the  expectant  mother  towards 
this  method  of  pain  relief,  much  depends  upon  her 
mental  preconditioning.  Given  an  average  intelli- 
gent woman  who  is  interested  in  receiving  this 
method  of  pain  relief,  all  that  is  needed  to  convince 
her  is  a quiet,  conversation  with  a physician  who  is 
experienced  in  administering  the  method.  Ordi- 
narily I do  not  bring  up  the  subject  unless  the  patient 
does  so.  As  to  those  patients  who  insist  they  do  not 
want  “that  needle,”  and  there  are  quite  a few  of 
them,  especially  at  first,  I merely  ask  them  to  wait 
until  their  pains  start  before  finally  making  up  their 
mind.  At  this  time  the  one  who  does  not  beg  for 
pain  relief  is  the  rare  exception. 

After  careful  appraisal  of  the  patient  both  from  a 
psychic  and  anatomic  standpoint,  one  is  able  to  de- 
cide whether  or  not  she  is  a good  subject  for  con- 
tinuous caudal  analgesia.  In  a subject  anatomically 
favorable  for  the  method  who  insists  strongly  that 
she  does  not  want  “that  needle”  used  on  her  spine, 
no  efforts  are  made  further  to  influence  her  judg- 
ment in  the  matter.  She  is  simply  told  that  we  will 
use  the  best  method  adaptable  to  her  at  the  time  of 
her  labor.  It  is  interesting  to  observe  that  these 
are  the  very  patients  who,  when  their  labor  pains 
become  hard  and  frequent,  and  actual  delivery  is 
rapidly  approaching,  beg  for  caudal  analgesia,  and  in 
the  end  are  the  most  satisfied  with  it.  There  is  no 
story  which  these  prospective  patients  have  not  heard 
with  regard  to  the  procedure,  anything  from  total 
permanent  paralysis  to  insanity  being  accepted  by 
them  as  true,  but  they  are  still  interested  in  pain  re- 
lief! I remember  one  patient  especially,  a multipara 
who,  though  apparently  believing  many  of  the  wild 
tales  she  had  heard,  came  to  the  labor  room  with 
this  attitude:  “What  if  I am  one  in  a hundred  who 
dies  because  of  an  experiment,  anything  is  worth 
while  to  avoid  that  terrible  pain.”  If  continuous 
caudal  analgesia  has  accomplished  no  other  good, 
it  has  proven  to  those  of  us  who  have  used  it  rather 
extensively  that  the  pains  of  labor  are  such  that 
a woman  has  a right  to  demand  relief,  and  if  this 
method  is  not  the  one  acceptable  by  her  physician 
then  he  must  provide  some  other  procedure  equally 
efficient  and  equally  safe. 


No  matter  how  many  women  one  has  seen  re- 
lieved by  this  method,  one  never  ceases  to  be  as- 
tounded at  the  complete  transformation  from  an 
individual  travailing  with  pain  and  fright  to  one  who, 
within  a relatively  few  minutes,  is  changed  into  a 
calm,  happy,  confident  individual. 

At  the  outset  we  said  that  both  the  laity  and  the 
profession  were  preconditioned  in  their  notion  about 
this  method  of  pain  relief.  It  should  be  obvious  that 
the  baby  has  no  preconceived  notion  as  to  whether  it 
is  good  or  bad,  and  that  perhaps  its  unbiased  opinion 
should  carry  considerable  weight.  I can  and  will  say 
without  fear  of  contradiction  that  the  babies  are  for 
it.  They  cry  immediately  at  birth,  so  quickly,  in  fact, 
that  care  must  be  taken  to  remove  all  mucus  from 
their  respiratory  passages  to  prevent  any  aspiration 
with  their  first  deep  breath.  Our  recent  experience 
backs  up  our  initial  impression  that  all  babies  whose 
mothers  have  received  metycaine  are  definitely  stim- 
ulated by  the  drug,  are  redder  than  normal,  cry  much 
more  spontaneously,  and  in  general  are  much  more 
active  than  babies  born  without  any  anesthetic.  From 
the  standpoint  of  these  two  interested  parties  then, 
it  may  be  summed  up  briefly  by  saying  that  the 
mothers  cry  for  it  and  the  babies  cry  after  it. 

As  I am  getting  this  material  together  a thirty- 
seven  year  old  primipara  has  just  been  admitted  to 
the  labor  room.  Her  membranes  ruptured  this  morn- 
ing, and  pains  began  about  three  hours  ago.  On  ad- 
mission her  blood  pressure  was  176  systolic  and  90 
diastolic.  She  was  exceedingly  apprehensive,  and 
although  her  pains  came  on  only  about  every  eight 
minutes,  they  were  quite  prolonged  and  apparently 
very  severe  in  character.  Following  her  prepara- 
tory enema  the  pains  became  much  more  intense 
and  more  frequent.  An  hour  and  a half  previous  to 
our  seeing  her,  3 grains  of  nembutal  had  been  given 
in  an  effort  to  quiet  her  anxiety,  although  the  same 
amount  of  rain  water  would  have  accomplished  an 
equal  amount  of  good.  When  we  examined  her  the 
head  was  well  engaged,  cervix  dilating  rapidly,  pains 
about  every  two  minutes,  with  the  patient  moving  all 
over  the  bed.  In  other  words,  she  was  in  just  the 
stage  of  labor  in  which  we  feel  continuous  caudal 
analgesia  should  be  started  to  achieve  the  maximum 
result.  After  carefully  preparing  her  back  with  the 
patient  in  the  left  lateral  position  the  caudal  needle 
was  inserted,  with  the  patient’s  insistence,  “That 
hurts  worse  than  any  labor  pain!”  Within  five 
minutes  her  feet  which  had  been  icy  cold  began  to 
feel  warm  both  subjectively  and  objectively,  the 
patient  volunteered  that  her  pains  were  becoming 
much  less  severe,  her  feet  were  numb,  her  appre- 
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hension  disappeared,  and  within  fifteen  minutes  her 
blood  pressure  had  dropped  from  170  systolic  to  150 
systolic  and  90  diastolic.  At  this  time,  three-quarters 
of  an  hour  after  the  administration  of  caudal  anal- 
gesia, she  is  lying  perfectly  quiet,  the  head  is  descend- 
ing rapidly,  and  we  expect  to  deliver  her  within  two 
hours.  (One-half  hour  after  the  caudal  injection, 
the  blood  pressure  was  120  systolic  and  80  diastolic, 
where  it  remained.)  She  was  easily  delivered  with 
low  forceps  and  an  episiotomy.  The  baby  cried  at 
once.  The  mother  had  no  discomfort  and  no  appre- 
hension after  the  onset  of  the  analgesia  which  lasted 
four  hours. 

Finally  we  come  to  the  physician.  Although  he 
may  feel  no  physical  pain,  in  the  long  run  he  is  the 
individaul  who  takes  the  rap.  Anyone  who  has 
delivered  a large  number  of  women  will  have  no 
argument  with  me  on  that  point.  I am  more  than 
glad  to  say  that  in  continuous  caudal  analgesia  as 
given  to  us  by  Doctors  Hingson  and  Edwards,  we 
have  at  our  command  a means  of  answering  favor- 
ably the  old,  old  plea  of  millions  of  mothers:  “Doctor, 
for  God’s  sake  do  something  for  my  pain.”  Prior  to 
the  use  of  continuous  caudal  analgesia  this  plea  was 
often  overlooked,  not  through  any  desire  to  do  so,  but 
simply  because  we  had  no  answer  which  offered  any 
degree  of  safety  to  both  mother  and  baby,  until 
the  patient  had  gone  through  many  long  hard  hours 
of  labor.  True  many  of  these  patients  have  been  so 
completely  narcotized  as  to  make  it  doubtful  if  the 
baby  would  ever  breathe  (and  sometimes  they 
didn’t),  and  so  completely  befuddled  as  to  make 
the  physician  wonder  whether  he  was  working  in  a 
mental  or  a maternity  department! 

Now,  the  question  arises,  “If  this  method  is  as 
good  as  it  is  alleged  to  be,  why  doesn’t  everyone 
immediately  jump  at  it?”  That’s  a fair  question  and 
we  will  try  to  give  a fair  answer.  In  the  first  place, 
those  physicians  who  plan  to  use  continuous  caudal 
analgesia  must  expect  to  lose  many  manv  hours  of 
sleep  in  learning  the  practical  application  of  the  pro- 
cedure. In  addition  to  this  they  can  expect  (and 
will  get)  much  criticism,  not  only  from  the  laity  who 
do  not  know  better,  but  from  the  physicians  who 
should.  Early  in  their  application  of  caudal  anal- 
gesia, there  will  be  too  many  unsatisfactory  results, 
patients  will  blast  the  method  to  their  friends,  and 
from  there  on  the  bridge  table  takes  over.'  If  I had 
not  been  completely  convinced  that  the  good  points 
of  the  caudal  far  outweigh  any  of  the  shortcomings 
I would  long  since  have  given  it  up  and  reverted 
to  those  preparations  which  at  least  guarantee  me  a 
certain  amount  of  sleep  and  relaxation,  even  if  a 
similar  guarantee  cannot  be  given  the  patient. 


There  are  three  stumbling  blocks  to  the  beginner 
in  the  use  of  caudal  analgesia. 

I irst,  technical  difficulties  in  properly  placing  the 
caudal  needle.  This  is  by  far  the  most  frequent 
cause  of  failure  with  the  method  and  can  be  over- 
come only  by  actual  experience  and  practice.  One  is 
greatly  aided  by  seeing  the  method  used  by  more 
experienced  hands  and  this  is  highly  recommended. 

Second,  there  is  always  a tendency  to  start  the 
method  too  early  in  the  course  of  the  patient’s  labor. 
All  workers  in  this  field  are  in  accord  that  seven 
hours  in  the  majority  of  patients  is  the  maximum 
optimum  time.  Eour  to  five  hours  is  even  a better 
length  of  time,  since  one  can  be  certain  of  complete 
relief  during  the  time  the  patient  is  in  greatest  need 
of  it,  and  also  be  assured  that  the  individual  will  not 
become  tired  from  lying  in  one  position.  Too  often 
one  is  greatly  disappointed  following  a perfect  re- 
sult which  is  finally  marred  by  a painful  terminal 
delivery. 

Third  and  last:  These  patients  must  be  con- 
stantly watched  by  individuals  trained  and  experi- 
enced in  the  use  of  the  method  and  the  course  of 
labor  under  this  form  of  analgesia.  In  my  own  ex- 
perience such  an  individual  is,  preferably,  a good 
trained  nurse  experienced  in  the  use  of  and  sympa- 
thetic to  this  method  of  analgesia.  It  goes  without 
saying  that  the  physician  who  administers  the  anes- 
thetic must  be  immediately  available  at  all  times 
since  certain  emergencies  can  and  have  arisen  which 
only  he  can  care  for.  But  to  say  that  a physician 
anesthetist  must  be  constantly  with  every  patient 
during  the  entire  course  of  her  analgesia  is  to  com- 
pletelv  disregard  the  mental  make-up  of  any  phy- 
sician. It  is  somewhat  like  saying  a physician  would 
make  a better  constant  attendant  for  a patient  in  a 
private  room  than  a well  trained  nurse.  I think  if  any 
one  of  us  attempted  to  “special”  the  average  patient 
for  more  than  a half  hour,  he  would  find  the  experi- 
ence very  trying.  The  girls  with  whom  I have  had 
the  good  fortune  to  work  when  using  this  method, 
have  not  only  come  to  be  highly  dependable,  but 
have  taught  me  many  a point  which  I would  have 
otherwise  overlooked.  It  is  due  to  them  as  much  as 
any  other  one  factor  that  this  method  has  proven 
satisfactory  in  our  hands.  No  discussion  of  this  sub- 
ject can  be  fairly  ended  without  giving  the  entire 
credit  to  Doctors  Hingson*  and  Edwardsf  of  the 
United  States  Public  Health  Service  in  their  efforts 
to  keep  this  method  before  the  profession. 

*Dr.  Robert  A,  Higinson,  John  Gaston  Hospital,  Medical  College, 
University  of  Tennessee,  Memphis. 

fDr.  Waldo  B.  Edwards,  USPHS. 
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SEVERE  ERYTHEMA  MULTIFORME 

(ERYTHEMA  MULTIFORME  PLURIORIFICIALIS) 

CASE  REPORT 

By  DAVID  B.  GRAY,  M.  D.,  and 
E.  C.  CLAIR,  M.  D., 

j Charleston,  West  Virginia 

It  is  now  twenty-nine  years  since  Rendu  ^ first 
described  a disease  characterized  by  severe  bullous 
lesions  of  the  mucous  membranes  of  the  eyes,  nose, 
mouth,  penis,  and  anus,  and  a “varicelliform”  cu- 
! taneous  eruption  located  mainly  on  the  extremities. 

I Stevens  and  Johnson  ^ reported  two  cases  of  erup- 
! five  fever  with  stomatitis  and  ophthalmia.  They 
presented  them  as  a new  infectious  disease  of  un- 
; known  etiology,  a distinct  and  separate  clinical  en- 

‘ tity.  Wheeler  “ described  a case  of  eruptive  fever 

I closely  resembling  erythema  multiforme  in  which 
i the  purulent  conjunctivitis  resulted  in  blindness  in 
1 one  eye  and  partial  loss  of  vision  in  the  other.  A case 
I reported  by  Rutherford  * had  cutaneous  lesions 
closely  resembling  those  in  the  cases  reported  by 
^ Stevens  and  Johnson,  and  both  eyes  eventually  had 
i to  be  enucleated.  Bailey  = reported  three  cases.  All 
■ suffered  partial  loss  of  vision.  Ginandes  “ reviewed 
' nine  cases  and  reported  a tenth.  Seven  of  the  cases 
i became  totally  blinded.  Ageloff  " reported  a case 
of  erythema  multiforme  bullosum  with  involvement 
of  the  mucous  membranes  of  the  eyes  and  mouth. 
A case  of  an  eruptive  fever  involving  the  mouth 
I and  eyes  was  reported  by  Murphy.® 

I Lever  ® presented  a ver)’  comprehensive  review  of 
the  disease,  an  excellent  discussion  of  the  various 

! 

clinical  manifestations,  and  a report  of  two  cases. 

‘ For  any  additional  data  on  this  disease,  the  reader  is 
j referred  to  this  monograph. 

The  etiology  is  unknown. “ ® Many  drugs  have 
been  suggested  as  the  precipitating,  if  not  the  under- 
lying  cause.  Among  these  agents  are  phenolphtha- 
lein,  sulfonamides,  inorganic  arsenic,  iodine  antipy- 
rine,  and  barbiturates. 

The  gross  pathology  is  that  of  a severe  exudative 
and  inflammatory  reaction  involving  primarily  the 
mucous  membranes  of  the  body,  that  is,  the  conjunc- 
tiva of  the  eyes,  and  the  mucous  membranes  of  the 
nose,  mouth,  pharynx,  trachea,  penis,  and  rectum. 
The  skin  also  is  involved,  particularly  the  perioral 
region,  the  palms  of  the  hands,  and  the  soles  of  the 
feet,  followed  by  a well  defined  vesicular  eruption 
of  the  upper  and  lower  extremities  varying  in  size 
from  1 mm.  to  2 cm.  in  diameter. 

The  general  reaction  of  the  individual  to  the 
disease  is  characterized  by  sudden  onset  of  high  fever, 
headache,  restlessness,  moderate  itching  of  the  skin. 


anorexia,  marked  photophobia,  and  dysuria.  In  the 
typical  case  the  individual  has  been  apparently  quite 
healthy.  There  is  sudden  onset  of  headache  and 
fever.  The  mucous  membranes  of  the  mouth  and 
tongue  soon  become  vesiculated,  and  the  perioral 
region  is  erythematous.  Within  twenty-four  hours 
conjunctivitis  and  rhinitis  are  noted.  There  is  also 
a marked,  well-defined  erythema  of  the  palms  of  the 
hands  and  the  soles  of  the  feet.  Thirty-six  to  seventy- 
two  hours  after  onset  large  bullae  appear  on  the 
hands  and  feet,  and  vesicles  appear  on  the  upper  and 
lower  extremities.  By  this  time  the  mouth  and 
tongue  have  become  ulcerated,  and  balanitis  has  de- 
veloped. The  individual  is  unable  to  eat  because  of 
dysphagia,  and  soreness  of  the  mouth.  Mucus  in 
the  throat  is  tenacious,  salivation  is  profuse,  and 
photophobia  is  marked.  The  temperature  is  generally 
102  F.  to  105  F.  in  the  evenings.  There  is  a small 
amount  of  mucous  discharge  from  the  anus.  The 
crisis  of  the  disease  is  usually  reached  between  the 
fifth  and  the  tenth  days.  Convalescence  is  slow 
but  progressive,  and  recovery  is  usually  within  three 
to  four  weeks  after  onset. 

There  is  no  specific  treatment  at  present.  Treat- 
ment is  directed  toward  the  maintenance  of  fluid 
balance,  adequate  caloric  intake,  sufficient  vitamin 
therapy,  and  prevention  of  secondary  infections. 
Particular  care  is  given  to  the  eyes. 

The  following  case  is  presented  as  typical  of  this 
disease: 

CASE  REPORT 

H.  J.  M.,  a five-year-old  white  boy,  was  ad- 
mitted to  the  hospital  on  June  9,  1945.  Two  days 


Fig.  1.  This  picture  was  taken  on  the  eleventh  day  of  the 
illness.  However,  the  lesions  of  the  face  are  still  evidenced, 
the  loss  of  skin  of  the  palm  of  the  left  hand  can  be  seen, 
and  the  balanitis  is  also  quite  distinct. 
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prior  to  admission  this  child  had  a sudden  onset  of 
headache  and  fever.  Eighteen  hours  later  swelling 
of  the  lips,  and  cheilosis  were  noted.  Thirty  hours 
after  onset  small  macidopapular  eruptions  were  seen 
about  the  mouth  and  cheeks,  and  soon  thereafter 
blisters  were  noted  on  the  tongue  and  mucous  mem- 
branes of  the  mouth.  Two  days  after  onset  of  the 
illness  the  palms  of  the  hands  and  plantar  surfaces 
of  the  feet  were  scai'let  red  in  color,  and  within  the 
next  twelve  hours  large  blisters  began  to  form. 
Marked  conjunctivitis  and  balanitis  were  also  ob- 
served, and  large  bullous  eruptions  of  the  arms, 
forearms,  legs,  and  thighs  began  to  form.  Fever 
persisted,  ranging  between  102  F.  and  105  F'.  The 
fluid  intake  was  minimal.  Temporary  urinary  re- 
tention, and  distention  occurred.  There  was  a 
moderately  severe  proctitis,  and  perianal  dermatitis. 
There  were  only  a few  small  macidopapular  erup- 
tions on  the  chest  and  abdomen. 

Physical  examination  revealed  a critically  ill  child 
lying  in  bed  in  a very  restless,  uncooperative  state. 
There  was  a large  encrusted  lesion  of  the  face  in- 
volving the  perioral  region  and  cheeks.  The  eyelids 
were  swollen  and  red.  The  conjunctiva  of  both 
eyes  was  acutely  inflamed,  and  there  was  profuse 
thick,  yellowish  discharge.  The  mucous  membrane 
of  the  nose  was  swollen  and  encrusted,  and  breath- 
ing was  obstructed.  The  mucous  membrane  of  the 
mouth  was  likewise  inflamed  and  ulcerated  in  ap- 
pearance. The  lips,  gums,  and  tongue  were  ulcer- 
ated and  bleeding.  There  was  a slight  rash  on  the 
neck,  but  no  lymphadenopathy.  The  heart  was 
normal  in  size,  and  regular  in  rate,  force,  and 
rhythm.  There  was  a moderate  tachycardia.  The 
lungs  were  clear  to  percussion  and  ausculation. 
There  was  a slight  enlargement  of  the  liver,  and 
the  liver  edge  was  tender  to  palpation.  The  spleen 
and  kidneys  were  not  palpable.  No  rigidity  or  masses 
were  noted.  There  was  an  extensive,  idcerative  erup- 
tion of  the  prepuce  of  the  penis,  and  a moderate 
exudation.  There  was  a very  well-defined  ery- 
thema of  the  palms  of  the  hands  and  soles  of  the 
feet  with  beginning  bullous  lesions.  There  were 
also  numerous  macidopapular,  and  vescular  lesions  of 
the  extremities. 

There  was  no  history  of  any  previous  serious  ill- 
ness. At  eighteen  months  of  age  he  had  a “peculiar 
eruption”  of  the  right  side  of  the  face.  One  year 
previous  to  admission  he  had  a sore  throat  and 
hypertrophied,  unobstructed  tonsils.  In  the  summer 
of  1944  he  had  the  mumps. 

The  father,  mother,  and  five  siblings  are  living, 
and  well.  The  child’s  great  uncle,  great  aunt,  and 
grandmother  on  the  maternal  side  of  the  family  had 


Fig.  2.  This  is  snother  view  taken  on  the  eleventh  day  of  the 
illness.  It  shows,  in  addition  to  the  other  mentioned  findings, 
the  lesions  of  the  extremities,  particularly  of  the  lower. 


had  tuberculosis.  I here  has  never  been  any  cancer, 
diabetes,  or  allergic  disease  in  the  family. 

On  admission  the  urinalysis  showed  only  a few 
pus  cells,  and  a specific  gravity  of  1.030.  The  red 
blood  count  was  3,500,000,  hemoglobin  72  per  cent, 
color  index  1.0.  The  white  blood  count  was  5,100 
with  54  segmented  polymorphonuclear,  20  non- 
segmented  polymorphonuclear,  24  Ivmphocytes,  and 
2 hasophiles.  The  blood  serology  ( Hinton  and 
Mazzini  test)  was  negative.  A blood  cidture  was 
negative.  A second  urinalysis  on  the  following  day 
revealed  a trace  of  albumin,  and  10-15  red  blood 
cells  per  high  powered  field. 

Eighteen  hours  after  onset  of  illness  the  child 
received  Gm.  sulfathiazole,  four  hours  and  eight 
hours  later  V2  Gm.,  and  then  0.25  Gm.  every  four 
hours  for  several  doses.  This  was  then  discontinued. 
The  administration  of  penicillin  was  begun  forty- 
eight  hours  after  onset  of  the  illness:  20,000  units 
initially,  and  then  10,000  units  every  three  hours, 
intramuscularly.  A total  of  500,000  units  was 
given,  and  the  drug  then  discontinued.  Small  doses 
of  codeine  were  given  subcutaneously  for  restlessness. 
Five  per  cent  dextrose  in  normal  saline  solution  was 
given  intravenously  in  amounts  of  1,000  to  2,000 
cc.  daily.  Vitamin  C,  500,  400,  300,  200  and  200 
mg.  was  given  with  the  intravenous  fluid  on  suc- 
cessive days.  Thiamin  hydrochloride  200  mg.  daily, 
and  vitamin  B complex,  4 cc.  daily  was  given  intra- 
venously. Calcium  gluconate,  Gm.  1 daily,  was 
also  given  in  the  intravenous  infusions  for  three 
days. 
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The  progress  of  the  patient  was  steadily  worse  for 
the  first  seventy-two  hours  following  admission.  On 
the  fifth  hospital  day  the  child  was  greatly  im- 
proved, responded  to  questioning,  and  began  to  take 
fluids  in  small  quantities  by  mouth.  The  bullous 
eruptions  began  to  subside,  leaving  rather  deeply  pig- 
mented spots,  and  a few  umbilicated  lesions.  On 
the  eighth  day  the  skin  was  lost  from  the  palms  of 
the  hands  and  the  plantar  surfaces  of  the  feet. 
Meticulous  care  of  the  eyes  using  boric  acid  washes 
frequently,  and  yellow  oxide  of  mercury  was  suffi- 
cient to  prevent  any  corneal  ulceration,  and  on  the 
ninth  day  the  conjunctivitis  was  greatly  improved 
with  only  slight  discharge.  The  balanitis  was  also 
improved.  The  tongue  and  mouth  began  to  heal 
rapidly.  Fluid  intake  by  mouth  was  good.  Progress 
was  very  rapid  thereafter,  and  the  child  left  the 
hospital  on  the  twelfth  day  in  good  condition  al- 
though some  of  the  skin  lesions  were  not  completely 
healed. 

A follov/-up  examination  four  months  after  onset 
of  the  illness  showed  the  child  to  be  in  good  health 
with  no  apparent  sequelae  except  some  depigmenta- 
tion in  the  places  where  the  vesicular  lesions  had 
been.  There  was  no  evidence  of  corneal  damage, 
and  \'ision  was  good. 


Fig.  3.  This  is  another  view  which  shows  the  inflammation 
of  the  eyes  more  ciearly.  However,  at  this  time  the  condi- 
tion had  improved  considerably. 


CONCLUSIONS 

A case  of  severe  eruptive  fever  in  a young  child  is 
presented  as  being  typical  of  that  described  by  Rendu, 
Stevens-Johnson,  and  others. 

The  diagnosis  is  based  on  the  following:  Bullous 


lesions  of  the  extremities,  severe  conjunctivities, 
stomatitis,  and  balanitis. 

It  is  felt  that  supportive  treatment  directed  toward 
the  maintenance  of  fluid  balance,  adequate  caloric 
intake,  particularly  by  intravenous  infusion,  sufficient 
vitamin  therapy,  and  prevention  of  secondary  infec- 
tions, with  close  attention  being  given  to  the  care 
of  the  eyes  aided  materially  in  the  rapid,  uncompli- 
cated recovery  in  this  case. 

Penicillin  in  doses  of  20,000  units  initially,  and 

10.000  units  every  three  hours  for  a total  dosage  of 

500.000  units  failed  to  produce  any  beneficial  change 
in  the  condition  of  the  patient.  However,  the  use  of 
penicillin  may  have  aided  in  the  prevention  of  sec- 
ondary infection  in  the  open  skin  lesions. 

The  careful  treatment  of  the  eyes  locally,  to- 
gether with  penicillin  intramuscularly,  was  suffi- 
cient to  prevent  any  untoward  complications  in  the 
eyes. 

In  this  case  there  was  no  history  of  the  use  of 
any  medicine,  laxative,  or  herb  by  the  patient  at 
any  time.  Neither  was  there  a history  of  allergy  in 
either  the  patient  or  his  family. 

The  prognosis  is  usually  good  in  these  cases. 
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SOUTHEASTERN  SURGICAL  CONGRESS 

The  Southeastern  Surgical  Congress  will  hold  an 
Assembly  at  the  Peabody  Hotel,  in  Memphis,  Ten- 
nessee, March  11-13,  1946.  All  members  of  the 
medical  profession  are  invited  to  attend.  Full  in- 
formation concerning  the  program  may  be  obtained 
by  addressing  Dr.  T.  B.  Beasley,  Secretary-Man- 
ager, Atlanta  3,  Georgia. 
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The  President’s  Page 


The  initiative  in  any  program  for  medical  care  should  always  come 
from  the  physicians  themselves,  the  reason  being  that  ultimately  the 
physician  is  the  one  who  must  deliver  the  service. 

It  is  my  belief  that  the  doctors  are  doing  a good  job  in  their 
support  of  the  voluntary  hospital  and  medical  service  insurance  plans. 
Voluntary  insurance  plans  are  meeting  a definite  need  today.  How- 
ever, such  plans  are  not  the  complete  answer  to  the  problem  of  medical 
care  in  West  Virginia. 

My  concept  of  medicine  is  that  it  is  the  duty  as  well  as  the  re- 
sponsibility of  the  physicians,  together  with  the  general  public,  to 
provide  adequate  medical  and  hospital  care  for  all  the  members  of 
society  whose  economic  status  deprives  them  of  such  services  today. 

While  much  has  been  done  to  prommte  voluntary  hospital  and 
medical  service  plans  for  the  segment  of  the  population  able  to  buy 
the  contracts,  the  indigent  and  the  medically  indigent  continue  to 
suffer  from  medical  neglect.  This  is  the  real  medical  problem  demand- 
ing solution  today,  not  tomorrow.  This  large  group  of  our  citizenry 
is  demanding  prompt  action  on  the  part  of  legislators. 

Any  program  of  medical  care  for  the  indigent  and  medically  indi- 
gent must  be  able  to  stand  up  against  the  charge  that  it  is  “state 
medicine.”  I do  not  believe  it  is  possible  to  organize  and  administer 
any  system  of  m.edical  care  for  the  indigent  except  through  the  state, 
nor  do  I believe  it  possible  for  the  doctors  to  be  paid  for  services  ren- 
dered the  medically  indigent  except  by  the  state.  There  is  no  need  to 
talk  about  the  free  choice  of  physician  where  none  exists,  nor  can 
exist,  under  the  present  program  of  caring  for  this  large  portion  of 
the  population. 

It  is  significant  that  our  theme  song  in  Washington  thus  far  has 
been  to  warn  Congress  and  legislative  groups  that  they  dare  not  disturb 
our  hallowed  “doctor-patient”  relationship.  Is  it  not  possible  that 
we  may  be  working  this  expression  overtime?  What  of  the  program 
of  caring  for  the  veteran  and  his  family?  Would  it  not  have  been  better 
for  us  to  have  long  since  presented  a plan  for  the  return  of  the  veteran 
to  his  own  comm.unity  environment,  to  be  cared  for  by  his  own  doctor, 
in  the  hospital  of  his  own  choice?  Will  the  veteran  be  happy  and 
contented  in  the  environment  now  being  proposed  and  executed  in 
veterans  hospitals? 

Are  we  doing  the  best  we  can  when  we  argue  so  long  and  lustily 
for  the  negative  and  then  fail  to  propose  something  constructive? 

Let’s  all  heed  the  admonition  of  the  disciple  Luke:  “Physician, 
heal  thyself.”  (Luke  4:23.) 


President. 


February,  1946 


The  West  Virginia  Medical  Journal 


43 


West  Virginia  Medical  Journal 

' Official  Journal  of 

The  West  Virginia  State  Medical  Association 
302  Atlas  Building,  Charleston,  West  Virginia 


Editor 

Walter  E.  Vest,  M.  D.  (1946) Huntington 

Associate  Editors 

Edward  J.  Van  Liere,  M.  D.  (1950) Morgantown 

W.  M.  Sheppe,  M.  D.  (1949) Wheeling 

R.  H.  Edwards,  M.  D.  (1948) Welch 

G.  G.  Irwin,  M.  D.  (1947) Charleston 

Editor  Emeritus 

James  R.  Bloss,  M.  D Huntington 

Business  Manager 

Mr.  Charles  Lively Charleston 


Published  monthly  on  the  first  day  of  the  month,  at  Charleston, 
by  The  West  Virginia  State  Medical  Association. 

Original  articles  are  accepted  on  condition  that  they  are  con- 
tributed exclusively  to  the  Journal. 

Advertising  rates  furnished  upon  request.  All  advertisements 
must  conform  to  the  standard  established  by  the  Council  of 
Pharmacy  and  Chemistry  of  the  American  Medical  Association. 

Address  all  communications  to  Business  Manager,  West  Virginia 
Medical  Journal,  Box  1031,  Charleston  24,  West  Virginia.  Tele- 
phone, Capitol  34-625. 


SUBSCRIPTION  $3.50  PER  YEAR 

Entered  as  second-class  matter,  January  1,  1926.  Acceptance 
for  mailing  at  special  rate  of  postage  provided  for  in  Section  1103, 
Act  of  Octoper  3,  1917.  Authorized  July  24,  1919. 


A MERITORIOUS  SUGGESTION 

Some  of  the  churches  have  definite  educational 
programs  endeavoring  .to  acquaint  their  members 
with  both  sides  of  social  and  economic  questions 
facing  the  populace  for  solution.  One  of  the  out- 
standing of  these  is  “P'ellowship  Forums,”  pub- 
lished in  the  Adult  Stude?it,  a Sunday  school  maga- 
zine of  the  Methodist  Church. 

In  the  September  issue  of  this  periodical,  an  anony- 
mous editorial  writer  discusses  the  Murray- Wagner- 
Dingell  bill  pro  and  con,  and  suggests  that  a satis- 
factory solution  would  be  widespread  voluntary 
sickness  insurance  with  a governmental  arrangement 
at  the  state,  county  or  local  level  for  aiding  in  the 
payment  of  premiums  for  those  individuals  who  are 
in  the  low  income  and  indigent  groups.  While  some 
of  the  historical  details  of  the  article  are  not  exactly 
correct,  generally  it  is  so  fair  and  comprehensive  a 
presentation  of  the  question  economically  and  politi- 
cally, and  the  suggested  solution  is  so  challenging, 
that  we  feel  both  author  and  publication  are  due  the 
thanks  of  the  medical  profession  and  of  that  segment 
of  the  citizenry  which  is  not  yet  willing  to  turn  over 
to  Federal  bureaucrats  the  direction  and  manage- 
ment of  the  detailed  life  of  the  individual  American. 

The  final  section  of  the  article  is  especially  well 


thought  out  and  succinctly  presented,  and  we  quote 
it  by  permission  of  the  editor  of  the  Adult  Student'. 

“The  practice  of  medicine  has  become  such 
a specialized  profession  that  it  is  impossible  for 
one  person  to  possess  anything  like  a full  range 
of  medical  knowledge.  As  the  various  phases  of 
medicine  have  become  more  sharply  defined, 
doctors  have  of  necessity  learned  to  work  more 
closely  together.  The  clinic  practice  of  medicine 
is  steadily  on  the  increase,  because  it  has  allowed 
doctors  to  practice  better  medicine  on  more 
people  and  at  the  same  time  given  them  greater 
opportunity  to  keep  abreast  of  the  advances  in 
the  profession.  There  is  only  one  reason  why 
the  clinic  method  may  fail:  Its  members  may 
come  to  regard  their  patients  as  “cases,”  not 
human  beings. 

“The  professional  stimulus  to  one  another  of 
a closely  knit  group  of  doctors  is  the  best  guar- 
anty there  is  of  competent  medical  care.  This 
type  of  care  can  become  more  and  more  widely 
available  if  citizens  are  also  willing  to  assume 
some  of  the  responsibility  of  securing  it  for 
themselves  by  taking  out  health  insurance. 

“If  citizens  are  willing  to  prepay,  through 
insurance,  instead  of  postpaying  their  health 
bills,  both  they  and  the  medical  profession  re- 
main independent. 

“At  the  local,  county,  or  state  level  there 
should  be  provision  for  assisting  individuals  in 
low-income  groups  with  the  payment  of  health- 
insurance  premiums. 

“Many  health  problems  require  the  assistance 
of  the  State.  Certainly  the  health  of  its  citizens 
is  of  prime  importance.  But  much  of  our  mental 
stamina  withers  in  the  presence  of  a too-pater- 
nalistic  State. 

“The  health  of  every  citizen  is  a serious 
concern  of  the  nation.  But  the  function  of  the 
nation  in  caring  for  the  citizen’s  health  should 
be  on  the  side  of  enlightening  and  encouraging 
him  to  assume  as  much  responsibility  as  he  can 
physically  and  economically  muster. 

“There  is  a vast  difference  between  a State 
that  hires  physicians  to  treat  its  citizens  and  one 
that  simply  aids  citizens  in  paying  premiums  to  a 
wide  variety  of  insurance  companies  that  write 
health  insurance.  The  latter  procedure  could 
and  should  provide  just  as  much  medical  care 
as  the  former.  At  the  same  time  the  State 
leaves  its  citizens  free.  The  medical  profession 
is  allowed  to  continue  its  search  for  answers  to 
the  multitudinous  professional  problems  that 
confront  it.  Advancement  for  the  doctor  is 
based  on  how  well  he  pleases  the  patients  and 
his  confreres. 
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“The  plan  sketched  above  should  provide 
adequate  care  without  the  intimate  involvement 
of  the  government  in  the  actual  process  of  treat- 
ing the  patient.” 

HUNTINGTON  IN  MAY 

A preview  of  the  tentative  program  arranged  by 
the  Scientific  Work  Committee  for  the  79th  annual 
meeting  of  the  State  Medical  Association  is  sufficient 
to  convince  us  that  a modern  attendance  record 
will  be  set  at  Huntington  next  May.  If  all  the 
speakers  who  have  been  invited  accept  assignments 
on  the  three-day  program,  doctors  of  W^est  Virginia 
are  assured  scientific  sessions  second  to  none  ever 
before  presented  at  a medical  meeting  in  this  state. 

T'he  demand  for  space  for  technical  exhibits  is 
heavier  than  ever,  and  there  is  no  doubt  that  all 
booths  available  will  be  sold  long  before  the  date 
of  the  meeting.  Space  in  the  large  room  set  aside 
for  scientific  exhibits  is  being  taken  by  hospitals, 
clinics,  and  individuals  who  are  arranging  interesting 
exhibits  in  keeping  with  the  high  class  scientific  pro- 
gram that  will  be  presented. 

While  convention  headquarters  will  be  estab- 
lished at  the  Prichard  Hotel,  rooms  may  be  reserved 
at  the  other  hotels  in  Huntington.  If  reservations 
are  made  now,  doctors  should  have  no  diffictdty  in 
obtaining  accommodations  for  themselves  and  wives 
for  the  full  three  days  of  the  convention. 

The  fact  that  no  annual  meeting  was  held  in  1945 
would  normally  mean  a large  attendance  in  1946, 
but  the  added  attraction  of  the  annual  meeting  of 
the  Woman’s  Auxiliary,  resumed  after  cancellation 
of  the  meeting  last  year,  should  result  in  an  attend- 
ance at  the  Huntington  meeting  in  excess  of  the 
modern  record  set  in  that  city  in  1942. 

CORRECTIVE  AND  THERAPEUTIC  EXERCISE 

Training  in  physical  education  has  been  and  un- 
doubtedly will  continue  to  be  important  relative  to 
the  field  of  physical  medicine  in  certain  types  of 
work  or  as  preprofessional  training,  but  there 
should  be  no  misunderstanding  relative  to  the  fact 
that  a person  who  is  trained  in  physical  education 
only  is  a layman  and  should  not  be  considered  as 
a trained  technical  assistant  except  in  rather  lim- 
ited circumstances.  The  fact  that  a large  part  of 
the  literature  concerning  corrective  and  thera- 
peutic exercise  has  come  from  persons  trained  in 
physical  education  should  stir  physicians  who  are 
more  adequately  trained  in  physiology  and  pathol- 
ogy of  disease  to  be  more  aware  of  corrective  or 
therapeutic  exercise.  The  physician  should  learn 
that  exercise  in  an  over-all  plan  of  treatment  can- 
not be  applied  adequately  or  correctly  unless  he 
understands  the  physiologic  effects,  dose,  effect  in 
specific  conditions  and  what  is  to  be  accomplished 
in  general  better  than  the  person  administering  it. 
— Archives  of  Physical  Medicine. 


General  News 


ONLY  FIVE  DISEASES  CLASSED 

AS  OUARANTINABLE  BY  PHC 

Only  five  communicable  diseases  are  quarantin- 
able  in  West  Virginia  under  revised  regulations 
adopted  by  the  Public  Health  Council  at  a meeting 
held  at  Charleston,  January  7,  1946.  Diphtheria, 
smallpox,  epidemic  typhus  (louse-borne),  plague, 
and  cholera  are  still  classed  as  quarantinable,  but 
placarding  is  required  only  for  smallpox,  cholera 
and  plague.  Previously,  measles,  meningococcus- 
meningitis,  poliomyelitis,  scarlet  fever  and  whoop- 
ing cough  have  been  quarantinable.  For  other  com- 
municable diseases,  isolation  of  the  patient  only  is 
required,  and  child  contacts  are  to  be  excluded  from 
school  as  indicated  on  the  chart  of  the  “Common 
Communicable  Diseases,”  recently  prepared  for 
distribution  by  the  state  health  department. 

The  new  regulations  were  approved  by  the  Coun- 
cil of  the  West  Virginia  State  Medical  Association 
at  a meeting  held  in  October,  1945,  and  the  public 
health  council  has  fixed  July  1,  1946,  as  the  official 
effective  date. 

The  state  health  department  has  suggested  that 
all  local  health  departm.ents  adopt  the  new  regula- 
tions immediately  so  that  ground  work  may  be  laid 
before  they  actually  become  law.  This  is  necessary 
because  all  regulations  of  the  public  health  council 
must  be  advertised  locally  before  they  can  be  offi- 
cially put  into  effect. 

A new  communicable  disease  code  patterned 
closely  after  the  American  Public  Health  Associa- 
tion’s manual  on  “The  Control  of  Communicable 
Diseases”  was  also  adopted  by  the  public  health 
council.  This  action  was  also  recommended  by  the 
Council  of  the  State  Medical  Association. 

In  households  where  diphtheria  exists,  if  isola- 
tion is  adequate,  adult  contacts  are  to  be  quaran- 
tined only  when  their  occupation  involves  handling 
foods  or  close  association  with  children,  and  then 
only  until  it  is  shown  by  bacteriologic  examination 
that  they  are  not  carriers.  Under  the  new  regula- 
tions, it  is  suggested  that  in  reporting  malaria  to 
the  local  health  department,  information  should  be 
furnished  to  show  whether  or  not  the  disease  was 
contracted  within  the  continental  limits  of  the 
United  States,  and,  especially  if  it  could  have  been 
contracted  in  West  Virginia.  When  a communicable 
disease  develops  among  the  children  attending 
school,  the  new  regulations  provide  that  the  schools 
should  remain  open  as  usual,  but  that  children  ex- 
hibiting suspicious  symptoms  should  be  excluded 
from  classes. 

Until  the  new  revised  bulletin  of  the  state  health 
department  on  communicable  diseases  is  printed 
and  released,  the  manual  of  the  American  Public 
Health  Association  (1945)  is  to  be  used  as  a guide. 

While  pellagra  is  no  longer  reportable,  the  fol- 
lowing have  been  added  to  the  list  of  reportable 
diseases. 

Epidemic  diarrhea  of  the  new  born 

Favus 

Food  infections  (Salmonellosis) 

Food  poisoning  (Staphylococcus  and  Botulinus) 
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Granuloma  inguinale 

Infectious  kerato-conjunctivitis 

Lymphogranuloma  venereum 

Rat-bite  fever 

Relapsing  fever 

Rheumatic  fever 

Puerperal  infections 

Typhus  fever 

Weil’s  disease 

Glanders 

Acute  infectious  hepatitis 
Pneumonia  (all  types) 

Except  in  localized  epidemics,  the  following  di- 
seases are  to  be  reported  by  number  of  cases  seen 
instead  of  by  name:  Chickenpox  (under  fifteen 
years),  mumps,  german  measles,  influenza,  and 
pneumonia  (all  types). 

Reports  of  communicable  disease  cases  are  to  be 
made  to  the  local  health  departments  as  usual  by 
phone,  personal  communication,  or  on  special  forms 
supplied  for  the  purpose. 


ANNUAL  STATE  HEALTH  CONFERENCE 

The  annual  State  Health  Conference  will  be  held 
at  the  Prichard  Hotel,  at  Huntington,  May  2-4,  1946. 
The  conference  will  begin  on  the  morning  of  May  2, 
and  continue  until  noon  on  May  4.  The  state  health 
department  has  already  arranged  for  exhibits  at 
the  conference,  and  local  health  workers  will  be 
asked  to  provide  displays. 

An  institute  for  clerks  of  local  health  depart- 
ments will  be  conducted  in  connection  with  the 
meeting.  The  institute  will  be  held  on  the  after- 
noon of  May  3 and  the  morning  of  May  4,  and  will 
provide  an  opportunity  for  group  discussion  of  cur- 
rent problems. 


HOPEMONT  LIMITS  ADMISSIONS 

A shortage  in  nursing  personnel  at  Hopemont 
Sanitarium  (tuberculosis)  has  resulted  in  a change 
of  regulations  that  will  provide  for  the  admission 
of  ambulatory  patients  only. 

The  sanitarium  now  has  420  patients,  with  only 
eight  full-time  and  three  part-time  registered 
nurses  on  duty.  The  superintendent  has  stated  that 
it  has  been  impossible  for  him  to  find  additional 
nurses  at  this  time,  and  the  state  board  of  control 
reports  that  at  least  thirty  more  registered  nurses 
are  needed  at  the  institution. 


SCIENTIFIC  EXHIBITS 

The  Committee  on  Scientific  Exhibit  requests 
that  all  members  who  desire  to  arrange  exhibits 
at  the  annual  meeting  of  the  State  Medical  Asso- 
ciation at  Huntington,  May  13-15,  1946,  file  appli- 
cation immediately  for  space.  ’While  several 
exhibits  have  already  been  arranged,  there  is 
st’ll  soace  that  can  be  allotted.  Applications 
should  be  addressed  to  Dr.  Hu  C.  Myers,  Philippi, 
chairman  of  the  committee,  or  may  be  trans- 
mitted through  Dr,  C.  B.  Wright,  of  Huntington, 
or  Dr.  Clement  C.  Fenton,  of  Morgantown,  mem- 
bers of  the  committee. 


BILLS  IN  COMPENSATION  CASES  TO  BE 
SUBMITTED  BY  DOCTORS  IN  DUPLICATE 

A change  in  the  regulations  concerning  the  sub- 
mission by  doctors  of  bills  for  services  rendered  has 
been  announced  by  Mr.  E.  B.  Pennybacker,  state 
compensation  commissioner,  effective  immediately. 
All  bills  must  now  be  submitted  to  the  commis- 
sioner in  duplicate,  and  medical  reports  must  be 
filed  before  or  at  the  same  time  bills  are  rendered. 

This  change  in  procedure  will  protect  the  doctor 
who  submits  his  bills  within  the  prescribed  90-day 
limit,  notwithstanding  any  delay  in  having  the  bill 
approved  within  that  time  by  the  subscriber  or 
employer. 

The  Workmen’s  Compensation  Act  was  amended 
at  the  1943  session  of  the  legislature  so  as  to  re- 
quire the  submission  of  bills  within  ninety  days 
after  services  are  rendered.  Frequently  the  bills, 
which  have  to  be  approved  by  the  employer,  have 
not  been  returned  to  the  compensation  commis- 
sioner before  the  expiration  of  the  time  limit,  which 
has  resulted  in  a great  deal  of  confusion  and  delay 
in  payment. 

In  the  future,  if  no  objection  to  the  payment  of 
the  bill  is  received  by  the  commissioner  from  the 
employer  within  fifteen  days  after  it  is  submitted 
by  the  doctor,  payment  will  be  authorized  to  the 
same  extent  as  if  the  bill  had  been  regularly  ap- 
proved. 


NEW  TB  REPORT  FORM 

A new  confidential  report  form  to  be  used  for 
reporting  tuberculosis  has  been  adopted  by  the 
state  health  department  and  distributed  to  all  local 
health  departments.  The  new  form  replaces  the 
old  form,  CD-8,  which  has  been  in  use  for  several 
months.  Local  health  departments  are  requested 
to  report  all  new  cases  of  tuberculosis  on  the  new 
form  and  submit  them  weekly  to  the  Collaborating 
Epidemiologist,  State  Health  Department.  The  re- 
ports are  to  be  treated  as  confidential  and  mailed 
under  cover. 

While  the  card  is  at  present  used  only  by  local 
health  departments,  it  is  probable  that  the  state 
health  department  will  ask  that  the  form  be  ap- 
proved by  the  West  Virginia  State  Medical  Asso- 
ciation so  that  it  can  be  used  by  doctors  over  the 
state.  The  new  form  has  already  been  approved  by 
the  public  health  council. 


WILL  LECTURE  IN  CENTRAL  AMERICA 

Dr.  Paul  H.  Harmon,  medical  director  of  the 
Morris  Memorial  Hospital  for  Crippled  Children, 
at  Milton,  has  accepted  an  invitation  to  give  two 
lectures  on  orthopaedic  subjects  before  the  Collegio 
Medico  de  El  Salvador  on  March  20-21.  He  will 
leave  Huntington  on  March  14,  and  while  gone  will 
visit  other  hospitals  and  medical  institutions  in 
Central  America. 


PHC  REELECTS  DOCTOR  VEST 

At  a meeting  of  the  Public  Health  Council,  held 
at  Charleston,  January  7,  Dr.  Walter  E.  Vest,  of 
Huntington,  was  reelected  president  for  a fifth  con- 
secutive two-year  term.  He  has  been  a member  of 
the  Council  since  1933,  and  has  served  as  its  presi- 
dent since  1937. 


46 


The  West  Virginia  Medical  Journal 


February  y 1946 


GENERAL  BRADLEY  GIVEN  FREE 

HAND  IN  VA  MEDICAL  AFFAIRS 

A department  of  medicine  and  surgery  was 
created  in  the  Veterans  Administration  under  the 
provisions  of  H.  R.  4717,  signed  by  President  Tru- 
man early  in  January.  General  Omar  Bradley  im- 
mediately designated  Major  General  Paul  R, 
Hawley,  MC,  as  acting  chief  medical  director. 
Citing  the  great  need  for  personnel,  General  Haw- 
ley has  authorized  the  employment  of  1,125  doc- 
tors, 1,200  nurses,  and  100  dentists,  to  fill  present 
vacancies. 

The  bill  provides  that  the  chief  medical  director 
is  to  receive  a salary  of  $12,000  a year,  the  deputy 
director  $11,500,  and  assistant  medical  directors 
(not  to  exceed  eight)  $11,000  each.  Appointments 
of  key  executives  will  be  for  a four-year  term- 
Reappointments  will  be  for  the  same  term.  Doctors 
employed  by  the  Veterans  Administration  will  re- 
ceive compensation  as  follows: 

Chief  grade,  $8,750  minimum  to  $9,800  maxi- 
mum 

Senior  grade,  $7,175  minimum  to  $8,225  maxi- 
mum 

Intermediate  grade.  $6,230  minimum  to  $7,070 
maximum 

Full  grade,  $5,180  minimum  to  $6,020  maximum 

Associate  grade,  $4,300  minimum  to  $5,180 
maximum 

Junior  grade,  $3,640  minimum  to  $4,300  maxi- 
mum 

Promotions  will  be  made  on  recommendations  of 
special  Veterans  Administration  boards  which  com- 
pare with  “selection  boards”  operating  in  the  Army 
and  Navy  for  high  ranking  officers. 

Doctors,  dentists,  nurses  and  technicians  now 
employed  will  be  continued  in  their  present  jobs 
pending  a determination  of  their  qualifications  for 
appointment  in  the  new  medical  department. 

Residencies  will  be  set  up  in  Veterans’  Hospitals 
where  younger  doctors  may  study  to  qualify  as 
specialists. 

The  new  medical  department  is  being  set  up 
outside  Civil  Service,  but  members  selected  by 
Veterans  Administration  officials  will  receive  the 
benefits  of  the  Civil  Service  Retirement  Act  of  1920. 

The  Washington  office  of  the  Council  on  Medical 
Service  and  Public  Relations  quotes  General  Haw- 
ley as  follows: 

"With  the  signing  of  the  medical  department  act, 
our  objectiv'e  is  clear — a medical  service  for  the 
veteran  that  is  second  to  none  in  the  world.  Around 
the  splendid  nucleus  of  excellent  men  and  women  in 
the  VA  medical  service,  we  shall  build  such  an  out- 
standing service." 


PEDIATRIC  ANTIQUES  ON  TOUR 

It  has  been  well  said  that  more  progress  has 
been  made  in  pediatrics  during  the  past  three  or 
four  decades  than  in  all  the  time  before  that. 

As  applied  to  the  feeding  part  of  pediatrics,  the 
Mead  Johnson  Collection  of  Pediatric  Antiques 
bears  eloquent  witness  to  the  great  strides  made. 
Without  such  evidence,  it  would  be  difficult,  indeed, 
to  imagine  our  own  grandparents  being  fed  from 
some  of  these  odd-shaped  utensils  that  defied  thor- 
ough cleansing.  To  be  sure,  sterilization  and  pas- 
teurization were  not  then  in  vogue.  Not  all  babies 
received  breast  milk  in  abundance.  In  the  days 


when  wet  nurses  were  common,  some  of  these  en- 
terprising women  literally  did  a wholesale  business, 
managing  to  nurse  three  or  four  infants. 

The  baby’s  cereal  of  a century  ago  was  simply 
stale  bread  lightly  boiled  in  water,  wine  or  beer. 
Butter  or  sugar  might  be  added  but  the  use  of  milk 
was  regarded  as  fraught  with  danger.  It  was 
thought,  according  to  Dr.  T.  G.  H.  Drake,  “Milk 
might  bring  on  the  watery  gripes,  or  the  infant 
might  imbibe  with  the  milk  the  evil  passions  and 
frisky  habits  of  the  animal  supplying  the  milk.” 

From  a personal  hobby  enjoyed  by  the  late  E. 
Mead  Johnson,  Jr.,  the  Collection  of  Pediatric 
Antiques,  illustrated  in  the  pages  of  a catalogue 
just  issued,  has  evolved  into  one  of  considerably 
historical  importance,  depicting  as  it  does  the  pro- 
gression of  infants’  feeding  vessels  from  the  Greece 
of  twenty-five  centuries  ago  down  to  time  within 
our  own  memory. 

The  Collection  has  been  steadily  growing  in  size 
and  scope  and  is  of  increasing  interest  for  teaching 
purposes  via  the  historical  route.  The  destruction 
of  original  sources  caused  by  the  war  tends  to  add 
to  the  value  of  these  objects. 

Hence  it  is  that,  by  request,  the  Collection  now 
goes  on  an  annual  pilgrimmage  to  colleges,  hos- 
pitals, museums,  libraries  and  other  institutions  of 
learning.  Arrangements  may  be  made  for  “stop- 
overs” upon  application  to  the  curator.  Mead  John- 
son & Company,  Evansville  21,  Indiana,  U.  S.  A. 


MORRIS  MEMORIAL  FULLY  APPROVED 

The  Morris  Memorial  Hospital  for  crippled  chil- 
dren, at  Milton,  has  been  fully  approved  and  given 
an  AA-1  rating  by  the  American  College  of  Sur- 
geons. The  residency  for  graduate  training  in  chil- 
dren’s orthopaedics  has  been  approved  by  the 
American  Board  of  Orthopaedic  Surgeons.  This 
approval  confirmed  previous  similar  action  by  the 
Council  on  Medical  Education  of  the  American 
Medical  Association. 

Morris  Memorial  is  in  the  preceptorship  system 
for  graduate  training  in  orthopaedic  surgery  of  the 
graduate  school  of  the  Univesity  of  Pennsylvania. 
Hereafter,  most  of  the  orthopaedic  residents  will 
come  through  this  graduate  school. 


NAT'L  CONFERENCE  ON  MEDICAL  SERVICE 

The  19th  annual  meeting  of  the  National  Confer- 
ence on  Medical  Service  will  be  held  at  the  Palmer 
House,  in  Chicago,  Sunday,  February  10,  1946.  The 
meeting  is  being  resumed  after  a year’s  postpone- 
ment. Following  the  address  of  the  president. 
Dr.  C.  L.  Palmer,  of  Pittsburgh,  on  “Medicine  and 
the  National  Crisis,”  short  addresses  will  be  de- 
livered by  ’Walter  Reuther,  vice  president  of  the 
United  Auto  Workers;  J.  S.  Jones,  chairman  of  the 
national  committee  for  rural  health;  Dr.  Leonard 
W.  Larson,  member  of  the  American  Medical  Asso- 
ciation committee  on  rural  medical  care;  Major 
General  Paul  R.  Hawley,  surgeon  general  of  the 
veterans  administration;  and  Dr.  Victor  S.  Johnson, 
secretary  of  the  American  Medical  Association 
Council  on  Medical  Education  and  Hospitals. 

Dr.  Andrew  S.  Brunk,  president  of  the  Confer- 
ence of  Presidents  and  other  Officers  of  State 
Medical  Associations,  will  discuss  the  aims  and 
purposes  of  the  conference,  and  Mr.  J.  W.  Holloway, 
Jr.,  director  of  the  American  Medical  Association 
bureau  of  legislation  and  legal  medicine,  will  dis- 
cuss medical  legislation. 
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NARCOTIC  DON'TS 

The  following  “Narcotic  Don’ts,”  prepared  by 
the  United  States  Bureau  of  Narcotics,  has 
been  distributed  for  publication  and  distribution 
throughout  the  country: 

Don't  leave  prescription  pads  around — Addicts 
want  them  for  effecting  narcotic  forgeries. 

Don’t  write  a narcotic  prescription  in  lead  pen- 
cil— Avoid  writing  any  Rx  in  pencil,  many  are 
changed  to  call  for  morphine. 

Don't  write  for  narcotics  this  way:  Morphine 
HT  V2  # X or  Morphine  HT  14  # 1 0 — Several 
X’s  or  zeros  can  be  added  to  raise  the  amount. 
Use  brackets  or  spelling. 

Don’t  carry  a large  stock  of  narcotics  in  your 
bag — Addicts  are  on  the  lookout  for  these  in 
doctors’  offices  and  cars. 

Don’t  store  your  office  supply  where  patients 
can  get  at  it — Avoid  storage  near  sink  or  urinal. 
The  patient  may  ask  to  use  these. 

Don’t  fall  for  a good  story  from  a stranger 
claiming  ailment  that  usually  requires  morphine — 
The  addict  can  produce  bloody  sputum,  simulate 
bad  coughs  or  other  symptoms.  Make  your  own 
diagnosis. 

Don’t  give  a narcotic  Rx  to  another  without 
seeing  the  patient — Addicts  have  posed  as  nurses 
to  get  doctors  to  prescribe  narcotics. 

Don’t  write  for  large  quantities  of  narcotics 
unless  unavoidable — Diversion  to  addicts  is  a 
profitable  business,  as  much  as  $1  for  14  gr.  M.  S. 

Don’t  prescribe  narcotics  on  the  story  that  an- 
other MD  had  been  doing  it — Consult  that  phy- 
sician or  the  hospital  records  whenever  possible. 

Don’t  leave  Rx’s  signed  in  bla^k  at  the  office 
for  nurses  to  fill  in — Signed  blanks  arc  bad  prac- 
tice and  many  have  been  stolen  by  addicts. 

Don’t  treat  an  ambulatory  case  of  addiction. 
Addicts  must  be  under  proper  control — Addicts  go 
to  several  MD’s  at  a time.  Notify  this  bureau. 

Don’t  dispense  any  narcotics  without  keeping  a 
record  of  it — Bedside  and  office  administration  are 
permitted  without  record. 

Don’t  buy  your  office  narcotic  needs  on  Rx 
blanks  in  name  of  a patient — The  law  requires  you 
to  use  an  official  order  form. 

Don’t  resent  a pharmacist’s  call  for  information 
about  an  Rx  you  have  written — The  pharmacist 
is  held  responsible  for  filling  forgeries.  Please  co- 
operate. 

Don’t  hesitate  to  call  this  bureau  to  get  or  give 
information.  It  will  be  held  strictly  confidential — 
Write,  wire  or  phone.  F.  Elmer  Niebuhr.  Narcotic 
Agent,  311  P.  O.  Bull 'ing,  Clarksburg,  West 
Virginia. 


DR.  McKinley  resigns 

Dr.  C.  Scott  McKinley,  who  has  served  as  direc- 
tor of  the  bureau  of  industrial  hygiene  of  the  state 
health  department  since  May  1943,  has  resigned 
to  accept  appointment  as  medical  director  and  plant 
physician  for  the  Bakelite  Company  at  Boundbrook, 
New  Jersey.  He  will  assume  his  new  duties  Feb- 
ruary 1. 


NEW  HEALTH  OFFICER 

Dr.  Clarence  I.  Butte,  Jr.,  of  Matoaka,  recently 
returned  from  military  service,  has  been  appointed 
health  officer  for  the  city  of  Matoaka  to  succeed 
Dr.  F.  C.  Goodall,  who  has  moved  to  Princeton. 


RELOCATIONS 

Dr.  William  B.  Rossman,  of  Indianapolis,  has 
been  released  from  military  service  and  has  re- 
located for  the  practice  of  his  specialty  of  neurology 
and  psychiatry  at  603  Atlas  Building,  in  Charleston. 
Doctor  Rossman  was  engaged  in  psychiatric  work 
with  the  Army  in  the  European  theater  for  over 
three  years.  He  was  formerly  engaged  in  research 
in  child  psychiatry  at  the  Riley  Hospital  in  Indian- 
apolis. * * * 

Dr.  W.  E.  King,  who  was  formerly  connected  with 
the  Laird  Memorial  Hospital,  at  Montgomery,  is 
now  a member  of  the  surgical  staff  of  the  Myers 
Clinic  Hospital,  at  Philippi. 

* * * 

Dr.  Curtis  P.  Artz,  of  Grantsville,  left  the  first 
of  January  for  Columbus,  Ohio,  where  he  has 
accepted  a three-year  residency  in  surgery  at  Ohio 
State  University  Hospital.  Doctor  Artz  is  a mem- 
ber of  the  Council  of  the  State  Medical  Association, 
and  is  immediate  past  president  of  the  Parkersburg 
Academy  of  Medicine. 

* * 

Dr.  Lee  F.  Dobbs,  of  Wheeling,  who  just  recently 
returned  from  military  service  and  who  has  com- 
pleted a postgraduate  course  in  obstetrics  and  gyne- 
cology, has  moved  to  Huntington  and  will  engage 
in  practice  at  1139  Fourth  Avenue. 


PSYCHIATRIC  PERSONNEL  PLACEMENT 

The  American  Psychiatric  Association  and  the 
National  Committee  for  Mental  Hygiene  have 
jointly  announced  the  appointment  of  Capt.  Forrest 
M.  Harrison  (MC),  USN,  as  director  of  a newly 
formed  Psychiatric  Personnel  Placement  Service, 
which  is  designed  to  help  physicians  and  psychia- 
trists make  contacts  with  training  opportunities. 
Aid  will  also  be  given  institutions  in  locating  suit- 
able candidates  for  fellowships. 

Doctors  interested  in  psychiatry  are  invited  to 
send  in  full  biographical  statements  including  per- 
sonnel data,  education,  training,  and  experience. 
Likewise  deans  of  medical  schools,  superintendents 
of  hospitals  and  directors  of  industrial  organiza- 
tions, clinics  and  others  employing  or  participating 
in  the  training  of  psychiatric  personnel  are  asked 
to  submit  full  information  concerning  available 
positions  and  courses,  including  financial  details. 
Inquiries  should  be  addressed  to  Captain  Harrison 
at  1790  Broadway,  New  York  City. 


9TH  A.  P.  A.  A.  EXHIBITION  IN  1947 

The  ninth  exhibition  of  the  American  Physicians 
Art  Association  will  be  held  in  Atlantic  City  in 
1947  in  connection  with  the  centennial  session  of 
the  American  Medical  Association.  At  that  time, 
the  winners  of  the  “Courage  and  Devotion  Beyond 
the  Call  of  Duty”  art  prize  contest  ($34,000  in 
savings  bonds)  will  be  announced. 

The  contest  was  originally  scheduled  for  the  1946 
American  Medical  Association  session,  but  has 
been  postponed  for  one  year  in  order  to  give  more 
physicians  an  additional  year  to  complete  their  art 
pieces. 

For  further  information  regarding  both  the  San 
Francisco  1946  and  the  Atlantic  City  1947  art  ex- 
hibits, physicians  should  write  Dr.  Francis  H.  Rode- 
will,  secretary,  American  Physicians  Art  Associa- 
tion, Flood  Building,  San  Francisco,  or  the  sponsor. 
Mead  Johnson  & Company,  Evansville,  Indiana. 
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OPEN  CONFERENCE  ON  U.  S.  P.  STANDARDS 

An  open  conference  on  proposed  U.  S.  P.  XIII 
standards  will  be  held  at  the  Hotel  Pennsylvania, 
New  York  City,  Friday  morning,  February  15.  Any 
person  who  is  interested  in  the  proposed  new  or 
revised  standards  is  invited  to  present  comments 
looking  to  improvements  in  proposed  standards  as 
released  in  proofs  and  circulars.  Suggestions  should 
be  submitted  in  writing  to  E.  Fullerton  Cook,  chair- 
man of  the  committee  on  revision. 


N,  G.  A.  AWARD 

An  annual  cash  prize  award  of  $100.00  and  a 
certificate  of  merit  for  the  best  unpublished  contri- 
bution on  gastroenterology  or  allied  subjects  has 
been  announced  by  the  National  Gastroenterologi- 
cal Association.  In  addition,  certificates  will  be 
awarded  physicians  whose  contributions  are 
deemed  worthy.  Contestants  residing  in  the  United 
States  must  be  members  of  the  American  Medical 
Association.  The  winning  contribution  will  be 
selected  by  a board  of  impartial  judges,  and  the 
award  will  be  made  at  the  annual  convention  ban- 
quet at  the  Hotel  Pennsylvania,  in  New  York  City, 
June  20,  1946. 

All  entries  for  the  1946  prizes  should  be  limited 
to  5,000  words,  should  be  typewritten,  prepared 
in  manuscript  form,  and  submitted  in  quintupli- 
cate,  accompanied  by  an  entry  letter.  The  contest 
closes  May  1,  1946.  Entries  should  be  addressed  to 
the  National  Gastroenterological  Association,  819 
Broadway,  New  York  City. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  “not  to  exceed  $500”  for  an  essay 
(or  essays)  on  the  result  of  some  specific  clinical 
or  laboratory  research  in  Urology.  The  amount  of 
the  prize  is  based  on  the  merits  of  the  work  pre- 
sented, and  if  the  Committee  on  Scientific  Research 
deem  none  of  the  offerings  worthy,  no  award  will 
be  made.  Competitors  shall  be  limited  to  residents 
in  urology  in  recognized  hospitals  and  to  urologists 
who  have  been  in  such  specific  practice  for  not 
more  than  five  years.  All  interested  should  write 
the  Secretary,  for  full  particulars. 

The  selected  essay  (or  essays)  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the  Ameri- 
can Urological  Association,  to  be  held  at  the 
Netherland  Plaza,  Cincinnati,  Ohio,  July  22-25, 
1946. 

Essays  must  be  in  the  hands  of  the  Secretary, 
Dr.  Thomas  D.  Moore,  899  Madison  Avenue,  Mem- 
phis, Tennessee,  on  or  before  July  1,  1946. 


BLOOD  PLASMA 

Any  physician  or  hospital  needing  blood 
plasma,  which  will  be  donated  by  the  American 
Red  Cross  to  the  State  of  West  Virginia,  should 
write,  telephone  or  wire  the  State  Health  Com- 
missioner at  Charleston.  Shipments  will  be 
made  immediately.  Requests  for  other  biologi- 
cals  should  be  filed  with  local  county  health  de- 
partments as  usual. 

No  charge  will  be  made  for  plasma  which  will 
be  available  February  15,  1946,  although  phy- 
sicians or  hospitals  may  charge  for  services  ren- 
dered. Plasma  will  be  sent  prepaid  to  the  phy- 
sician or  hospital  filing  the  request. 


Doctors  in  the  Service 


Dr.  Dan  Glassman  and  Dr.  Earle  L.  Shamblen, 
who  recently  returned  from  military  service,  have 
opened  offices  at  211  Charleston  Trust  Building  in 
Charleston. 

^ ^ 

Capt.  J.  T.  Peters,  of  South  Charleston,  is  on 
terminal  leave  and  is  visiting  friends  in  Cold 
Spring,  Kentucky.  He  expects  to  return  to  civilian 
practice  in  South  Charleston  about  February  1. 

* * * 

Lt.  Col.  D.  C.  Ashton,  who  has  been  assigned  to 

the  Army  and  Navy  Hospital,  at  Hot  Springs, 
Arkansas,  has  been  released  and  has  resumed 
civilian  practice,  with  offices  in  the  Raleigh  Bank 
Building  at  Beckley. 

^ ^ 

Capt.  G.  C.  Hedrick,  Jr.,  of  Beckley,  who  has  re- 
cently been  located  at  the  Pueblo  Army  Air  Base  at 
Pueblo,  Colorado,  is  on  terminal  leave  from  the 
army  and  has  resumed  his  practice  of  Pediatrics 
with  offices  in  the  Raleigh  Bank  Building. 

* * * 

Lt.  Col.  Pat  A.  Tuckwiller,  of  Charleston,  who 
has  been  serving  as  Chief  of  Medicine  of  the  130th 
Station  Hospital  in  Heidelburg,  Germany,  is  home 
on  leave,  and  will  report  about  the  first  of  February 
for  reassignment. 

* * * 

Major  Lewis  E.  Baron,  of  Mannington,  who  has 
been  assigned  to  the  Mason  General  Hospital  at 
Brentwood,  L.  I.,  is  now  with  the  54th  General 
Hospital  somewhere  in  the  Pacific. 

* * >}s 

Lt.  Col.  Clarence  I.  Butte,  Jr.,  formerly  of  Elk- 
horn  and  McDowell,  has  been  released  from  mili- 
tary service  after  twenty-four  months’  duty  in  the 
ETO.  While  on  terminal  leave,  he  was  promoted 
from  the  rank  of  Major  to  Lt.  Colonel.  While  serv- 
ing in  the  ETO,  he  was  executive  officer  of  the  127th 
General  Hospital,  the  University  of  Texas  affiliated 
unit.  Doctor  Butte  is  now  associated  in  the  prac- 
tice of  medicine  with  Dr.  B.  S.  Clements,  at 

Matoaka. 

^ * 

Capt.  W.  W.  Strange,  MC,  USNR,  of  Huntington, 
was  released  from  service  in  the  Navy  in  December 
and  has  resumed  civilian  practice  in  that  city.  His 
last  assignment  was  as  medical  officer  on  the  U.  S. 
S.  Solace. 

* * * 

Lt.  Col.  Athey  R.  Lutz,  of  Parkersburg,  who  has 
been  in  the  service  since  1942,  and  who  went  over- 
seas as  a member  of  the  3rd  auxiliary  surgical 
group,  has  been  released  from  military  service. 
Before  he  returned  to  this  country.  Colonel  Lutz 
was  chief  of  the  orthopedic  surgery  of  the  159th 
General  Hospital-  Upon  his  return  to  this  country, 
he  was  assigned  to  the  orthopedic  section  of  Wake- 
man  General  Hospital  at  Camp  Atterbury,  Indiana. 

Colonel  Lutz  will  resume  the  practice  of  his 
specialty,  orthopedic  surgery,  in  Parkersburg  in 
February. 


THE  WEST  VIRGINIA  MEDICAL  JOURNAL 

302  ATLAS  BUILDING,  CHARLESTON.  W,  VA. 

The  Committee  on  Publication  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or  in 
communications  submitted  to  this  Journal  for  publication.  The  author  or  communicant  shall  be  held  entirely  responsible. 


WALTER  E.  VEST,  M.  D, 
Editor 

955  Fourth  Ave. 
Huntington,  W,  Va. 

MR.  CHARLES  LIVELY 
Business  Manager 
Box  1031 

Charleston  24,  W.  Va. 


Associate  Editors: 
EDWARD  J.  VAN  LIERE,  M,  D. 
Morgantown,  W.  Va. 

W.  M.  SHEPPE,  M.  D. 
Wheeling,  W.  Va. 

G.  G.  IRWIN,  M.  D. 
Charleston,  W.  Va. 

R.  H.  EDWARDS,  M.  D. 
Welch,  W.  Va. 


JAMES  R.  BLOSS,  M.  D.,  Editor  Emeritus,  Huntington 


ENTERED  AS  SECOND-CLASS  MATTER, 

JANUARY  1,  1926,  AT  THE  POST  OFFICE  AT  CHARLESTON, 

WEST  VIRGINIA 

Vol.  XLII 

MARCH,  1946 

No.  3 

COLLOID  (PARAPHISIAL)  CYSTS  OF 
THE  THIRD  VENTRICLE 

REPORT  OF  CASE  WITH  REMOVAL  AND  RECOVERY 

By  ARCHER  A.  WILSON,  M.  D„  F.  A.  C.  S.' 

Charleston,  West  Virginia 

The  symptoms  produced  by  these  very  rare  and 
interesting  lesions  of  the  third  ventricle,  variously 
known  as  Colloid  ( Weisenburg' : Dandy“)  Para- 
physial  or  Neuro-epithelial  ( Bailey^)  Cysts,  are  best 
understood  if  one  appreciates  their  embryonic  de- 
velopment and  anatomical  relations. 

These  tumors  arise  from  the  velum  transversum 
of  the  anterior  part  of  the  roof  of  the  third  ventricle 
from  an  embryonic  anlage  of  tbe  paraphysis,  ac- 
cording to  SjovalP,  which  is  a rudimentary  struc- 
ture in  the  human  after  birth  but  is  most  fulh' 
developed  in  all  lower  vertebra.hes  as  the  paraph\'sial 
gland. 

The  third  ventricle  is  a median  cleft  situated  deep 
in  the  brain  between  the  two  thalami.  Posteriorly, 
it  communicates  with  the  fourth  ventricle  through 
the  aqueduct  of  Sylvius,  while  anteriorly  it  com- 
municates with  the  lateral  ventricles,  which  are 
situated  above  and  laterally  to  it,  through  the  inter- 
ventricular foramina  of  Monro.  Somewhat  tri- 
angular in  shape,  with  its  ape.x  directed  backward, 
it  has  a roof,  floor,  anterior  and  posterior  boundaries 
and  a pair  of  lateral  walls.  There  cerebrospinal 
fluid  secreted  by  the  choroid  plexus  of  the  lateral 
and  third  \entricles  thus  finds  access  to  the  foLirth 
ventricle,  whence  it  escapes  through  the  foramina 
of  Magendie  and  Luschka  into  the  subarachnoid 
space. 

•From  the  Neurosurgic.il  Seivice,  Charleston  General  Hospital, 
Charleston,  'Vest  Virginia. 


Owing  to  the  narrow  confines  of  this  structure, 
any  tumor  arising  within  the  space  produces  an 
internal  hydrocephalus  by  obstructing  the  flow  of 
fluid  thiv)ugh  the  aqueduct  if  the  tumor  is  located 
m the  posterior  part,  or  by  blocking  the  foramina 
of  Monro  if  the  tumor  be  anterior.  It  is  with 
this  latter  location  that  this  presentation  is  con- 
cerned, since  these  tumors  arise  from  the  roof 
.interiorly  in  the  immedite  vicinity  of  these  fora- 
mina. As  they  are  situated  not  more  than  2 mm. 
apart,  these  cysts  block  both  foramina  and  thus 
give  rise  to  marked  dilatation  of  both  lateral  ven- 
tricles and  a consequent  internal  hydrocephalus. 

T'he  symptoms  producetl,  therefore,  are  pre- 
''isely  what  one  would  ordinaril\-  expect — ec'idence 
of  acute  increase  in  intracranial  pressure  due  to 
■-nternal  hytlrocephalus : headache,  nausea,  vomit- 
ing, dizziness,  visual  di'iturbance,  and  perhaps  un- 
consciousness, coiwulsion apatln  , stupor,  mental 
;\mptoms,  \'e2:etative  disturbances  and  even  sud- 
den death,  which  has  been  oftien  reported. 

Since  these  tumors  occu|iy  such  a strategic  loca- 
tion with  reference  to  btith  foramina  of  Monro  and 
are  more  nr  leis  “suspended”  above  these  open- 
ings, one  iniiTht  expect  a “b.all  valve”  type  of  ob- 
struction which  gives  rise  to  intermittent  attacks 
of  sudden  sec'ere  headache  am!  \'omitin2:  upon 
certain  postural  chaiv'es  and  this  feature  has  been 
repeatedly  emphasized . 

Lentil  recent  \ ears,  these  tumors  remained  with- 
out the  field  of  diagnosis  or  surgical  removal. 
Ventriculograph\’  has  rendered  their  diasnosis 
rather  certain,  and  :i  surric.al  attack  has  been  de- 
\eloped  which  enab'es  one  ‘o  deal  with  these  un- 
usual lesion«  in  a hitrhb'  satisfacton-  manner. 
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Dandy,  in  his  recent  monograph,  lias  most  ably 
presented  the  case  of  these  tumors.  He  reported 
5 cases  of  his  own  and  31  from  the  literature;  in 
none  of  these  Latter  cases,  however,  was  the  lesion 
diagnosed  at  operation.  All  5 of  Dandy’s  cases 
were  operated  on  with  successful  removal  of  the 
tumors  ami  excellent  results  save  in  the  case  of 
one  patient  who  ilied  four  weeks  after  operation. 
All  of  his  patients  were  females,  varying  in  age 


from  1 1 to  42  years.  The  duration  of  symptoms 
varied  from  8 months  to  10  years  and  all  tumors 
were  described  as  being  about  the  size  of  a marble. 
All  of  these  patients  suffered  from  intermittent 
headaches  associated  with  vomiting.  None  had 
any  neurological  findings  of  any  significance  save 
bilateral  papilledema,  which  was,  however,  absent 
in  one  of  his  patients  who  had  had  s\  mptoms  for 
five  years.  All  cases  were  correctly  and  accurately 
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diasHiosed  and  the  lesions  localized  by  ventriclog- 
raphv.  In  three  cases  the  tumor  was  removed 
throuL’'h  a pineal  apjn'oach  and  in  the  other  two 
through  oval  core  in  the  frontal  lobe. 

Zimmermann  and  German,'  McLean, and,  from 
Scotland,  Paterson  and  Leslie,"  each  reported  one 
case  successfully  operated  upon,  ^^"hile  the  litera- 
ture reveals  a total  of  some  55  case  reports*’’^^ 
(mostly  autopsy  findings)  only  some  10  cases 
have  been  reported  as  successfully  operated  upon. 

The  following  case  w'as  referred  b\  Dr.  V.  L. 
Holcombe,  Charleston,  'West  Virginia,  because  of 
bilateral  papilledema,  headaches  and  enlarged  blind 
spots. 

CASE  REPORT 

Case  No.  A-1 97.33,  Mr.  C.  N.  ^^d^ite,  mar- 
ried, aire  24,  chemical  worker,  admitted  to  the 
Neurosurgical  Service  of  the  Charleston  General 
Hospital,  August  12,  1940.  He  stated  that  foi 
the  past  three  years  he  had  been  subject  to  bouts 
of  generalized  headache  which  often  came  on 
suddenlv  and  he  had  noted  that  often  in  the  past 
seven  months  when  stooping  over  as  if  to  pick  up 
an  object,  he  would  suddenlv  become  blind  and 
dizzy  for  a few'  moments.  During  the  past  nine 
months,  headaches  had  become  much  more  fre- 
quent and  severe,  and  appeared  to  respcuul  favor- 
ably to  treatments  of  his  siiuis.  He  stated  that 
his  Ltlasses  had  been  changed  several  times  in  re- 
cent years.  There  is  a historv  of  very  little  nausea, 
vomiting  or  other  symptoms  suggesting  intracra- 
nial pathologic  change. 

No  relevant  facts  were  developed  from  his  past. 


family  or  marital  histories  except  that  his  maternal 
grandmother  was  left-handed,  as  was  the  patient, 
his  two  brothers,  and  one  sister.  Annther  sister 
and  both  parents  were  right-handed. 

He  had  continued  to  work  up  to  tlic  d.a\  of 
admission  to  the  hospital  for  diagnostic  study. 

'Lhe  physical  examination  revealed  nothing  of 
siiinificance,  as  the  patient  was  wtII  nourished  and 
developed,  and  apparently  enjoying  excellent  physi- 
cal health.  I he  blood  pressure  was  1 5+  s\stoiic 
and  92  diastolic. 

'I'he  neuroloirical  examination  revea'ed  only  bi- 
lateral papilledema  of  moderate  degree  with  en- 
lart£ement  of  both  blind  spots  and  no  \'hiuu  held 
defect.  V.O.D.  20/20,  V.O.S.  20/20  corrected 
with  lenses. 

Blood  and  ventricular  fluid  were  negative  for 
syphilis. 

Stereoscopic  films  of  the  skull  slmwed  no  e\'i- 
dence  of  bone  pathology. 

Ventriculographw  Burr  openings  were  made 
over  both  posterior  horns.  1 he  right  ventricle 
was  tapped  and  9S  cc.  of  fluid  removed  and  re- 
placed w'ith  air.  'Lhe  patient  w'as  taken  to  the 
x-ray  room  where  a markedlv  dilated  right  ven- 
tricle was  showm,  w’ith  onl\  a very  small  amount 
of  air  in  the  third  ventricle.^  ' \\"ith  the  left  siile 


Figs.  1 and  2 show  symmetrically  enlarged  ventricles,  without  shift,  and  only  a very  small  amount  of  air  in  the  third  ventricle,  which  entered 
thru  the  right  foramen  of  Monro,  before  the  “ball  valve"  action  of  the  tumor  became  complete  during  ventriculography. 


52 


The  West  Virginia  Medical  Journal 


March,  1946 


down,  the  left  ventricle  was  then  tapped  and  45 
cc.  of  fluid  obtained  and  replaced  with  air.  In 
spite  of  repeated  manipulation  .if  the  head,  no  fur- 
ther air  could  be  visualized  in  the  third  ventricle, 
d'his  study  revealed  distinctly  dilated  lateral  ven- 
tricles w’ithout  shift,  indicating  a i lidline  tumor 
completely  obstructing  the  left  foramen  of  .Monro 
and  almost  completely  obstructing  the  right.  The 
tumor  appeared,  therefore,  to  be  in  the  anterior 
portion  of  the  third  ventricle. 

A right  frontal  craniotomy  was  performed  Au- 
gust 26,  1940,  as  per  the  accompanving  artist’s 
sketch. 

As  soon  as  the  right  foramen  of  Monro  was 
e.xposed,  a smooth,  gravish,  glistening  mass  was 
seen  presenting  through  the  foramen.  This  was 
grasped  with  tissue  forceps  and  a small  piece,  the 
size  of  a tear  drop,  came  off  without  bleeding. 
The  margins  of  the  foramen  were  incised  and  the 
foramen  enlarged,  and  the  complete  tumor,  the 
size  of  a cherry  stone,  was  delitTred  with  ease  and 
without  hemorrhage.  No  other  tumor  tissue  was 
seen  in  the  third  ventricle.  The  wound  was  filled 
with  warm  saline  solution,  the  dural  flap  closed 
with  interrupted  sutures  of  fine  silk,  the  bone  flap 
replaced  and  secured  with  Babcock’s  steel  wire, 
and  the  galea  and  skin  closed  in  tiers  with  silk. 
The  operative  procedure  was  well  borne  and  at  its 
close  the  blood  pressure  was  120  systolic  and  70 
diastolic,  and  the  pulse  rate  128.  f ive  hundred 
c.c.’s  of  whole  blood  was  given  during  t'iie  opera- 
tion. 

On  the  pathological  tissue.  Dr.  \^^alter  Putschar 
reported  as  follows: 

“Bv  Paraffin  sections  about  the  same  findings 
are  encountered  as  previously  reported.  The 
specimen  consists  almost  entirely  of  coagulated, 
partly  laminated,  colloid-like  material  including  only 
a few'  cells.  Only  in  one  small  area  bipolar  and 
midtipolar  cells  are  visible  resembling  astrocytes. 
There  is  no  cyst  wall  demonstrable. 

“Considering  the  entire  findings,  |liese  probably 
are  the  contents  of  a so-called  colloid  cyst.  The  few 
cellular  structures  first  interpreted  as  astrocytoma 
probably  belong  to  a stalklike  attachment  of  this 
structure.” 

The  patient’s  post-operative' convalescence,  while 
somewhat  stormy,  was  highly^,  satisfactor)'.  He 
left  the  hospital  four  weeks  folowing  operation,  and 
his  improvement  has  continued  at  a most  gratify- 
in<j  rate. 


Fig  3 shows  a photograph  made  four  months  after  operation. 


He  has  been  entirely  relieved  of  his  headaches 
and  presents  no  evidence  of  any  speech,  memory 
or  personality  changes  such  as  might  possible  have 
been  expected  on  account  of  his  left-handedness, 
save  for  some  tendency  to  get  lost  upon  occasion  in 
supposedly  familiar  surroundings.  However,  he 
was  able  to  return  to  bis  former  work  February  1, 
1941,  and  paid  his  hospital  and  surgical  expense  out 
of  his  postoperative  earnings!  There  was  some 
secondary  optic  atrophy  from  his  long  continued 
intracranial  pre.ssure,  but  his  ultimate  vision  was 
V.O.D.  20/30,  V.O.S.  20/70.  He  was  last  heard 
from  in  June,  1943,  nearly  three  years  after  oper- 
ation, in  connection  with  one  of  those  letters  of 
greeting  from  the  President;  he  had  been  passed 
by  his  local  board  and  ordered  for  induction. 

SUMMARY 

. If 

The  case  report  of  a rare  and  interesting  tumor 
of  the  third  ventricle  which  was  removed  with 
excellent  results  is  presented.  The  pat.hological 
characteristics  of  these  “colloid  c\sts”  prevent  their 
easy  confusion  v/ith  other  cerebral  neoplasms.  These 
tumors  are  single,  ovoid,  and  perfecth'  benign. 
They  are  suspended  by  a narrow  pedicle  in  the 
anterior  roof  of  the  third  ventricle,  intermittently 
obstructing  one  or  both  foramina  of  Monro,  caus- 
ing internal  hydrocephalus  without  associated  local- 
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izing  neurological  signs  as  a rule.  They  are  diag- 
nosed and  localized  with  accuracy  by  means  of  a 
ventricular  air  study,  and  their  successful  removal 
results  in  a permanent  cure.  Undiagnosed,  they 
not  infrequently  result  in  sudden  death. 
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TRAUMA  AND  CANCER 

It  has  been  claimed  that  a severe  injury  to  a 
person  suffering  from  a malignant  tumor,  even 
when  the  trauma  is  far  removed  from  the  site  of  the 
turner,  may  hasten  the  malignant  growth,  due  to 
the  lowering  of  the  general  bodily  resistance.  This 
assumption  is  incorrect,  because  any  lowering  of 
the  body  resistance  will  tend  to  retard  the  growth 
of  the  tumor  cells. 

Regarding  the  possibility  of  increasing  or  hasten- 
ing metastasis  by  an  injury  to  a pre-existing 
malignancy,  it  is  believed  that  this  will  not  occur 
for  the  following  reason:  any  trauma  to  or  about  a 
malignant  growth,  sufficient  to  disrupt  any  of  the 
tissues,  will  necessarily  rupture  blood  or  lymphatic 
vessels  about  this  tumor.  These  vessels  serve  as  the 
portals  through  which  metastasis  takes  place,  so  by 
reducing  the  number  of  these  portals  matastasis 
will  be  retarded  rather  than  increased. 

While  we  hold  that  trauma  neither  causes  nor 
aggravates  malignant  tumors,  nevertheless,  an  in- 
jury to  a pre-existing  tumor  may  result  in  serious 
consequences.  A large  sloughing,  superficial  cancer 
may  be  lacerated  or  contused,  causing  a fatal 
hemorrhage;  a blow  over  the  abdomen  may  rupture 
a hollow  viscus  afflicted  with  malignancy  and  pro- 
duce a fatal  hemorrhage  or  peritonitis.  While 
trauma  does  not  actually  aggravate  the  tumor 
growth  in  such  cases,^,it  does  disrupt  tumor  tissue, 
and  any  subsequent  complications  must  be  ascribed 
to  the  trauma.— A.  K.  Harcourt,  M.  D.,  and  Jewett 
V.  Refed,  M.  D.,  in  J.  Ind.  St.  Med.  Assn. 


HYDRONEPHROSIS  DUETTO 
ABERRANT  VESSELS^ 

By  CHARLES  A.  HOFFIWAN,  M.  D„ 

Huntington,  West  Virginia 

Over  one  hundred  years  ago  Roger  pointed  out 
the  relationship  of  hydronephrosis  to  anomalous 
renal  arteries.  Dorland  in  his  dictionary  defines 
an  aberrant  vessal  as  one  which  does  not  follow 
its  normal  course.  .As  a nde  the  urologist  consid- 
ers both  branches  of  the  renal  pedicle  which  do  not 
follow  their  normal  course  and  accessory  vessels 
as  being  aberrant  t'essels. 

H.  P.  W insbury-^^dlite  states  that  in  his  opinion 
the  extrinsic  vessel  which  causes  obstruction  at  the 
ureteropelvic  junction  is  the  inferior  branch  of  the 
renal  artery.  This  \-essel  if  inserted  into  the  lower 
pole  of  the  kidney  can,  if  other  factors  are  presnt, 
cause  obsti'Liction.  He  disc:irds  the  idea  of  an  ac- 
cessory vessel  being  the  offender  and  offers  proof 
by  describing  the  ;uitops\-  findings  in  a series  of 
cases.  He  contends  that  the  operator  during  ex- 
ploratory studies  of  the  kidne\  at  the  operating  table 
does  not  follow  the  course  of  the  obstructing  vessel 
for  enough  to  recognize  its  origin.  Statistics  show 
that  at  autopsy  approximately  20  per  cent  of  bodies 
examined  show'  .ahernint  vessels  associated  with  the 
renal  pedicle. 

^^’hen  one  considers  the  relatively  few  cases  in 
which  aberrant  vessels  are  recognized  as  bei:ig  as- 
soci:ited  with  renal  pathology,  it  is  apparent  that 
other  factors  must  be  taken  into  consideration  when 
one  associates  abei'rant  vessels  with  ren;d  damage. 
Thei'e  are  many  dit'ergent  opinions  among  urol- 
ogists as  to  w'hich  factors  are  associated  with  aber- 
rant vessels  in  causing  hydronephrosis.  It  is  ob- 
vious that  abnormal  vessels  which  enter  the  upper 
pole  of  the  kidney  would  not  cause  obstruction  at 
the  ureteropelvic  junction. 

Jewett  discusses  three  generally  accepted  opin- 
ions: 

( 1 ) That  the  ve.ssel  as  a result  of  some  change 
in  its  relationship  to  either  the  ureter  or  jfelvis  is 
in  itself  the  most  important  cause.  This  is  par- 
ticularly evident  w'hen  associated  wn’th  nephroptosis. 

Many  urologists  consider  that  nephropexy  is  in- 
dicated only  in  those  cases  in  which  a nephroptosis 
is  associated  w'ith  an  obstructing  aberrant  vessel  or 
band. 

’Presented  before  the  Raleigh  County  WIedical  Society,  at  Beckley, 
May  31,  1945. 
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(2)  A stricture  at  the  ureteropelvic  junction 
or  somewhere  along  the  ureter,  and  probably  over- 
looked, initiates  a dilatation  and  as  this  pro2;resses, 
the  pelvis,  becoming  increasingly  heavy,  saes  over 
the  vessel  which  originally  did  not  cause  obstruction. 

(3)  A disturbance  of  the  neuromusecular 
mechanism  of  the  renal  pelvis  which  results  in  such 
diminished  peristaltic  activity  that  the  contained 
urine  cannot  be  expelled  through  the  ureteropelvic 
junction.  This  again  may  mean  that  the  extrinsic 
vessel  is  obstructing  where  originally  it  did  not. 

Other  authors  express  different  views.  Elkhorn 
and  Foley  emphasize  that  those  vessels  passing 
anteriorly  to  enter  the  posterior  aspect  of  the  lower 
pole  of  the  kidney  and  those  vessels  passing  poste- 
riorly to  enter  the  anterior  aspect  of  the  lower  pole 
are  most  likely  to  cause  obstruction. 

Foley  brought  out  the  importance  of  horizontal 
axial  rotation  of  the  kidney  or  a forward  pitchina; 
of  the  upper  pole  in  bringing  contact  between  the 
vessels  and  the  ureter.  He  claims  that  diagnosis 
can  be  made  from  the  pyelogram  by  the  presence 
of  a shortened  longitudinal  axis,  together  with  the 
closing  of  the  angles  between  the  calices. 

Liek  believes  that  the  vessel  which  enters  the 
lower  pole  of  the  kidney  may  not  grow  as  rapidly 
as  the  renal  pedicle. 

Kelly  and  Burman  show  that  in  the  infant  the 
two  poles  of  the  kidney  are  arched  upon  themselves 
so  as  almost  to  enclose  the  pelvis.  With  growth 
the  kidney  straightens  and  the  pelvis  becomes  extra- 
renal.  This  straightening  process  would  tend  to 
tighten  polar  vessels. 

Reports  of  various  authors  on  the  cause  of  hydro- 
nephrosis due  to  obstructing  vessels  were  studied. 

Mayo,  Braasch  and  McCarty  first  reported  a 
series  of  20  such  cases  in  1909.  In  13  of  these 
cases  anomalous  vessels  had  been  divided  with  good 
results. 

Hugh  Young  reported  70  cases,  30  of  which 
were  found  to  be  due  to  accessory  vessels  at  the 
ureteropelvic  junction  and  8 were  due  to  accessory 
vessels  which  were  associated  with  strictures  of  the 
ureter. 

Since  that  time  several  series  of  cases  have  been 
reported  by  May,  Henlein,  Higgins  and  others.  All 
agree  that  aberrant  vessels  predominate  in  males, 
approximately  75  per  cent  of  the  cases  being  found 
in  males.  In  one  series  of  12  cases,  3 showed  evi- 
dence of  bilateral  constricting  vessels.  It  was  noted 
also  that  the  preponderance  of  cases  occurred  on 
the  right  side. 


The  follow'ing  three  cases  are  reported  to  show 
hydronephrosis  due  to  aberrant  vessels  in  which 
various  degrees  of  severity  of  symptoms  and  extent 
of  kidney  damage- are  described. 

The  first  case,  a 45-year-old  while  female,  Mrs. 
I.  R.,  gave  a history  of  several  attacks  of  severe 
pain  in  her  right  flank,  accompanied  with  fever, 
pyuria  and  toxemia.  She  stated  that  these  symp- 
toms usually  subsided  after  a few  days  of  bed  rest 
and  forced  fluids.  On  admission  her  temperature 
was  1 03  F.  and  the  laboratory  reported  a leukocyte 
count  of  14,200  with  an  excess  in  polymorphonu- 
clear leukocytes.  A Gram  stain  of  the  urinary  sedi- 
ment revealed  B.  coli. 

Cystoscopy  show-ed  a normal  lower  urinary  tract. 
The  left  kidney  specimen  was  normal  as  to  speci- 
men and  function.  The  right  kidney  specimen 
show'ed  a slightly  diminished  function  and  infected 
urine.  A right  retrograde  pyelogram  show'ed  a 
moderate  hydronephrosis  and  a filling  defect  at  the 
ureteropelvic  junction. 


Fig.  1 (Case  1).  Retrograde  pylogram,  showing  slight  hydrone- 
phrosis with  filling  defect  at  uretero-pelvic  junction. 


An  exploratory  operation  on  the  right  kidney 
was  advised  and  agreed  to. 

At  operation  the  kidney  was  found  to  be  ap- 
parently normal  grossly  with  moderate  mobility. 
There  was  an  accessory  vessel  which  compressed 
the  ureter  before  entering  the  lower  pole.  This 
was  clamped,  cut,  and  ligated.  The  kidney  was 
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then  suspended  with  one  No.  1 chronic  critgut 
suture  to  the  psoas  muscle.  ’I'he  postoperative 
course  was  uneventful,  and  the  patient  has  not  had 
a recurrence  of  attacks. 

The  second  case  was  a 19  year  old  white  male, 
admitted  to  the  Chesapeake  and  Ohio  Hospital 
.August  18,  1944,  with  the  complaint  of  pain  in 
his  left  abdomen  for  the  past  week.  He  gave  a 
history  of  several  previous  attacks.  His  tempera- 
ture was  not  elevated  and  his  blood  studies  were 
normal.  Because  of  a microscopic  hematuria  he 
was  referred  to  the  urological  service  for  studv. 

On  cystoscopy  the  right  kidney  was  found  to  be 
normal  as  to  specimen  and  function.  There  was  no 
drainage  from  the  left  catheter.  Intravenous  uro- 
grams done  a few  days  later  did  not  visualize  any 
dye  from  the  left  kidney.  A diagnosis  of  a de- 
stroyed left  kidney  was  made.  For  the  sake  of 
conservatism  another  cystoscopy  was  done,  grossly 
infected  urine  was  obtained,  and  a faint  appearance 
of  P.S.P.  was  noted  after  a twenty-minute  interval. 
.A  retrograde  left  pyelogram  showed  appreciable 
narrowing  at  the  ureterpelvic  junction  with  some 
dye  geting  bv  to  reveal  a large  hydronephrosis. 
There  was,  however,  a fairly  good  amount  of  kid- 
ney tissue.  An  exploration  of  the  left  kidney  was 
advised  and  agreed  to. 


Fig.  2 (Case  2).  Polygram,  Retrograde,  showing  large  hydrone- 
phrosis with  marked  constriction  at  uretero-pelvic  junction. 
Moderate  amount  of  kidney  tissue. 


.At  the  time  of  operation,  September  4,  1944, 
a large  kidney  of  fail'  consistency  with  a consider- 
ably dilated  pelvis  was  delivered.  A large  acces- 
sorv  vessel  compressed  the  ureter  before  it  entered 
the  lower  pole  of  the  kidnev,  and  when  this  vessel 
was  cut  the  pelvis  emptied  easilv.  I tlid  not  believe 
plastic  surgery  of  the  pelvis  was  indicated.  'Fhe 
kitlney  was  suspemled  to  the  psoas  muscle.  Routine 
closure  was  done  in  layers.  Following  the  opera- 
tion the  patient  developed  atelectasis  of  the  right 
lung.  "Flu's  responded  to  treatment  and  he  was 
discharged  September  16,  1944.  \\"hen  seen  a 
month  later  he  was  free  of  pain,  was  working,  and 
his  urine  was  normal. 

The  third  case,  Mrs.  R.  1).,  age  54,  a white 
female,  was  admitted  to  the  Chesapeake  & Ohio 
Hospital  October  .3,  1944,  with  complaints  of  sub- 
sternal  pains  and  occasional  attacks  of  soreness  in 
her  left  flank.  Her  blood  studies  and  urinalysis 
were  normal  except  for  a low  grade  pyuria.  Her 
temperature  was  normal.  .After  several  days  of 
study  b)'  the  medical  service  urological  consultation 
was  rec|uested  because  of  pyuria  and  flank  paitu 

On  cystoscopy  the  right  kidney  was  found  to 
he  normal  in  function  and  specimen.  The  left 
ureter  was  catheterized  easily  and  60  cc.  of  cloudy 
urine  w'as  aspirated.  There  was  no  aj-jpearance  of 
P.S.P.  from  this  kidney.  .A  left  retrograde  pyelo- 
gram  revealed  a hydronephrosis  with  a complete 


Fig.  3 (Cr.se  3).  Pylogram,  retrograde,  showing  huge  hydrone- 
phros  s with  rlrnost  a complete  destruction  of  kidney  tissue. 
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lack  of  outline  of  the  calices  and  apparently  \’ery 
little  kidney  tissue.  A diaijnosis  of  hydronephrosis 
with  complete  kidney  destruction  was  made  and  a 
nephrectomy  was  advised  and  agreed  to. 

On  October  25,  194+,  an  enlarged  left  kidney 
M’ith  ht’dronephrosis  was  removed.  On  examina- 
tion an  aberrant  vessel  could  be  seen  constricting 
the  ureter  at  th.e  urcteropelvic  junction. 

Following  nephrectomy  the  patient  had  an  ex- 
tremelv  stormy  convalescence  for  several  days.  .A 
complication  developed  which  the  internists  thought 
to  be  a cardiac  involvement.  She  responded  to 
medical  treatment. 

COMMENT 

d'hese  three  cases  emphasize  the  extent  of  renal 
damage  which  may  be  due  to  aberrant  renal  damatre 
which  may  be  due  to  aberrant  renal  vessels.  In  the 
first  case  the  symptoms  were  mild  with  slight  kidney 
damage.  In  the  second,  the  damage  was  more 
severe,  but  conservative  treatment  was  still  indi- 
cated. In  the  third,  kidney  damage  had  progressed 
to  complete  destruction. 

■Although  in  the  first  case  there  was  a possible 
association  of  a mild  ptosis,  the  other  two  cases 
were  obviously  due  to  extrinsic  ureteropelvic  ob- 
struction. It  is  interesting  to  note  that  the 
acutene.ss  of  the  symptoms  did  not  correspond  with 
the  severity  of  the  kidney  damage. 

■At  all  times  when  dealing  with  kidney  pathology 
one  must  consider  the  possibility  of  an  aberrant 
vessel. 
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CHILDREN  NOT  "LITTLE  ADULTS" 

Children  are  not  “little  adults”  but  a special 
species  of  human  beings  in  various  stages  of  evolu- 
tion from  dependence,  irresponsibility  and  be- 
wilderment to  some  degree  of  maturity.  Adults 
who  have  forgotten  their  own  childhood  irresponsi- 
bility, noisiness,  dirtiness,  curiosity,  dishonesty  and 
resentiments  toward  grownups,  or  who  were  pro- 
cessed by  strict  discipline  into  “little  adults,”  have 
a hard  time  tolerating  these  normal  manifestations 
in  children.  A benign  tolerance  combined  with  a 
continuous  educative  process  will  keep  all  of  these 
manifestations  within  bounds,  whereas  drastic 
measures  usually  increase  the  difficulty  to  an 
enormous  degree. — Robt.  P.  Knight,  M.  D.,  in  Bull. 
Menninger  Clinic. 


PSYCHOPHYSICAL  EXAMINATION  OF 
PROBLEM  SCHOOL  CHILDREN 

By  WARD  L.  OLIVER,  M.  D. 

Director,  Monongalia  County  Health  Department,  and 
ELIZABETH  M.  STALNAKER,  Ph.D., 

Professor  of  Psychology,  West  Virginia  University, 

Morgantown,  West  Virginia 

This  study  was  undertaken  through  the  coopera- 
tion of  the  Superintendent  of  Schools  of  .Monon- 
galia County,  West  Virginia,  the  Director,  Monon- 
galia County  Health  Department,  and  the  Depart- 
ment of  Psychology  at  We:st  Virginia  University.* 

PURPOSE  OF  THE  STUDY 

The  purpose  of  the  stiuU'  was  to  attempt  to  dis- 
cover reasons  for  the  slow  and  unsatisfactory  pro- 
gress of  a selected  group  of  school  children  and,  if 
possible,  to  recommend  treatment  and  procedures 
for  correcting  the  same.  One  aim  of  the  study  was 
to  determine  whether  or  not  a relationship  existed 
between  poor  physical  health  and  the  inability  of 
pupils  to  keep  up  with  the  school  work.  Further- 
more, it  was  desired  to  determine  the  relationship 
between  poor  school  work  and  social  and  emotional 
problems  of  the  child. 

THE  SUBJECTS 

T'he  subjects  for  the  study  were  100  public  school 
children  who  presented  some  forms  of  deviation 
from  the  average  pupil  in  learning  capacity  or  be- 
havior. Because  of  the  limited  time  available  for 
examinations  tbe  number  was  arbitrarily  set  at  100, 
although  that  number  does  not  include  the  complete 
list  of  pupils  who  presented  problems  in  the  schools 
of  the  county.  The  superintendent  of  schools  sent 
letters  to  the  principals  of  the  various  schools 
throughout  the  county  inviting  them  to  send  for 
examination  the  children  who  were  unable  to  keep 
up  with  their  classes  or  who  presented  emotional 
or  behavior  problems. 

The  selection  of  children  who  presented  prob- 
lems was  left  entirely  to  the  judgment  of  the 
teacher.  Tiventy  of  the  eight\-one  grade  school 
principals  replied.  The  number  of  pupils  sent  from 
each  school  ranged  from  one  to  ten,  but  tbe  average 
number  was  five.  There  were  twenty-one  girls, 
and  seventy-nine  boys,  or  appro.ximatelv  four  times 
as  many  boys  as  girls. 

PROCEDURE 

Physical  examinations  and  psychological  tests 
were  made  during  the  second  semester  of  the  school 

*Acknowledgment  is  made  to  Miss  Phyllis  Hamilton  for  assistance 
in  compiling  the  data. 
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year  1944-45  at  the  Psychophysical  Clinic  which 
was  temporarily  established  at  the  University.  The 
Director  of  Health  performed  the  physical  exam- 
inations and  the  Professor  of  Clinical  Psychology 
supervised  the  psychometric  tests  which  were  ad- 
ministered by  students  majoring  in  psychology. 
These  students  had  received  previous  training  in 
testing. 

The  clinical  program  was  scheduled  after  the 
social  and  school  histories  had  been  received  from 
the  teachers.  The  physical  examinations  included 
height  and  weight  records,  observations  for  postural 
disturbances,  <rlandular  defects,  malnutrition  and 
hernia  in  addition  to  an  examination  of  ears,  eyes, 
nose,  throat,  heart,  lungs  and  abdomen;  also  in- 
cluded were  hemoglobin  determination,  Wasser- 
mann  test  for  syphilis  and  intracutaneous  tuberculin 
test. 

The  psvchological  test  used  throughout  the  pro- 
gram was  Form  L of  the  Binet-Simon  Test  of  In- 
telligence. In  some  cases  additional  tests  were  given, 
such  as  the  Porteus  Maze  test,  the  California  Per- 
sonality Test  for  Children  and  a battery  of  Per- 
formance tests.  Because  many  of  these  children 
were  unable  to  read,  the  Betts  Telebinocular 
Test  for  Reading  Readiness  was  administered 
also.  For  those  who  presented  definite  backward- 
ness in  learning  in  general  and  in  reading  in  par- 
ticular, tests  for  eyedness,  handedness  and  footed- 
ness  also  were  given. 

Approximately  two  hours  were  spent  in  exam- 
ining each  pupil  e.xclusive  of  the  time  spent  in  mak- 
ing the  laboratory  tests. 

In  order  to  secure  the  school  and  social  data,  the 
superintendent  of  schools  sent  to  each  school  prin- 
cipal the  following  questionnaire  for  each  child  who 
was  to  be  referred  to  the  clinic: 

‘ Name  of  child  Age Years 

in  school  . Write  a paragraph  giving  in- 

formation relative  to  the  learning  difficulties,  dis- 
cipline. conduct,  health,  physical  handicaps,  home 
conditions,  etc. 

Name  of  parent  or  guardian 

Address Phone 

May  we  expect  cooperation  from  parents  in  having 
this  child  examined? 

In  addition  to  these  records  which  were  returned 
to  the  superintendent’s  office,  additional  informa- 
tion was  obtained  from  the  teachers  who  brotight 
the  children  to  the  clinic. 

PHYSICAL  EXAMINATION 

The  physical  examinations  revealed  sixteen  dif- 
ferent defects,  many  of  the  children  presenting 
three,  fotir  or  five  of  them.  The  defects,  with  their 
percentages,  were  as  follows: 


5 7 


1.  Poor  oral  hygiene  92% 

2.  Dental  caries  - - 84% 

3.  Definite  postural  defects  - 69% 

4.  Malnutrition  --  - 55% 

5.  Enlarged  tonsils  43% 

6.  Defective  vision  42% 

7.  Enlarged  cervical  glands  39% 

8.  Nasal  obstruction  _ 32% 

9.  Elevation  of  body  temperature  23% 

10.  Secondary  anemia  22% 

11.  Underweight  10% 

12.  Overweight  9% 

13.  Cardiac  involvement  . ...  6% 

14.  Endocrine  disturbance  5% 

15.  Positive  tuberculin  test  . 3% 

16.  Inguinal  hernia  3% 

1 7.  Syphilis  . 0% 


From  the  above  table  it  is  evident  that  the  most 
outstanding  finding  as  a result  of  the  physical  exam- 
inations was  gross  negledP  of  teeth  as  shown  by  the 
92  per  cent  revealina;  inadeqtiate  care  and  the  84 
per  cent  displaying  the  need  of  immediate  dental 
attention. 

From  the  standpoint  of  physical  efficiency  and  a 
state  of  wellbeing  malnutrition  was  of  ne.xt  import- 
ance. This  condition  was  manifest  in  22  pupils  by 
a definite  secondary  anemia  as  determined  by  the 
photo-electric  colorimeter.  Lack  of  vitamin  D in 
early  life  was  evident  in  one-third  of  the  group. 
This  condition  manifested  itself  by  deformed  chests, 
prominent  costochrondal  margins,  enlarged  joints, 
protruding  abdomen  and  other  prerachitic  manifes- 
tations. 

Among  the  factors  contributing  to  malnutrition 
in  the  above  cases  were:  ( 1 ) complete  lack  of  or 
inadequate  amounts  of  milk  in  the  daily  diet,  (2) 
lack  of  or  inadequate  breakfasts  or  school  lunches, 
( 3 ) lack  of  foods  containing  vitamin  C such  as 
tomatoes  or  citrus  fruits,  (4)  inadequate  amounts 
of  green  vegetables,  and  (5)  too  much  of  sweet 
and  starchy  foods. 

Definite  postural  defects  appeared  in  69  per  cent 
of  the  cases.  Examination  of  the  eyes  by  the  Snellen 
Charts  disclosed  defective  vision  in  42  per  cent  of 
the  group.  As  it  turned  out,  many  of  the  children 
were  of  low  mentality,  therefore,  the  results  of 
the  hearing  tests  were  not  considered  accurate,  al- 
though it  did  appear  that  several  had  moderate  hear- 
ing defects.  Enlarged  tonsils  were  found  in  43  per 
cent  and  enlarged  cervical  glands  in  39  per  cent 
of  the  cases.  Thirty-two  of  the  children  examined 
showed  evidence  of  nasal  obstruction.  In  many 
cases  this  was  accounted  for  by  acute  or  chronic 
rhinitis.  An  elevation  of  bodv  temperature  was 
noted  in  23  per  cent  of  the  pupils  examined.  Half 
of  this  number  presented  evidence  of  respiratory 
tract  infection;  the  cause  of  the  increase  in  temper- 
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ature  of  those  in  the  remainder  of  the  group  was 
not  determined. 

According  to  standard  weight  charts  10  per  cent 
were  underweight  and  9 per  cent  were  overweight; 
five  of  the  latter  gi'oup  presented  glandular  dis- 
turbances. Definite  evidence  of  cardiac  involve- 
ment was  noted  in  six  of  the  children.  Four  of 
these  cases  were  probably  the  result  of  rheumatic 
fever  and  two  were  congenital  in  origin.  The  re- 
sult of  the  ^Vassermann  test  for  syphilis  was  nega- 
tive in  everv  child  and  only  three  of  the  entire  group 
showed  a positive  tuberculin  test.  Inguinal  hernias 
were  found  in  three  of  the  children  examined,  one 
child  had  an  umbilical  hernia,  while  six  presented 
dilated  inguinal  rings. 

PSYCHOMETRIC  EXAMINATION 

The  results  of  the  intelligence  tests  show  great 
range  in  the  mentality  of  this  group  as  measured 
by  Form  L of  the  Binet-Simon  tests.  The  results 
are  shown  in  the  following  table: 


Intelligence 


Quotient 

Percentage 

ClaasifLcation 

Below  50 

7 

Imbecile 

50-  70 

40 

Moron 

70-  80 

18 

Borderline 

80-  90 

13 

Dull 

90-110 

18 

Average  normal 

110-120 

3 

Superior 

120-140 

1 

Very  superior 

From  the  foregoing  table  it  can  be  seen  that  one- 
half  of  this  group,  or  47  per  cent,  woidd  be  classi- 
fied as  mental  defectives  while  an  additional  1 8 per 
cent  are  borderline  in  intelligence;  in  other  words 
65  per  cent  are  below  normal.  On  the  other  hand 
35  per  cent  are  normal  or  superior.  Thirteen  per 
cent  are  slow  or  dull  normally.  Eighteen  per  cent 
are  average  normal.  Three  per  cent  are  superior 
and  1 per  cent  (one  child)  is  very  superior. 

Those  in  the  dull  group  (13%)  were  reported 
universally  as  being  slow  learners,  four  being  noted 
as  especially  poor  in  reading.  In  the  average  nor- 
mal group  (18%)  seven  were  reported  as  doing 
poor  work,  eight  as  poor  in  reading  and  three  as 
poorly  adjusted.  Of  the  three  who  were  classified 
as  superior,  one  was  a disciplinary  case  only,  one 
was  reported  as  nervous,  inattentive,  a dreamer  and 
a slow  learner,  while  the  third  was  reported  as  gen- 
erally retarded. 

The  one  child  with  an  intelligence  quotient  of 
123  was  unable  to  read.  His  school  attendance  was 
poor  due  to  illness  and  he  was  regarded  as  unstable. 

The  Betts  Telebinocular  Test  for  Reading  Readi- 


ness uncovered  a larger  percentage  of  eye  defects 
than  did  the  Snellen  Chart  used  in  the  physical 
examination.  The  test  with  the  manoptoscope 
showed  35  per  cent  of  the  group  to  he  left-eyed, 
and  about  half  of  the  left-eyed  pupils  were  poten- 
tiallj"  left-handed  also.  Whether  or  not  there  is  any 
relationship  between  eyedness  or  handedness  and 
learning  to  read  is  still  a moot  question,  but  with 
these  children  it  might  be  well  to  keep  it  in  mind. 

SCHOOL  DATA 

This  group  ranges  in  age  from  seven  vears  and 
one  month,  to  sixteen  years.  The  grade  range  is 
from  one  to  eight.  It  can  he  seen  from  the  age-grade 
chart  that  93  per  cent  of  these  children  were  retarded 
in  grade  placement,  sometimes  as  much  as  five  years. 
Six  are  in  the  grade  normal  for  their  years  and  one 
is  advanced.  On  the  other  hand,  while  they  are 
retarded  so  far  as  life  age  is  concerned,  6 1 per  cent 
are  too  far  advanced  in  terms  of  mental  age  as  seen 
in  the  mental  age-grade  chart. 

The  chief  educational  problem  which  this  group 
presents,  with  two  or  three  exceptions,  is  inability 
to  learn,  and  specifically,  inability  to  read  and  get 
the  thought  from  the  printed  page.  Doubtless  it 
is  this  reading  disability  which  is  chiefly  responsible 
for  general  inability  to  learn. 

One  would  expect  grade  retardation  and  slow 
learning  by  pupils  who  are  mentally  subnormal,  but 
this  inability  to  learn  is  not  limited  to  that  group. 
The  majority  of  cases  with  average  or  better  intel- 
ligence show  poor  reading  skill,  although  in  several 
cases  arithmetic  was  cited  as  the  chief  cause  for  re- 
tardation. However,  even  in  arithmetic  the  root  of 
the  trouble  might  well  be  poor  reading. 

The  poor  reader,  because  he  is  a poor  reader, 
fails  to  make  a good  personality  adjustment  and  this 
feeling  of  weakness  spreads  in  a way  that  is  detri- 
mental to  learning  in  general.  Consequently,  some 
of  the  children  are  misjudged  as  to  their  true  ability 
to  learn.  On  the  other  hand,  once  the  child  has 
learned  to  read,  learning  in  all  fields  goes  by  leaps 
and  bounds,  and  the  personality  instead  of  retreat- 
ing may  become  forceful  if  not  aggressiv'e.  More- 
over, it  is  a well  known  fact  that  attempts  often 
are  made  to  teach  pupils  to  read  before  the)'  are 
ready.  One  experiment  carried  on  over  a five  year 
period  with  children  with  intelligence  quotients 
ransine  from  60  to  79  stressed  social  living  and 
work  habits  in  an  enriched  and  stimulating  environ- 
ment and  delayed  the  teaching  of  academic  work 
until  reading  readiness  was  sufficiently  ad\'anced. 
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The  result  was  that  the  pupils  made  rapid  progress 
and  were  able  to  catch  up  with  a control  group  and 
showed  fewer  maladjustments  than  the  control 
group.  In  other  words,  when  the  teaching  of  read- 
ing was  delayed  until  the  child  was  ready  for  it, 
Hood  progress  was  made  academically  and  the  per- 
sonality of  the  child  was  not  impaired. ^ 

SOCIAL  PROBLEMS 

The  children  who  presented  di'ciplinary  prob- 
lems had  intelligence  quotients  ranging  from  64  to 
1 13,  or,  in  other  words,  from  the  borderline  to  the 
superior,  but  two-thirds  of  them  came  from  the 
dull  and  low  average  normal  groups.  Evidently, 
it  is  the  dull  and  slow  learning  child  who,  failing 
to  gain  attention  by  satisfactory  work,  gets  it  by 
misbehavior,  or  antisocial  behavior,  such  as  bullying, 
belligerency  and  pett}-  larceny.  Thus,  the  delin- 
quents more  often  are  found  among  children  in  the 
lower  intelligence  brackets  rather  than  among  those 
in  the  definitely  defective  group.  Nervousness  and 
emotional  maladjustments  were  found  throughout 
the  range  of  intelligence. 

Many  of  the  problems  seemed  to  be  centered  in 
the  home.  Forty  of  these  children  presented  home 
problems,  and  in  three  cases  the  home  was  so  poor 
that  re.moval  of  the  child  from  the  home  was  rec- 
ommended. The  effects  of  poor  homes  revealed 
themselves  chiefly  in  inadequate  clothing,  malnu- 
trition and  emotional  reactions  which  prevented  the 
child  from  making  use  of  what  intelligence  he  had, 
thus  resulting  in  poor  school  adjustments. 

Other  unsatisfactory  environmental  conditions 
noted  as  possible  causative  factors  affecting  some  of 
the  children  were  alcoholism  in  the  parents,  irregular 
eating  habits,  poor  sleeping  conditions,  inadequate 
rest  and  a foreign  language  spoken  in  the  home.  The 
children  were  largely  from  underprivileged  families 
in  the  low  socio-economic  group,  but  in  many  cases 
there  was  adequate  income  due  to  wartime  pros- 
perity. 

CONCLUSIONS 

1.  The  results  of  the  physical  examinations 
showed  that  every  pupil  examined  presented  two 
or  more  signs  of  physical  abnormalities.  Over  one- 
half  of  the  entire  group  presented  five  or  more  posi- 
tive findings. 

It  is  important  in  this  connection  to  note  that  the 
mentally  defective  children  show  a higher  percent- 

(1)  Patterson,  R.  M.:  Evaluation  of  a Prolonged  Academic  Pro- 
gram for  High  Grade  Mentally  Deficient  Children  in  Terms  of 
Subsequent  Progress.  J.  Exp.  Ed.  1944,  No.  13,  pp.  86-91. 


age  of  physical  defects,  notably  in  connection  with 
social  diseases  such  as  scabies,  impetigo,  and  itch. 
These  conditions  frequentl\-  accompany  ])oor  sani- 
tation, often  due  to  low  incomes  and  poor  li\'ing 
environmental  conditions. 

A continued  study  of  the  same  children  would 
be  necessary  in  order  to  determine  whether  or  not 
there  is  a direct  relationship  between  defective  phys- 
ical condition  and  learning  ability.  The  exception 
to  this'is  the  group  of  pupils  showing  an  endocrine 
gland  disturbance,  a condition  in  which  there  is  a 
definite  relationship  between  the  ph\-sical  and  men- 
tal developme.nt.  However,  it  is  evident  that  low- 
ered resistance  and  general  physical  debility  will  di- 
minuh  energy  output,  resulting  in  listlessness,  inat- 
tention and  lack  of  initiati\'e  to  learn. 

2.  Home  investigation  is  needed  to  determine 
the  extent  -;f  home  influence  and  the  possibili  ( ■ for 
improvement.  In  several  cases  the  investigation 
should  be  made  wn'th  the  idea  of  rem-n-ing  the  child 
from  the  home  to  be  placed  in  a fostei'  home  or  an 
institution. 

3.  Social  promotion  has  doubtless  created  some 
personality  problems.  (By  social  promotion  is  meant 
promotion  on  the  basis  of  physical  and  chronological 
maturation,  regardless  of  academic  achievement). 
Many  of  this  group  physically  and  chronologically 
matured,  are  mentally  retarded.  Others  have  been 
promoted  to  work  beyond  their  mental  years  and 
mental  capacity.  The  competition  thus  encoun- 
tered is  too  great  and  is  the  cause  of  definite  mental 
and  emotional  upheavals  and  maladjustments  to  the 
extent  that  the  child  is  unable  to  concentrate  on  the 
work  in  school. 

SUGGESTIONS 

1.  Treatment  for  physical  defects  should  be 
provided  either  by  the  family  concerned,  if  able  to 
do  so,  or  b}'  welfare  agencies.  The  school  authori- 
ties, the  county  health  nurse,  and  the  child  welfare 
worker  of  the  Department  of  Public  Assistance 
should  see  that  the  recommendations  for  treatment 
are  carried  out. 

2.  A need  for  special  classes  can  be  seen  when 
the  reader  notes  that  over  half  of  the  pupils  in  this 
group  are  classified  as  mental  defectives  and  can- 
not progress  normally  and  satisfactorily  through 
public  schools  as  they  are  organized  at  present.  The 
ordinary  classes  under  the  present  system  are  too 
large  to  be  handled  adequately  by  one  teacher  and 
consist  of  too  many  diverse  elements  and  problems. 
A special  class  for  feebleminded  children,  if  real- 
ized, woidd  prepare  these  individuals  to  adjust  to 
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every  day  demands,  and  would  help  them  to  develop 
the  potentialities  of  which  they  are  capable.  Voca- 
tional training  well  might  be  a feature  of  these  spe- 
cial classes.  Those  of  dull  or  borderline  intelligence 
might  be  placed  in  a group  for  instruction  on  a 
somewhat  higher  level.  These  children,  while  per- 
haps not  feebleminded,  are  slow,  and  with  special 
teaching  methods  might  improve  considerably. 

3.  A remedial  reading  and  spelling  class  for 
those  of  normal  intelligence  is  recommended  also. 
Reading  techniques  have  been  stereotyped  to  such  a 
degree  in  the  public  schools  that  those  who  cannot 
benefit  by  the  selected  method  have  no  recourse  to 
other  techniques  which  might  be  a great  aid  in  teach- 
ing normal  intelligent  children  the  fundamentals  of 


reading  and  spelling. 

4.  It  is  evident  that  a more  thorough  knowl- 
edge of  child  psychology  should  be  required  for 
members  of  the  teaching  profession.  Slow  learn- 
ing does  not  necessarily  mean  inability  to  learn, 
but  inability  to  read  slows  up  learning.  Many 
teachers  do  not  recognize  the  handicaps  of  emo- 
tional maladjustments  and  personality  factors  which 
are  at  odds  with  normal  comprehension  and 
learning. 

Since  this  study  does  not  embrace  all  pupils 
who  present  psychophysical  problems,  the  results 
would  be  true  of  larger  numbers  of  pupils  in  this 
county  and  other  counties  throughout  this  state 
and  possibly  in  other  states. 
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SUBPECTORAL  ABSCESS 

(CASE  REPORTI 

By  LT.  COL.  JOSEPH  Wl.  DONALD,  WIC, 

Birmingham,  Alabama 
and 

LT.  COL.  PAT  A.  TUCKWILLER,  MC 
Charleston,  West  Virginia 

Kanavcl  ' is  quoted  as  follows:  “Attention  should 
be  drawn  to  the  so-called  subpectoral  phlegmons. 
These  are  in  reality  abscesses  arising  from  infected 
glands.  The)-  have  assumed  prominence  in  clinical 
surgery  since,  in  addi.ion  to  abscesses  lieveloping 
here  from  a frank  infection  of  the  hand,  we  not  un- 
commonly have  these  abscesses  develop  from  in- 
significant or  unnoticed  infections  in  the  hand,  as  for 
instance,  in  one  of  our  cases  it  developed  after  an 
impetigo  had  disappeared.  In  other  cases  the  patient 
presents  the  S)’Stemic  picture  of  severe  toxemia  with 
little  local  evidence  of  infection  about  the  axilla,  due 
to  the  fact  that  the  abscess  is  deeply  seated  under  the 
pectoralis  major  muscle  and  axillary  fascia,  h’or 
some  days  only  an  indefinite  pain  may  be  complained 
of  in  the  shoidder  region,  with  a hardly  noticeable 
swelling  of  the  axilla.  Llpon  operation,  the  surgeon 
is  amazed  by  the  quantity  of  pus  that  has  filled  the 
axilla  and  extended  under  the  pectoral  and  scapular 
muscles.” 

T'he  following  case  report  is  jiresented  because  it 
so  well  illustrates:  ( 1 ) the  possible  severit)-  of  in- 
fections arising  from  insignificant  lesions  of  the 
hand  or  forearm,  (2)  the  paucity  of  local  physical 
signs  despite  the  presence  of  an  extensive  subpectoral 
abscess,  ( 3 ) the  effect  of  sulfonamides  and  penicillin 
on  the  course  of  the  infection  and  (4)  the  necessity 
of  incision  and  drainage  despite  this  therapy. 

On  April  22,  1944,  a 19  year  old  soldier  was  ad- 
mitted to  an  army  station  hospital,  complaining  of 
chills  and  fever.  In  addition,  there  was  a moderate 
dull  aching  in  the  ri<iht  axilla  and  a slight  headache. 
Four  days  prior  to  admission,  the  patient  had  suffered 
a small  burn  on  the  right  wrist. 

Examination  revealed  a well  developed,  moder- 
ately obese,  young  adidt  male  not  appearing  ill.  The 
face  was  slightly  flushed.  The  admission  tempera- 
ture was  101.4  P'.  There  was  a superficial  lesion 
on  the  dorsum  of  the  right  wrist  about  the  size  of  a 
dime,  which  did  not  appear  infected  and  was  not  ten- 
der. There  was  one  palpable  lower  axillary  lymph 
node  about  the  size  of  an  almond  and  quite  tender. 
There  were  no  signs  of  lymphangitis.  The  general 
physical  examination  was  otherwise  negative. 

On  the  evening  of  the  day  of  admission,  the  tem- 
perature rose  to  104.2  P',  but  over  night  this  fell 
to  101.4.  On  .April  23,  however,  the  patient  again 


had  chilliness  followed  by  fever  of  105.6  P'.  and 
ajipeared  quite  toxic.  Blood  was  drawn  for  culture 
and  the  patient  was  given  4 Gm.  of  sulfadi:izine  to 
he  followed  by  1 Gm.  every  f.mr  hoars.  Tiie  tem- 
pera.ure  remained  above  102.6  P'.  lor  fort) -eight 
hours.  On  April  25,  the  blood  level  of  sulfadiazine 
was  2.4  mg.  per  100  cc.;  this  was  attributed  to  a 
very  large  fluid  intake  and  output  and  accordingly 
the  dosage  of  sulfadiazine  was  doubled. 

Meanwhile,  the  right  axillary  lymph  node  had 
become  small  and  much  less  tender.  However,  on 
-April  25,  there  was  a large  area  of  moderate  full- 
ness and  tenderness  on  deep  pressure,  extending  from 
the  anterior  to  the  posterior  axillary  lines  between 
the  3rd  and  12th  ribs  on  the  right.  After  increase 
in  dosage  of  sulfadiazine,  the  temperature  promptly 
subsided  to  normal,  the  patient’s  general  condition 
improved  remarkably^  and  the  tenderness  decreased. 

After  two  days  during  which  the  patient’s  tem- 
perature remained  normal,  a gradual  rise  in  tem- 
perature again  developed.  T'he  sulfadiazine  was  dis- 
continued on  May  3rd,  after  a total  of  114  Gm. 
had  been  given  ovei'  a period  of  ten  days.  .Although 
the  blood  level  had  not  risen  above  9 mg.  per  100  cc., 
it  was  suspected  the  patient  might  have  a drug  fever. 
By  May  5th,  tlie  lempei'ature  had  again  subsided  to 
normal. 

On  the  afternoon  of  May  6th,  the  soldier  had  a 
moderate  chill  followed  by  fever  of  103  F.  .Again 
there  was  a diffuse  area  of  tenderness  on  deep  pres- 
sure over  the  right  lower  thorax  in  the  axillary  line. 
There  were  no  superficial  signs  of  inflammatory  di- 
sease and  the  axfillary  glands  were  small  and  only 
slightly  tender. 

Since  the  temperature  remained  elevated  and  the 
patient  appeared  quite  ill,  on  May  8th  the  adminis- 
tration of  penicillin  was  started,  20,000  units  being 
given  intramuscularly  every  three  hours  for  20  doses, 
making  a total  of  400,000  units.  The  patient  again 
improved  and  the  temperature  subsided  to  normal 
where  it  remained  for  forty-eight  hours. 

On  May  12th,  once  more  the  patient  had  a severe 
chill  and  the  temperature  rose  to  103.4  P'.  But,  this 
time,  there  was  a small  area  of  localization  about 
three  inches  below  the  armpit  in  the  mida.xillary 
line.  There  was  an  area  about  the  size  of  a dime 
which  was  red,  tender  and  fluctuant.  Hot  moist 
compresses  were  applied  continuously  for  twenty- 
four  hours  and  the  patient  was  transferred  to  the 
surgical  service  for  incision  and  drainage. 

LABORATORY  FINDINGS 

Blood  cidtures  taken  on  .April  23rd  and  .May  5th 
showed  no  growth.  .An  apparentl)-  healthy  eschar 
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was  removed  from  the  small  wrist  lesion  on  April 
23rd  and  a culture,  made  from  the  slight  amount 
of  serum  beneath,  revealed  a nonhemolt'tic  stapliyl- 
ococcus  and  a hemolytic  streptococcus.  Unnalysis 
done  on  April  27th  revealed  albumin,  numerous 
glandular  casts  and  a few  Icncocvtes.  Three  to  five 
red  cells  per  H.P.F.  and  sulfadiazene  crystals  were 
found  in  the  urine  on  three  or  four  occasions.  Re- 
peated urinal vses  were  otherwise  negative.  Two 
blood  Kahn  tests  were  negative.  Chest  x-ravs  taken 
on  April  23rd  and  24th  were  essentially  negative. 
The  leukocyte  counts  are  graphed  on  the  tempera- 
ture chart  and  demonstrate  a striking  parallelism 
(Fig.  1 ).  The  red  blood  cell  count  remained  above 
4.5  millions  throughout. 

On  May  13,  1944,  under  sodium  pentothal 
anesthesia,  a small  reddened  and  fluctuant  area  in 
the  right  midaxilla  was  aspirated  and  a small  amount 
of  pus  was  obtained  for  culture  (this  revealed  a 
nonhemolytic  streptococcus).  A transverse  incision 
was  then  made  and  a large  quantity  (approximately 
10  ounces)  of  thin  pus  escaped  under  pressure.  The 
incision  was  enlarged  and  digital  exploration  re- 
vealed a large,  well  walled  off  abscess  cavity  deeply 
situated  beneath  the  pectoralis  major  muscle.  The 
cavity  extended  posteriorly  beneath  the  scapular 
muscles.  One  Penrose  drain  and  two  vaseline  gauze 
drains  were  inserted  into  the  cavity.  Symptoms 
rapidly  subsided  following  surgical  drainage  and,  on 
June  7th,  the  soldier  returned  to  duty. 


COMMENT 

This  case  represents  a nonhemolytic  streptococcic  in- 
fection which  had  its  origin  in  a small  lesi^'n  of  the  wrist. 
The  infecion  apparently  extende  ' through  the  deep  lym- 
phatic system  to  the  axillary  lymph  glands,  from  which 
there  was  a spread  into  the  subpectoral  and  subscapular 
regions  with  a resulting  large  abscess.  The  development 
of  such  a large  collection  of  pus  in  this  region  with  so 
few  clinical  signs  of  abscess  formation  was  rather  amaz- 
ing. While  our  attention  was  drawn  to  the  rather 
amazing.  While  our  attention  was  drawn  to  the  right 
axilllary  space  from  the  beginning,  a search  was  made 
for  other  causes  of  the  patients  fever  and  toxemia  be- 
cause of  the  masked  signs.  Seems  probable  that  proper 
diagnosis  was  delayed  in  this  case  because  of  two  factors: 
{ 1 ) the  fact  that  the  soldier  was  moderately  obese  and 
the  large  abscess  was  beneath  a thick  layer  of  subcuta- 
neous adipose  tissue,  and  (2)  the  administration  of  sul- 
fadiazine clouded  the  picture  by  apparent  alteration  in  the 
course  of  the  infection. 

The  progression  of  this  infection  conforms  to  the 
common  opinion  that  nonhemolytic  streptococcic  infec- 
tions are  quite  resistant  to  sulfonamide  and  penicilin 
therapy.  On  the  other  hand,  assuming  that  the  infection 
was  one  of  a mixed  bacterial  origin  as  suggested  by  the 
culture  of  staphylococci  and  hemolytic  streptococci  from 
the  wrist  lesion,  these  organisms  had  been  rendered  non- 
effective  by  the  drug  therapy.  Furthermore,  it  is  a well 
accepted  fact  that  after  frank  abscess  formation,  regard- 
less of  bacterial  etiology,  incision  and  drainage  are  essen- 
tial. It  should  be  kept  in  mind  that  a large  subpectoral 
abscess  may  occasionally  occur  following  relatively  in- 
significant infections  of  the  upper  extremity  and  associated 
with  minimal  local  physical  signs. 
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OPTIMISM  NEEDED  IN  CANCER  CONTROL 

In  the  program  of  cancer  control  the  doctor  is 
the  key  man.  On  his  degree  of  suspicion,  upon  his 
ability  to  recognize  precancerous  or  early  lesions, 
upon  his  recommendations  depend  not  only  the 
success  of  the  program  but,  more  important,  the 
life  or  death  of  the  individual.  The  first  doctor 
seen  by  the  cancer  patient  has  more  to  do  with  the 
ultimate  outcome  of  the  case  than  the  surgeon, 
radiologist,  specialist,  or  clinic.  Such  responsibil- 
ity imposes  the  obligation  of  being  informed  and 
competent  or  at  least  willing  to  seek  competent 
consultation. 

Unfortunately,  too  many  doctors  still  have  an 
ingrained  pessimism  regarding  cancer  that  is  not 
justified  by  the  facts,  and  which  reacts  to  the  detri- 
ment of  their  patients.  Almost  40,000  five-year 
cures  of  definitely  authentic  cases  of  malignancy 
in  the  archives  of  the  American  College  of  Sur- 
geons attest  the  curability  of  some  cancers.  Opti- 
mism is  an  important  corollary  to  cancer  control. 

Delay  in  the  treatment  of  cancer  is  dangerous. 
If  the  delay  is  due  to  the  patient’s  ignorance  or 
fear,  it  is  bad  enough;  but  if  it  is  due  to  the  doctor’s 
carelessness  or  incompetence,  it  is  practically  crimi- 
nal. The  doctor’s  attitude  plays  an  important  role. 
If  he  makes  light  of  a lesion,  the  patient  will  not  re- 
gard it  seriously  either,  and  if  he  is  instructed  to 
return  for  further  examination  at  some  indefinite 
time  he  will  be  apt  to  postpone  or  neglect  action 
until  it  is  too  late- — Edmund  Zimmerer,  M.  D.,  in 
The  Mississippi  Doctor. 


MORPHINE  IN  WAR  AND  PEACE 

During  the  war  the  care  of  battle  casualties  ob- 
viously necessitated  the  adoption  of  certain  routine 
procedures,  the  application  of  which  could  be 
easily  understood  by  medical  corpsmen.  Included 
in  this  routine  was  the  administration  of  morphine 
which  was  facilitated  by  the  use  of  syrettes.  An- 
other was  the  use  of  sulfanilamide  powder  locally 
and  the  administration  of  sulfanilamide  tablets  by 
mouth  in  the  treatment  of  the  less  extensive 
wounds.  Both  of  these  routines  served  for  a while 
but  they  served  no  better  purpose  than  to  demon- 
strated on  a large  scale  that  standardized  treat- 
ments are  still  not  good  procedures  in  medical 
practice. 

In  the  hands  of  the  medical  officer  the  syrette 
was  a rapid  and  convenient  means  of  administer- 
ing morphine  to  vast  numbers  requiring  treatment 
during  heavy  action.  The  same  officer  on  his  re- 
turn to  civil  practice  will  have  more  time  to  medi- 
tate on  the  indications  for  morphine.  He  has  al- 
ready realized  that  the  local  use  of  sulfanilamide 
has  been  discredited  by  Meleney,  and  Beecher  has 
shown  he  must  be  more  discriminate  in  the  use  of 
morphine. — International  Medical  Digest. 


EMOTIONAL  CONTROL  IN  HEART  DISEASE 

In  addition  to  marvelous  and  life-saving  drugs, 
proper  diet  and  surgical  treatment  of  heart  disease, 
or  more  properly  cardiovascular  disease,  there  are 
three  other  therapeutic  measures  of  vast  impor- 
tance. They  are  not  new.  Their  value  has  long 


been  known  to  the  medical  profession.  The  tech- 
nique of  the  administration  of  these  remedies  is 
difficult  to  master  and  the  resistance  of  patients 
to  taking  them  is  often  almost  impossible  to  over- 
come. If  these  remedies  could  be  disposed  from  a 
bottle  in  teaspoonful  doses,  according  to  the  doc- 
tor’s directions  and  the  patient’s  need,  people  suf- 
fering from  cardiovascular  disease  would  lead 
longer,  more  comfortable  and  more  useful  lives. 

These  three  therapeutic  measures  have  the  pro- 
tective value  of  vaccines  and  the  curative  qualities 
of  serums.  As  a preventive  of  cardiovascular  disease 
and  as  a remedy  when  damage  has  occurred,  there 
are  no  drugs  that  will  give  more  than  temporary 
relief.  These  three  well  known  remedies  are  emo- 
tional control,  rest  and  exercise.  Unless  the  patient 
afflicted  with  heart  disease  can  be  taught  to  acquire 
emotional  control,  the  other  two  measures  will  be 
largely  inoperative.  Physicians  will  learn  that  study 
of  the  life  of  man  and  consideration  of  the  bom- 
bardments his  nervous  system  endured  and  con- 
tinues to  endure,  both  genetically  and  individually, 
will  add  greatly  to  their  ability  to  administer  the 
psychological  teachings  needed  by  patients  who  are 
victims  of  heart  disease. — Emmet  Keating,  M.  D., 
in  Illinois  Medical  Journal. 


WOMAN  DOCTOR  INDISPENSABLE  IN  INDIA 

When  we  consider  that  except  for  a compara- 
tively small  number  of  those  who  are  literate  and 
more  advanced,  the  vast  majority  of  India’s  200 
million  women  are  practically  debarred  from  re- 
ceiving medical  aid  from  men,  we  can  readily  un- 
derstand why  the  woman  doctor  is  indispensable  for 
the  health  and  well-being  of  the  women  of  this 
country.  This  is  quite  conclusively  borne  out  by 
India’s  maternal  and  infant  mortality,  which  is  the 
highest  in  the  world,  four  times  that  of  the  United 
States.  Such  a high  rate  of  mortality  is  the  inevi- 
table result  when  mothers  are  dependent  upon  the 
crude  and  unhygenic  ministrations  of  untrained 
midwives. — Medical  Woman’s  Journal. 


THE  DOCTOR  AND  PSYCHOSOMATICS 

The  doctor’s  job  after  all,  is  to  help  the  patient. 
And  if  psychosomatics  means  anything,  it  means 
that  manipulating  the  social  and  emotional  forces 
which  rain  down  on  the  patient  is  an  essential  part 
of  “overall”  therapy.  A doctor  may  advise  a 
widowed  mother  to  seek  the  financial  or  emotional 
security  of  a job.  If  she  cannot  accept  work  unless 
she  finds  a day  nursery  in  which  to  place  her 
children,  then  the  doctor’s  job  must  include  know- 
ing where  (or  at  least,  how)  to  find  such  a nursery. 
To  prescribe  a hobby  is  empty  advice  unless  the 
practitioner  also  knows  how  the  patient  can  get  the 
instruction  and  facilities  which  that  hobby  requires. 
What  the  physician  needs,  in  a word,  is  a sort  of 
communal  “know-how.”  It  comes  back,  of  course, 
to  the  basic  point:  that  the  doctor  today  must  know 
the  total  community.  Anything  short  of  that  is  the 
treatment  of  diseases,  not  the  treatment  of  people. — 
J.  Med.  Soc.  N.  J. 
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The  President’s  Page 


For  one  time  I count  it  a high  honor  to  use  this  page  to  present  a 
matter  of  pure  sentiment,  of  the  deepest  and  most  sincere  sentiment 
of  my  heart. 

When  all  the  records  have  been  made  complete  it  will  appear  that 
West  Virginia  will  have  lost  hundreds  of  bdys  in  World  War  11.  Four 
of  these  were  members  of  our  own  group.  These  boys,  the  flower  of 
our  civilization,  we  could  illy  afford  to  lose.  Many  will  be  listed  as 
“missing”  and  may,  by  the  mercy  of  God,  yet  be  spared  to  us. 

It  happens  that  every  one  of  those  boys  is,  or  was,  known  by  some 
one  of  us;  we  have  treated  them  in  our  offices  or  in  their  homes.  We 
have  called  each  of  them  friend. 

Thinking  of  them,  I know  the  price  we  have  paid  for  what  we 
glibly  call  our  blessings;  I know  we  owe  to  them  an  infinite  debt. 

We  must  never  bring  ourselves  to  think  of  these  boys  in  the  past 
tense.  With  tremendous  honesty  of  conviction,  we  should  say  to  their 
parents  that  in  a real  sense  the  glorious  young  lives  go  on  and  on. 
As  we  visit  their  homes  today,  and  all  the  tomorrows,  to  minister  to 
their  loved  ones  we  should  say  to  ourselves,  “They  shall  not  grow  old, 
as  those  of  us  who  are  left  grow  old.”  They  help  us.  They  rebuke  us 
for  our  immobility  and  always  they  try  to  rescue  us  from  our  selfish 
complacency.  They  make  us  strive  to  be  better  men,  and  real  phy- 
sicians. 

What  I am  desperately  eager  for  is  that  not  only  the  name  and 
the  memory  but  also  the  influence  of  these  boys  shall  be  saved  for  this 
and  succeeding  generations.  They  gave  everything  that  we  and  other 
boys  might  know  and  live  in  a world  of  peace  and  happiness. 

Whatever  we  elect  to  do  for  them  must  be  worthy.  We  must 
not  present  as  tribute  to  their  memory  something  that  is  transient 
and  cheap,  something  that  is  not  consistent. 

1 cannot  escape  the  feeling  that  mere  words  are  futile.  We  must  be 
willing  to  be  of  service  to  their  parents,  their  wives  and  their  children 
as  a fitting  tribute  to  their  memory.  Such  action  on  our  part  will  be 
an  enforcement  of  their  influence.  I know  of  no  more  noble  way  for 
us  to  show  our  gratitude.  Service  rather  than  mere  words.  In  this 
way  we  may  best  apply  the  thought  given  us  by  the  Great  Teacher  and 
Healer:  “By  these  fruits,  we  shall  happily  be  judged.” 

While  we,  and  many  others  grieve  for  them  we  clearly  have  a 
mandate  from  them — a summons  to  strengthen  ourselves  for  the  years 
ahead  through  service.  We  can  come  to  but  one  conclusion,  that  this 
is  the  first  item,  this  is  the  supreme  obligation;  We  shall  honor  them. 


President. 
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THIOURACIL 

W^lienever  a new  drug  appears  upon  the  thera- 
peutic horizon,  there  is  always  a rush  to  “try  it  out;.” 
Within  recent  years  the  Federal  Food  and  Drug 
Act  has  dampened  very  definitely  the  ardor  of  experi- 
mentation on  the  medical  firing  line  due  to  the  fact 
that  drugs  are  released  for  interstate  commerce  only 
after  each  individual  product  has  been  fairly  well 
evaluated  as  to  physiological  action,  therapeutic  value, 
untow'ard  manifestations  ami  outright  toxic  proper- 
ties. Despite  this  care  on  the  part  of  the  P'ederal 
Government,  thiouracil  has  appeared  upon  the  open 
market  when  it  is  very  questionable  whether  the 
medical  profession  realizes  its  inherent  dangers. 

I'hiouracil  ajipears  of  unquestioned  worth  in  the 
treatment  of  thyrotoxicosis.  "Fhe  accumidated  litera- 
ture on  the  drug  clearly  shows  that  it  is  effective 
against  hyperthyroidism  regardless  of  whether  due 
to  the  diffuse  or  the  nodular  variety  of  goiter.  Its 
depressant  effect  upon  the  metabolic  rate  is  such 
that  at  times  hypothjroidism,  or  even  myxedema, 
follows  its  administration.  However,  the  drug  ap- 
parently has  one  verv  dangerous  toxic  property,  its 
depressant  action  on  leucocj'te  production,  which  at 
times  in  the  presence  of  infection  seems  to  progress 
to  agranulocytosis,  which  in  several  instances  has 


resulted  fatally.  I'or  a long  time  it  has  been  known 
that  in  hyperthyroidism  there  is  disturbance  of  the 
function  of  leucocyte  production  in  that  the  normal 
lymphoc)’te-gramdocyte  ratio  is  ch.anged  with  a nu- 
merical increase  of  the  former  and  a decrease  of  the 
latter.  It  is,  of  course,  possible  that  while  thiouracil 
tends  to  restore  the  metabolic  rate  to  normal,  it  may 
tend  to  accentuate  an  already  present  tendency  of 
the  disease  to  pathological  hematopoiesis. 

"Fhe  toxicity  of  thiouracil  is  well  presented  in  two 
articles  in  the  February  9 issue  of  the  J onrnnl  of  the 
A mcrican  Mechca!  A ssociatioti.  .Moore  and  his  col- 
laborators present  an  anal}'sis  of  the  untoward  mani- 
festations olr^erved  in  1,091  patients  stmlied  in  the 
United  States  and  Lngland  and  find  that  the  most 
dangerous  period  is  between  the  fourth  and  eighth 
week  of  administration.  .Agranulocytosis  during 
thiouracil  administration  is,  as  always,  a very  grave 
condition  and  its  appearance  demands  prompt  with- 
drawal of  the  drug,  heavy  doses  of  penicillin,  and  the 
administrati  >n  of  crude  liver  extract  and  pyrido.xine. 
\^A‘  qu  ote  theii'  summar)-  of  approximate  incidence 
of  untoward  manifestation: 

1.  Death  under  administration  of  the  drug,  0.7 
per  cent. 

2.  Death  attributable  directly  to  the  drug,  0.5 
per  cent. 

3.  Agranulocytosis,  1.8  per  cent. 

4.  Death  rate  in  agranulocytosis,  26  per  cent. 

5.  Leukopenia  without  agranulocytic  angina,  3 
per  cent. 

6.  Fever,  5 per  cent. 

7.  Glandular  enlargement,  5 per  cent. 

8.  Miscellaneous  reactions,  2 per  cent. 

'Fhe  second  article  is  an  evaluation  of  the  drug 
b\'  VA-in  \5hiikle  and  his  collaborators  representing 
work  done  by  the  Food  and  Drug  .Administration 
and  the  medical  departments  of  various  drug  firms 
which  produce  thiouracil.  d'his  summ.ation  of  the 
observations  of  32S  clinical  investigators  on  5,745 
patients  represents  the  best  type  of  cooperation  be- 
tween commerce  and  science  and  we  trust  is  the 
harbinger  of  a new  day  in  drug  production.  Their 
summar}’  epitomizes  practically  e\'er\  thing  known  of 
thiouracil  and  is  so  w'ell  put  that  we  quote  it  in  its 
entirety : 

1.  Thiouracil  is  effective  in  the  management  of 
thyrotoxicosis  and  possibly  thyroiditis. 

2.  Thiouracil  is  of  no  value  and  should  not  be 
used  in  other  derangements  of  thyroid  activity  or  in 
conditions  not  associated  with  hyperthyroidism. 

3.  More  information  should  be  secured  concern- 
ing the  induction  of  remissions  by  thiouracil  and 
the  factors  affecting  the  permanence  of  these  re- 
missions. 

4.  At  present  the  optimum  dosage  schedule  ap- 
pears to  be  0.4  Gm.  per  day,  in  divided  doses  ini- 
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tially,  and  after  the  symptoms  are  controlled  or  the 
basal  metabolic  rate  is  within  the  normal  range 
the  dose  should  be  reduced  to  0.1  or  0.2  Gm.  per  day. 
More  information  is  needed  on  the  effectiveness  of 
lower  doses. 

5.  On  the  basis  of  the  available  information,  it 
can  be  recommended  only  that  thiouracil  be  used 
for  preoperative  treatment  or  for  those  patients 
for  whom  operation  is  contraindicated.  The  wisdom 
of  depending  on  thiouracil  as  a substitute  for  oper- 
ative procedure  can  be  determined  only  by  fol- 
lowing the  results  of  investigations  carried  on  for 
longer  periods. 

6.  Many  patients,  particularly  those  who  have 
received  previous  iodine  therapy,  do  not  respond 
immediately  to  thiouracil  therapy;  hence  medica- 
tion should  be  continued  for  at  least  thirty  days,  or, 
for  a patient  to  whom  iodine  has  been  administered, 
for  sixty  to  one  hundred  days,  before  concluding 
that  no  response  to  thiouracil  is  possible. 

7.  Approximately  13  per  cent  of  all  cases  can  be 
expected  to  show  some  adverse  reaction  to  thioura- 
cil therapy. 

8.  The  most  frequent  and  severe  complications 
of  thiouracil  therapy  are  granulocytopenia,  leuko- 
penia, drug  fever  and  dermatitis.  The  appearance 
of  jaundice,  purpura  and  anemia  has  been  re- 
ported and  should  be  watched  for  and,  if  observed, 
calls  for  careful  evaluation  of  the  clinical  condition 
of  the  patient  before  thiouracil  therapy  is  resumed. 

9.  Granulocytopenia  occurs  in  about  2.5  per  cent 
of  cases  and  is  the  most  serious  complication  of 
thiouracil  therapy.  This  reaction  tends  to  occur  in 
the  early  weeks  of  treatment,  and  80  per  cent  of  the 
cases  were  seen  by  the  twelfth  week  of  therapy.  No 
relationship  to  the  dose  of  thiouracil  was  apparent. 
Treatment  of  this  complication  should  consist  of 
massive  doses  of  penicillin  (500,000  units  per  day). 

10.  Leukopenia  had  an  incidence  of  4.4  per  cent, 
seen  early  in  treatment,  75  per  cent  occurring  in  the 
first  eight  weeks  but  not  related  to  dosage.  More 
information  is  needed  on  the  relationship  between 
leukopenia  and  granulocytopenia. 

11.  Drug  fever  had  an  incidence  of  2.7  per  cent, 
seen  very  early  in  treatment,  85  per  cent  occurring 
in  the  first  four  weeks  but  not  related  to  dosage. 
Reactions  occurring  early  tended  to  be  more  severe 
than  those  occurring  late  in  treatment. 

12.  Skin  reactions  had  an  incidence  of  3.3  per 
cent.  Urticaria  was  the  most  common,  but  a wide 
variety  of  other  dermatoses  were  seen.  None  were 
deemed  serious,  but  caution  is  advised  in  continuing 
therapy  in  the  presence  of  these  complications. 

13.  Three  fourths  of  the  investigators  were  of 
the  opinion  that  the  incidence  of  adverse  reactions 
of  thiouracil  was  less  than  the  incidence  of  compli- 
cations from  present  methods  of  treatment. 

14.  It  should  be  emphasized  that  patients  re- 
ceiving thiouracil  therapy  should  be  carefully 
watched,  especially  during  the  first  twelve  weeks 
of  therapy.  Patients  should  be  instructed  to  report 
immediately  to  their  physician  if  any  adverse 
symptoms  such  as  sore  throat,  fever,  coryza  or 
malaise  are  experienced. 

15.  Since  the  mild  and  the  juvenile  types  of 
hyperthyroidism  can  frequently  be  controlled  ade- 
quately by  iodine  therapy  alone,  thiouracil  should 
not  be  used  for  these  patients  unless  the  safer  form 
of  therapy  proves  ineffective. 


A BLOW  TO  SOCIALIZED  MEDICINE 

President  T'ruman  probably  did  not  realize  it  at 
the  time,  but  when  he  signed  the  measure  enacted 
by  Congress  to  remove  the  medical  staff  of  the  Vet- 
erans Administration  from  Civil  Service,  he  dealt 
socialized  medicine,  admittedly  an  Administration 
project,  a major  blow.  He  also  gave  Civil  Service  a 
setback.  Congress  passed  the  measure  at  the  request 
of  Gen.  Omar  N.  Bradley,  new  Veterans  Admini- 
strator. The  request  was  based  on  difficulties  his 
predecessor  e.xperienced  in  “weeding  out”  unde- 
sirables on  the  medical  staff'  because  of  their  Civil 
Service,  ratings.  These  difficulties  were  brought  out 
in  the  testimony  offered  at  hearings  on  the  subject 
several  months  ago,  by  statements  of  Veterans  Ad- 
ministration officials. 

LLuler  provisions  of  the  new  law,  appraisal  boards 
will  be  created  in  virtually  all  97  veterans  hospitals 
to  recommend  which  doctors,  dentists  and  nurses 
among  the  present  Veterans  Administration  staff'  are 
to  be  retained.  The  “thoroughly  incompetent”  will 
be  dismissed. 

General  Bradley  has  stated  that  the  reorganiza- 
tion bill  “was  designed  to  bring  us  the  best  medi- 
cal men,”  and  “we  are  getting  a'bout  20  applications 
a day,”  which  “is  20  times  more  than  we  were 
getting  before.”  The  implication  here  is  quite  clear 
that  under  Civil  Service  the  best  results  could  not  be 
obtained ; that  under  the  old  order  incompetents 
forced  their  way  on  the  medical  staff  and  retained 
their  positions  through  Civil  Service  backing.  If 
such  conditions  prevailed  in  the  Veterans  Administra- 
tion, it  is  most  likely  that  they  would  become  a fea- 
ture of  socialized  medicine,  for  there  can  be  little 
doubt  concerning  the  method  of  selection  of  doctors, 
dentists  and  nurses  under  a nation-wide  federal  pro- 
gram. Nor  can  there  be  any  doubt  as  to  the  results 
that  would  be  obtained. 

Here  is  a case  that  gives  the  American  public 
food  for  thought  concerning  Civil  Service.  The 
natural  question  posed  is  how  widespread  are  condi- 
tions, such  as  those  that  prevailed  in  the  Veterans 
Administration  medical  staff,  where  the  Civil  Service 
controls  the  selection  of  employees.? 

The  necessity  for  Congress  to  pass  this  remedial 
legislation  should  he  an  object  lesson  to  that  august 
body  when  considering  the  adoption  of  any  form  of 
socialized  medicine.  In  spite  of  the  best  intentions 
of  all  concerned,  the  very  situation  which  has  crip- 
pled the  medical  service  of  the  Veterans  Administra- 
tion so  far  might  be  confidently  expected  to  develop 
in  any  other  similar  plan  involving  the  control  of 
medical  practice  by  laymen. 
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RED  CROSS  STATISTICS  AMAZING 

The  impressive  sum  of  $5,280,390  has  been 
contributed  to  the  American  Red  Cross  by  the  people 
of  M ^est  Virginia  during  the  past  four  years,  accord- 
ing to  a report  prepared  by  Vlrs.  Grace  F'.  M^ylie,  a 
representative  of  the  eastern  area  headquarters. 

But  figures,  even  the  impressive  ones,  have,  at 
best,  a momentary  impact,  and  then  are  forgotten. 

Think  of  them  rather  as  services  to  living  and  hope- 
ful people,  alive  and  hopeful  because  of  the  gener- 
osity and  tirelessness  of  the  62  Red  Cross  chapters 
in  ^Vest  Virginia  and  the  thousands  of  volunteer 
workers  who  rallied  around  tliem  from  the  moment 
of  Pearl  'FFarbor  to  the  present  time.  The  war 
work  has  left  the  citizens  of  West  Virginia  with 
a stronger  sense  of  obligation,  both  to  their  fellow 
citizens  and  to  the  people  of  the  world  at  large.  The 
well-being  of  West  Virginians,  they  realize,  depends 
on  the  well-being  not  only  of  their  neighbors  in 
Martinsburg  and  Morgantown,  but  their  neighbors 
in  London,  in  Chungking,  in  Stalingrad. 

There  were  services  to  the  armed  forces,  not  only 
of  West  Virginia,  but  to  boys  from  all  other  states. 
Think  of  the  cases  of  bandages,  of  clothes  sorted  and 
l repaired,  of  dried  blood  plasma,  leters  written,  hos- 
pitals and  camps  visited. 

There  were  Home  Service  cases,  more  than  11,- 
140,000  of  them,  and  there  will  be  man)-  more  in  the 
immediate  future.  Soldiers  and  sailors  who  left  their 
' families  behind,  who  worried  about  them,  have  not 
looked  in  vain  to  the  Red  Cross  and  its  workers  in 
! ^^Ast  Virginia  to  help  take  care  of  them. 

Meanwhile,  there  was  Nursing  Service  to  render. 
The  armed  forces  took  a great  proportion  of  the 
i state’s  doctors  and  nurses.  The  Red  Cross  organized 
J in  home  nursing  and  issued  thousands  of  certificates 
to  those  who  had  learned  to  take  care  of  their  fami- 
lies and  neighbors  until  the  doctor  came. 

^^Ast  \hrginia  gave  7,210,539  hours  to  Volunteer 
Special  Services,  an  incredible  amount  of  time.  A 
factor)-  could  keep  a thousand  men  employed  for  six 
months  before  they  put  in  as  many  hours.  The 
hours  spent  by  these  volunteers  could  have  rebuilt 
entirely  a town  like  Charleston.  The  workers  didn’t 
rebuild  houses,  they  rebuilt  lives  with  their  modest, 
make-the-most-of-spare-minute  contributions.  They 
drove  in  the  Motor  Corps,  folded  white  mountains 
of  surgical  dressings,  and  sewed,  sorted  and  processed 
miles  of  clothing. 

The  war  is  over,  but  it  leaves  tens  of  thousands  of 
men,  women  and  children,  many  of  them  trained  in 
new  skills,  and  all  of  them  sociall)-  conscious,  all  of 


them  looking  for  something  else  to  do,  something 
more  to  do,  looking  to  the  American  Red  Cross  to 
give  them  leadership.  There  will  be  disasters,  as 
there  were  during  the  war,  with  more  than  13,000 
people  assisted  by  the  Red  Cross.  There  will  be 
the  mounting  load  of  Home  Service  cases.  Services 
to  the  armed  forces,  for  those  now  in  the  army  of 
occupation,  or  those  waiting  to  go  overseas,  nursing 
service,  nurses’  aides,  first  aid  and  water  safety, 
accident  prevention,  nutrition,  the  Junior  Red  Cross 
— all  these  things  will  carry  over  from  war  )-ears 
into  the  peace-time  years  ahead. 

\\^est  Virginians  have  shown  their  readiness  to 
can')'  on  as  long  as  human  needs  exist.  They  can 
and  will  carry  on  in  peace  as  well  as  in  war. 


CHICAGO  GLEANINGS 

The  meetings  of  the  various  medical  groups  held 
at  T'he  Palmer  House  early  in  F ebruary — The  Con- 
ference of  Editors  and  Secretaries,  The  National 
Conference  on  Medical  Service,  The  Congress  on 
Medical  Ed-acation  and  Licensure,  and  others — left 
us  with  some  rather  definite  impressions  as  to  medi- 
cal trends.  Although  we  deny  the  gift  of  prophecy, 
we  present  these  trends  as  forecasting  the  future. 

1.  Voluntary  siekness  insurance  must  be  devel- 
oped on  a statewide  basis  very  promptly  or  else  the 
long  arm  of  the  federal  government  will  enforce  the 
compulsory  governmental  variety  upon  us  to  the 
very  great  detriment  of  medical  service,  medical 
progress,  and  the  populace  generally.  These  state 
plans  must  be  correlated  and  coordinated  and  some 
plan  of  reciprocity  must  be  worked  out  among 
them. 

2.  The  American  Medical  Association  is  becom- 
ing definitely  more  liberal  in  its  views  and  plan- 
nings, as  witness  the  address  of  the  Editor  of  the 
Journal  on  “The  Public  Relations  of  American 
Medicine,”  and  the  revision  of  the  advertising  rules 
of  The  Council  on  Pharmacy  and  Chemistry,  al- 
though the  latter  are  still  strenuous  enough. 

3.  The  failure  of  acceleration  of  the  curriculum 
in  medical  education.  While  some  such  scheme  may 
have  been  a necessity  in  meeting  the  war  emer- 
gency, it  has  resulted  in  injecting  into  the  corpus 
of  the  profession  a large  group  of  physicians  in- 
adequately trained  both  basically  and  clinically. 
Almost  all  the  grade  A schools  are  now  in  the 
process  of  deceleration  and  by  the  end  of  1946 
will  have  completed  the  process. 

4.  The  questionable  value  of  basic  science  boards. 
When  18  boards,  all  theoretically  having  the  same 
purposes  and  objectives,  have  developed  12  differ- 
ent techniques  of  operation  and  administration, 
there  is  question  as  to  the  wisdom  of  the  basic 
philosophy  involved  in  the  movement. 

5.  The  further  intrusion  by  the  federal  govern- 
ment into  the  affairs  of  states,  especially  in  the 
field  of  health  and  medicine.  While  there  is  con- 
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siderable  question  as  to  the  final  form,  it  seemed  to 
be  generally  admitted  that  all  the  segments  of  the 
Murray-Wagner-Dingell  bill  would,  within  the  rea- 
sonably near  future,  be  enacted  into  law  with  the 
possible  exception  of  compulsory  governmental 
sickness  insurance,  and  that  the  only  way  to  pre- 
vent this  catastrophe  is  for  the  profession  to  offer 
a more  satisfactory  voluntary  plan. 

6.  The  majority  of  the  people  of  the  United 
States  actually  want  some  method  of  prepaid  medi- 
cal service. 

The  Chicago  series  of  meetings  was  very  inform- 
ative and  stimulating.  The  attendance  was  smaller 
than  expected,  due  probably  to  continued  transpor- 
tation difficulties  and  crowded  hotels.  M'ith  im- 
provement in  these  conditions,  there  should  be  a 
marked  increase  in  attendance  at  the  meetings  in 

1947. 


MEDICINE  TODAY  AND  TOMORROW 

One  of  the  most  important  fields  in  which  medical 
education  needs  direct  attention  is  psychiatry.  I 
do  not  mean  that  every  doctor  must  be  a phychia- 
trist,  or  even  that  a much-needed  increase  in  the 
number  of  psychiatrists  will  wholly  answer  the 
problem.  I mean,  rather,  that  greater  attention 
must  be  given  to  developing  an  attitude  of  mind 
enabling  the  doctor  to  take  into  consideration  the 
emotional  and  environmental  factors  which  con- 
tribute to  physical  illness.  In  the  process  of  edu- 
cating the  young  physician  of  the  future,  this  type 
of  training  is  essential  if  he  is  to  understand  these 
factors  and,  through  this  understanding,  to  deal 
more  capably  with  patients  of  all  types. 

Indeed,  we  must  count  on  medicine  to  develop 
the  kind  of  personality  which  is  needed  to  soothe 
the  harrowed  spirit  of  the  postwar  world.  It  will 
not  be  enough  to  practice  perfect  medicine  in  the 
perfectly-equipped  diagnostic  center  or  in  the 
hospital  in  a mechanized  routine  way.  It  will 
rather  be  necessary  to  meet  some  of  the  intangible 
factors  which  will  be  disturbing  the  inner  serenity 
of  the  patients  of  the  next  decade.  There  will  be 
very  few  people  who  will  not  have  been  upset  in 
some  way  by  the  war  or  postwar  adjustments. 

It  is  to  be  hoped  that,  in  the  process  of  de- 
mobilization, the  teachers  will  return  early  to  our 
medical  schools  and  hospitals,  and  that  these 
schools  will  also  seek  out  the  men,  and  women,  too, 
who  have  learned  how  to  apply  knowledge  which 
semed  radical  and  even  queer  a decade  ago. 

Some  of  these  young  physicians  have  done  a 
tremendous  — a remarkable  — job.  They  have 
learned  great  lessons  to  pass  on  for  the  future.  It 
has  been  their  responsibility  to  keep  very  valuable 
men  sane,  sound,  and  happy.  They  have  been  en- 
couraged to  apply  new  knowledge  which  it  would 
have  taken  traditional  medicine  decades  to  ac- 
cept. We  will  be  wise  if  we  seek  out  these  leaders 
and  put  them  in  touch  with  the  young  doctors  of 
the  future,  who  will  be  a little  bit  jealous  because 
they  have  not  had  the  war  experience.  They  will 
be  anxious  to  learn  all  that  they  can  from  those  who 
actually  have  been  participating. — Watson  B.  Miller 
in  J.  Ind.  St.  Med.  Assn. 


General  News 


DR.  CLAUDE  B.  SMITH  HEADS 

NEW  VETERANS  AFFAIRS  COMMITTEE 

A committee  has  been  appointed  by  Dr.  Andrew 
E.  Amick.  president  of  the  West  Virginia  State 
Medical  Association,  to  confer  with  representatives 
of  the  Veterans  Administration  at  Washington  con- 
cerning out-patient  care  of  West  Virginia  veterans 
in  their  home  communities.  The  committee  is  com- 
posed of  Dr.  Claude  B.  Smith,  of  Charleston,  chair- 
man; and  Drs.  Thomas  L.  Harris,  of  Parkersburg, 
Cecil  O.  Post,  of  Clarksburg,  Ralph  J.  Jones,  Jr., 
of  Charleston,  and  Francis  A.  Scott,  of  Huntington. 

The  first  meeting  of  the  committee  was  held  on 
February  17  at  Charleston,  and  full  report  of  the 
negotiations  to  date  is  being  made  at  a meeting  of 
the  Council  at  Parkersburg  as  this  issue  of  the 
Journal  is  on  the  press  (February  24).  The  Veter- 
ans Administration  has  already  agreed  upon  a pro- 
gram for  local  medical  care  of  veterans  with  the 
Monmouth  County  (N.  J.)  Medical  Society,  the 
Kansas  Medical  Society,  and  Michigan  Medical 
Service.  While  full  details  of  the  West  Virginia 
program  have  not  yet  been  worked  out,  it  is  prob- 
able that  an  effort  will  be  made  to  enroll  all  mem- 
bers of  the  State  Medical  Association  for  service 
in  a statewide  program.  Veterans  will  have  free 
choice  of  doctors,  and  all  members  of  the  Associa- 
tion will  be  eligible  to  make  examinations  for  pen- 
sions, insurance  and  retirement  benefits. 

It  is  understood  that  male  veterans  may  be  hos- 
pitalized in  a private  hospital  only  for  service- 
connected  and  service-aggravated  disabilities,  but 
female  veterans  may  be  treated  for  service  and 
non-service  connected  disabilities  under  certain 
conditions. 

If  the  Council  approves  the  program  that  is  being 
outlined  by  the  Veterans  Affairs  Committee,  com- 
plete information  on  the  subject  will  be  mailed 
immediately  to  all  members  of  the  State  Medical 
Association  together  with  the  proposed  fee  sched- 
ule. An  enrollment  card  will  be  enclosed  and  the 
members  will  be  asked  to  return  the  card  certifying 
their  willingness  or  unwillingness  to  participate  in 
the  program. 

With  Council  approval,  it  is  probable  that  nego- 
tiations will  be  completed  with  the  Veterans  Ad- 
ministration shortly  after  the  first  of  March. 

79th  Annual  Meeting 

WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION 

HUNTINGTON 

May  13,  14,  15,  1946 
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DR.  HANCOCK  NEW  SUPERiNTENDENT 
AT  ANDREW  S.  ROWAN  MEMORIAL  HOME 

Dr.  Henry  H.  Hancock,  of  Union,  has  been  ap- 
pointed by  Governor  Clarence  W.  Meadows  as 
superintendent  of  the  Andrew  S.  Rowan  Memorial 
Home  for  aged  and  infirm  white  men  and  women, 
at  Old  Sweet  Springs,  Monroe  County,  to  succeed 
Dr.  George  P.  Evans,  who  resigned  effective  Feb- 
ruary 1.  Doctor  Evans  has  served  as  superintendent 
since  July  1,  1945.  Previously  he  had  been  engaged 
in  industrial  practice  at  laeger  in  McDowell  County. 

Doctor  Hancock  has  just  returned  from  overseas 
duty  with  the  army.  He  served  as  battalion  surgeon 
with  the  third  army  in  campaigns  in  Morocco,  Tu- 
nisia, Sicily  and  Italy.  Since  January  1944,  he  has 
been  instructor  at  the  Medical  Field  Service  School, 
Carlisle  Barracks,  Pennsylvania. 

Doctor  Hancock  graduated  from  the  University  of 
Virginia  School  of  Medicine  in  1937.  He  interned 
at  the  C.  & O.  Hospital,  at  Huntington,  and  served 
a one-year  residency  at  the  C.  & O.  Hospital,  at 
Clifton  Forge,  Virginia,  after  which  he  located  at 
Union. 

Doctor  Evans  plans  to  resume  industrial  practice 
in  southern  West  Virginia  early  in  the  spring. 


STUDIES  MEDICALLY  INDIGENT  PROGRAM 

A sub-committee  of  the  Interim  Committee  on 
public  health  matters  has  been  named  by  John  E. 
Amos,  Speaker  of  the  House  of  Delegates,  and 
Arnold  Vickers,  President  of  the  Senate,  for  the 
purpose  of  making  a study  of  the  problem  of  medi- 
cal and  hospital  care  for  the  medically  indigent  in 
this  state. 

The  committee  is  composed  of  W.  Broughton 
Johnston,  of  Princeton,  majority  leader  in  the  Sen- 
ate. J.  Hornor  Davis,  of  Charleston,  majority  leader 
in  the  House,  Dr.  R.  J.  Wilkinson,  of  Huntington. 
Dr.  D.  A.  MacGregor,  of  Wheeling,  and  Dr.  Carl  M. 
Erasure,  of  Morgantown.  Doctor  Erasure,  who  is 
executive  secretary  of  the  Interim  Committee,  is 
chairman  of  the  sub-committee. 

The  first  meeting  of  the  committee  was  held  at 
Charleston  the  middle  of  February  and  plans  laid 
for  an  immediate  study  of  the  need  for  medical 
care  for  this  particular  class  of  cit'zens.  and  a re- 
port will  be  made  to  the  full  committee  at  a meet- 
ing which  will  probably  be  held  early  in  March. 


NCMS  ELECTS  OFFICERS 

Dr.  Cleon  A.  Nafe,  of  Pittsburgh,  secretary  of  the 
National  Conference  on  Medical  Service,  was  ele- 
vated to  the  presidency  of  that  organization  at  the 
19th  annual  meeting  at  Chicago,  February  10.  Dr. 
Creighton  Barker,  secretary  of  the  Connecticut 
State  Medical  Society  and  former  member  of  the 
executive  committee,  was  elected  secretary. 

The  one-day  program  featured  addresses  by  rep- 
resentatives of  labor  and  agriculture,  the  former 
advocating  passage  of  the  Truman  Health  Bill, 
and  the  latter  bitterly  opposing  it.  J.  S.  Jones,  of 
St.  Paul,  secretary  of  the  Minnesota  Farm  Bureau, 
stated  that  his  organization,  composed  of  55,000 
farmers,  stood  with  medicine  in  opposition  to  the 
enactment  of  compulsory  health  legislation. 


QUARTERLY  REVIEW  OF  PEDIATRICS 

A new  publication,  “Quarterly  Review  of  Pedi- 
atrics,” made  its  initial  appearance  in  February. 

The  prime  function  of  this  new  Journal  is  to  make 
it  feasible  for  the  busy  physician  to  keep  abreast  of 
the  most  recent  progress  in  all  branches  of  pedi- 
atrics with  a minimum  of  time  and  effort.  The 
Review  will  also  serve  as  an  authoritative  guide 
to  original  sources  when  more  detailed  information 
is  desired. 

From  a great  diversity  of  national,  state  and 
special  journals  in  this  country  and  abroad  the 
editors  will  select  for  abstracting,  as  promptly  as 
possible,  articles  of  significance  which  deal  with 
disease  conditions,  health,  growth,  and  mental  wel- 
fare, from  infancy  through  adolescence.  These  ab- 
stracts will  be  prepared  by  trained  bibliographers, 
mostly  physicians. 

Issues  of  the  Quarterly  Review  of  Pediatrics  will 
appear  in  February,  May,  August,  and  November. 
Each  number  will  be  thoroughly  indexed,  and  a 
cumulative  index  for  each  volume  will  be  included 
in  the  November  issue.  The  “Bookshelf”  depart- 
ment will  report  on  all  new  books  the  pediatrician 
should  know  about,  as  soon  as  they  are  brought  to 
editorial  attention. 

Dr.  Irving  J.  Wolman,  of  Philadelphia,  is  editor 
m chief  of  the  new  journal,  which  will  be  published 
by  the  Washington  Institute  of  Medicine,  1720  M 
Street,  N.  W.,  Washington  6,  D.  C. 


DR.  NALE  TRANSFERRED  TO  NEW  YORK 

Dr.  Thomas  W.  Nale,  medical  director  at  the 
South  Charleston  plant  of  the  Carbide  and  Carbon 
Chemical  Corporation,  has  been  transferred  to  the 
New  York  office  of  the  parent  company.  Union 
Carbide  and  Carbon  Corporation,  and  will  assume 
his  new  duties  there  shortly  after  the  first  of 
March. 

In  New  York,  Doctor  Nale  will  be  associated  with 
Dr.  A.  G.  Cranch,  toxicologist  for  the  Union  Carbide 
Company,  and  in  this  capacity  will  serve  as  con- 
sultant in  medical  and  toxicology  problems  for  the 
medical  directors  of  the  various  plants  owned  by 
the  company. 

Doctor  Nale  has  been  medical  director  at  the 
South  Charleston  plant  since  1941.  Previously,  he 
was  connected  with  the  State  Health  Department  at 
Charleston.  No  successor  has  yet  been  named. 


WOMAN'S  AUXILIARY  TO  MEET 

The  22nd  annual  meeting  of  the  Woman’s  Aux- 
iliary to  the  West  Virginia  State  Medical  Asso- 
ciation will  be  held  at  the  Hotel  Governor  Cabell 
in  Huntington,  May  13-15,  1946,  conjointly  with 
the  79th  annual  meeting  of  the  State  Medical 
Association.  Guests  and  delegates  will  be  reg- 
istered at  the  hotel,  and  all  luncheons  and 
meetings  will  be  held  there. 

Mrs.  H.  E.  Beard,  of  Huntington,  has  been 
named  convention  chairman  by  Mrs.  A.  G. 
Rutherford,  president  of  the  Cabel  County  aux- 
iliary. Mrs.  Ulysses  G.  McClure,  of  Charleston, 
is  state  president  and  will  preside  at  all  of  the 
business  sessions. 
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INTERESTING  PROGRAM  AT  ANNUAL 

SECRETARIES-EDITORS  CONFERENCE 

The  annua]  conference  of  secretaries  of  state 
medical  associations  and  editors  of  medical  journals 
at  Chicago,  February  8-9,  was  of  unusual  interest, 
the  program  including  addresses  by  prominent  doc- 
tors and  laymen  from  various  parts  of  the  country. 

The  meeting  was  held  in  the  auditorium  of  the 
American  Medical  Association  building  and  was  at- 
tended by  representatives  from  forty  states.  The 
guests  were  welcomed  by  Dr.  R.  L.  Sensenich, 
chairman  of  the  board  of  trustees,  who  stated  that 
the  object  of  the  meeting  was  to  discuss  problems 
that  concern  medicine  in  America  today,  and  to 
give  those  present  an  opportunity  to  appraise  these 
various  matters. 

The  status  of  medical  legislation  on  a national 
level  was  discussed  by  Mr.  J.  W.  Holloway,  director 
of  the  Bureau  of  Legal  Medicine  and  Legislation, 
and  Dr.  Joseph  S.  Lawrence,  director  of  the  Wash- 
ington office  of  the  Council  on  Medical  Service  and 
Public  Relations.  Both  tried  to  impress  upon  those 
present  the  importance  of  keeping  in  close  touch 
with  representatives  in  Congress.  They  urged  that 
the  campaign  of  education  to  acquaint  the  public 
generally  with  the  evils  of  social  legislation  pro- 
posed in  Congress,  especially  the  Truman  Health 
Bill,  be  continued. 

The  lack  of  distribution  of  medical  care  in  rural 
districts  was  cited  by  Dr.  F.  S.  Crockett,  chairman 
of  the  Committee  on  Rural  Medical  Service,  as  the 
cause  of  much  of  the  agitation  in  Congress  for  com- 
pulsory health  insurance.  “If  we  can  show  that 
something  is  being  done  to  remedy  this  situation,” 
he  said,  “then  there  might  be  a change  of  sentiment 
in  Congress.”  All  three  speakers  predicted  that  the 
Hill-Burton  Hospital  Construction  bill,  which  has 
been  passed  by  the  Senate,  will  soon  be  enacted 
into  law. 

The  part  the  Veterans  Administration  is  playing 
in  the  reconversion  program  was  discussed  by  Col. 
James  C.  Harding,  MC,  acting  director  of  the  out- 
patient service  at  Washington.  Colonel  Harding 
stated  that  male  veterans  may  be  hospitalized  in 
private  hospitals  only  for  service-connected  or 
service-aggravated  disabilities  but  that  female  vet- 
erans may  be  given  treatment  for  service-con- 
nected or  non-service  disabilities  with  certain 
exceptions.  Women  will  be  hospitalized  only  in 
private  hospitals.  It  is  the  hope  of  the  Administra- 
tion that  approximately  20,000  patients  may  be 
taken  care  of  in  private  hospitals. 

Colonel  Harding  said  that  800,000  treatments 
were  accorded  to  patients  in  1945,  and  that  500,000 
of  that  number  were  given  to  World  War  I vet- 
erans. He  said  that  the  Veterans  Administration 
must  rely  upon  the  medical  profession  throughout 
the  country  to  do  this  work,  as  physicians  are  not 
available  for  the  purpose  in  Veterans  hospitals. 

The  principal  address  on  Saturday,  February  9, 
was  delivered  by  Dr.  Morris  Fishbein,  editor  of  the 
Journal  of  the  American  Medical  Association,  who 
discussed  present  day  problems  of  medicine  with 
particular  reference  to  the  part  being  played  by  the 
American  Medical  Association  through  its  Board 
of  Trustees  and  Council  on  Medical  Service  and 


Public  Relations  to  provide  medical  care  for  all  of 
the  people  of  the  United  States. 


MEASLES  IMMUNE  SERUM  AVAILABLE 

The  State  Health  Department  has  completed  ar- 
rangements with  the  American  Red  Cross  for  state- 
wide distribution  of  gamma  globulin  for  use  in  com- 
batting measles.  Distribution  will  be  made  without 
charge  through  the  state  hygienic  laboratory  with 
the  following  proviso:  “It  must  be  used  for  measles 
only;  it  must  be  distributed  without  charge  to  phy- 
sicians, hospitals,  and  clinics  in  accordance  with 
applicable  laws  and  regulations;  and,  it  must  be  ad- 
ministered in  accordance  with  established  stand- 
ards and  without  any  charge  to  the  patient  for  prod- 
ucts.” 

Doctors  should  request  the  needed  supply  of  the 
immune  globulin  from  the  local  city  or  county 
health  department.  No  request  should  be  sent  di- 
rectly to  the  state  hygienic  laboratory  from  any 
area  where  there  is  a full-  or  part-time  health  offi- 
cer. 


AWARDED  LEGION  OF  MERIT 

Lt.  Col.  Bert  Bradford,  Jr.,  MC,  of  Charleston, 
has  been  awarded  the  Legion  of  Merit  for  excep- 
tionally meritorious  conduct  in  the  performance  of 
outstanding  service  while  serving  with  the  army 
medical  corps  in  the  ETO.  Doctor  Bradford  is  now 
engaged  in  the  practice  of  surgery  at  Charleston. 
The  citation  is  as  follows: 

■‘Lieutenant  Colonel  Bert  Bradford,  Jr.,  (Army 
Serial  No.  0-292119).  Medical  Corps,  United  States 
Army,  for  exceptionally  meritorious  conduct  in  the 
performance  of  outstanding  services,  as  Chief  of  Sur- 
gical Service,  45th  Evacuation  Hospital,  from  2 Aug- 
ust 1944  to  10  May  1945.  Lieutenant  Colonel 
Bradford  skillfully  supervised  the  work  of  his  section 
and  teams  attached  to  his  unit  in  a manner  which 
insured  the  highest  quality  of  surgical  treatment  to 
wounded  men.  Particularly  noteworthy  was  his  in- 
troduction in  the  hospital  of  the  most  recent  develop- 
ments in  the  treatment  of  wounds  of  the  hand  and 
vascular  injuries.  By  his  demonstration  of  profes- 
sional ability,  sound  judgment  and  untiring  effort, 
Lieutenant  Colonel  Brawford  contributed  greatly  to 
the  success  of  his  unit’s  operation,  and  his  services 
reflect  highest  credit  upon  himself  and  the  armed 
forces  of  the  United  States.  Entered  military  service 
from  West  Virginia." 


PHC  MEETS  APRIL  1-3  AT  CHARLESTON 

A meeting  of  the  Public  Health  Council  will  be 
held  at  the  Daniel  Boone  Hotel,  in  Charleston, 
April  1-3,  for  the  purpose  of  examining  applicants 
for  licensure  in  West  Virginia. 


NEW  HEALTH  OFFICER 

Dr.  Don  V.  Hatton,  of  Williamson,  has  been  ap- 
pointed by  the  Public  Health  Council  as  full  time 
county  health  officer  for  Mingo  County.  He  suc- 
ceeds Dr.  S.  G.  Zando,  who  is  taking  a course  in 
public  health  at  Johns  Hopkins  University,  Balti- 
more. 
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RECIPROCITY  AMONG  SERVICE  PLANS 
AIM  OF  ASSOCIATED  MEDICAL  CARE 
PLANS.  INC. 

In  the  following  release  from  the  American  Medi- 
cal Association,  which  includes  a restatement  of 
the  14-point  program,  the  full  program  of  the 
Board  of  Trustees  and  the  Council  on  Medical 
Service  with  reference  to  voluntary  prepayment 
service  plans  is  set  forth  in  detail; 

The  Board  of  Trustees  of  the  American  Medical 
Association  and  the  Council  on  Medical  Service  of 
the  American  Medical  Association  at  a meeting 
just  completed  in  Chicago  have  taken  a long  step 
toward  protection  of  the  American  people  against 
the  costs  of  sickness  through  participation  in  a 
voluntary  prepayment  sickness  plan  now  developed 
under  the  authority  of  the  American  Medical  Asso- 
ciation. 

The  fundamental  step  in  the  development  of  this 
plan  was  the  establishment  of  standards  of  accep- 
tance for  medical  care  plans  which  have  the  ap- 
proval of  the  Council  on  Medical  Service  of  the 
American  Medical  Association.  Any  plan  which 
meets  the  standards  of  the  Council  will  be  entitled 
to  display  the  seal  of  acceptance  of  the  American 
Medical  Association  on  its  policies  and  on  all  of  its 
announcements  and  promotional  material.  In  order 
to  qualify  for  acceptance,  the  prepayment  plan 
must  have  the  approval  of  the  state  or  county  medi- 
cal society  in  the  area  in  which  it  operates.  The 
medical  profession  in  the  area  must  assume  respon- 
sibility for  the  medical  services  included  in  the 
benefits.  Plans  must  provide  free  choice  of  a 
qualified  doctor  of  medicine  and  maintain  the  per- 
sonal. confidential  relationship  between  patient  and 
physician.  The  plans  must  be  organized  and  oper- 
ated to  provide  the  greatest  possible  benefits  in 
medical  care  to  the  subscriber. 

Medical  care  plans  may  be  in  terms  of  either 
cash  indemnity  or  service  units,  with  the  under- 
standing that  benefits  paid  in  cash  are  to  be  used  to 
assist  in  paying  the  costs  incurred  for  medical 
service.  The  standards  also  include  provisions  rela- 
tive to  the  actuarial  data  that  are  required,  systems 
of  accounting,  supervision  by  appropriate  state 
authorities  and  periodic  checking  and  reporting  of 
the  progress  of  the  plan  to  the  Council. 

Coincidentally  with  the  announcement  of  these 
standards  of  acceptance,  there  was  organized,  as  a 
voluntary  federation,  an  organization  known  as 
Associated  Medical  Care  Plans,  Inc.  This  indepen- 
dent association  will  include  as  members  all  plans 
that  meet  the  minimum  standard  of  the  Council 
on  Medical  Service  of  the  American  Medical  Asso- 
ciation. 

The  Associated  Medical  Care  Plans  will  under- 
take to  establish  coordination  and  reciprocity 
among  all  of  these  plans  so  as  to  permit  transfer 
of  subscribers  from  one  plan  to  another  and  use  of 
the  benefits  in  any  state  in  which  a subscriber 
happens  to  be  located.  Under  this  method,  great 
industrial  organizations  with  plans  in  various 
portions  of  the  United  States  will  be  able  to  secure 
coverage  for  all  of  their  employees.  Moreover,  it 
will  be  possible  for  the  Veterans  Administration 


and  welfare  and  industrial  groups,  as  well  as  gov- 
ernment agencies,  to  provide  coverage  for  the  peo- 
ple in  any  given  area  through  a system  of  national 
enrollment.  In  addition,  the  Associated  Medical 
Care  Plans,  Inc.,  will  undertake  research  and  the 
compilation  of  statistics  on  medical  care,  provide 
consultation  and  information  services  based  on  the 
records  of  existing  plans,  and  engage  in  a great 
campaign  of  public  education  as  to  the  medical 
service  plan  movement  under  the  auspices  of  state 
and  county  medical  societies. 

The  Board  of  Trustees  of  the  American  Medical 
Association  also  announced  the  establishment  un- 
der its  Council  on  Medical  Service  of  a Division  of 
Prepayment  Medical  Care  Plans  with  a director  and 
a staff  who  will  administer  the  activities  of  the 
Council  on  Medical  Services  related  to  the  promo- 
tion and  development  of  medical  care  plans  in  all 
of  the  states. 

In  announcing  its  proposals  for  a nation-wide 
provision  of  sickness  insurance  on  a mutual  non- 
profit basis,  the  Association,  through  its  President 
and  the  Board  of  Trustees  authorizes  the  publica- 
tion of  its  complete  health  program  with  the  ten 
points,  which  include  the  development  of  services 
in  the  field  of  preventive  medicine,  maternal  and 
child  health,  voluntary  prepayment  plans  for  pro- 
tection against  the  costs  of  sickness,  compensation 
for  loss  of  wages  due  to  illness,  the  care  of  the 
veteran  and  the  development  of  a high  standard  of 
housing,  nutrition,  clothing  and  recreation. 

The  American  Medical  Association  last  June, 
through  its  Board  of  Trustees  and  Council  on  Medi- 
cal Service  announced  a 14-point  program  to  im- 
prove the  health  and  medical  care  situation  in  the 
United  States.  In  October,  1945,  the  interpretation 
of  these  14  points  and  methods  of  implementation 
were  adopted  by  the  Council  on  Medical  Service. 
In  December,  1945,  the  House  of  Delegates  ap- 
proved the  whole  program,  suggested  its  re- 
arrangement, and  directed  the  Board  of  Trustees  to 
keep  the  program  constantly  up  to  date  so  that  it 
will  stay  at  least  even  with  and,  if  possible,  a step 
ahead  of  the  needs  of  the  public. 

With  this  in  mind  the  Board  of  Trustees  has 
adopted  a restatement  of  the  14  point  program, 
which  clarifies  still  further  the  position  of  the 
American  Medical  Association  on  some  of  these 
points  and  brings  into  the  program  more  definitely 
such  matters  as  maternal  and  child  welfare,  medi- 
cal research,  the  medical  care  of  the  veteran  and 
the  part  to  be  played  by  the  voluntary  health 
agencies. 

This  restatement  follows: 

NATIONAL  HEALTH  PROGRAM  OF  THE  A.  ,M.  A. 

1 . The  American  Medical  Association  urges  a min- 
imum standard  of  nutrition,  housing,  clothing  and  rec- 
reation as  fundamental  to  good  health  and  as  an  objective 
to  be  achieved  in  any  suitable  health  program.  The  re- 
sponsibility for  attainment  of  this  standard  should  be 
placed  as  far  as  possible  on  the  individual,  but  the  appli- 
cation of  community  effort,  compatible  with  the  main- 
tenance of  free  enterprise,  should  be  encouraged  with  gov- 
ernmental aid  where  needed. 

2.  The  provision  of  preventive  medical  services 
through  professionally  competent  health  departments  with 
sufficient  staff  and  equipment  to  meet  community  needs 
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is  rccog'izcd  as  essential  in  a health  program.  The  prin- 
ciple of  federal  aid  through  provision  of  funds  or  per- 
sonnel is  recognized  with  the  understanding  that  local 
areas  control  their  own  agencies  as  has  been  established  in 
the  field  of  education.  Health  departments  should  not 
assume  the  care  of  the  sick  as  a function  since  administra- 
tion of  medical  care  under  such  auspices  tends  to  a deteri- 
oration in  the  quality  of  the  service  rendered.  Medical  care 
to  those  unable  to  provide  for  themselves  is  best  adminis- 
tered by  local  and  private  agencies  with  the  aid  of  public 
funds  when  needed.  This  program  for  national  health 
should  include  the  administration  of  medical  care  includ- 
ing hospitalization  to  all  those  needing  it  but  unable  to 
pay.  such  medical  care  to  be  provided  preferably  by  a 
physician  of  the  patient's  choice  with  funds  provided  by 
local  agencies  with  the  assistance  of  federal  funds  when 
necessary. 

3.  The  procedures  established  by  modern  medicine  for 
advice  to  the  prospective  mother  and  for  adequate  care 
in  childbirth  should  be  made  available  to  all  at  a price 
that  they  can  afford  to  pay.  'WTen  local  funds  are  lack- 
ing for  the  care  of  those  unable  to  pay,  federal  aid  should 
be  supplied  with  the  funds  administered  through  local  or 
state  agencies. 

4.  The  child  should  have  throughout  infancy  proper 
attention  including  scientific  nutrition,  immunization 
agai'st  preventable  disease  and  other  services  included  in 
infant  welfare.  Such  services  .ire  best  supplief  bv  per- 
sonal contact  between  the  mother  and  the  individual  phy- 
sician but  may  be  provided  through  child  care  and  infant 
welfare  stations  administered  under  local  auspices  with 
support  by  tax  funds  whenever  the  need  can  be  shown. 

5.  The  provision  of  health  and  diagnostic  centers  and 
hospitals  necessary  to  community  needs  is  an  essential  of 
good  medical  care.  Such  facilities  are  preferably  supplied 
by  local  agencies,  including  the  community,  church  and 
trade  agencies  which  have  been  responsible  for  the  fine  de- 
velopment of  facilities  for  medical  care  in  most  American 
communities  up  to  this  time.  Where  such  facilities  are 
unavailable  a'd  cannot  be  supplied  through  local  or  state 
agencies,  the  federal  government  may  ai  1.  preferably  under 
a plan  which  requires  that  the  need  be  shown  and  that 
the  community  prove  its  ability  to  maintain  such  institu- 
tions once  they  are  established.  (Hill-Burton  bill.) 

6.  A program  for  medical  care  within  the  American 
system  of  individual  i'ititat.ve  and  freedom  of  enterprise 
includes  the  establishment  of  voluntary  nonprofit  pre- 
payment plans  for  the  costs  of  hospitalization  (such  as 
the  Blue  Cross  plans)  and  voluntary  nonprofit  prepay- 
ment plans  for  medical  care  (such  as  those  developed  by 
many  states  and  county  medical  societies).  The  principles 
of  such  insurance  contracts  should  be  acceptable  to  the 
Council  of  Medical  Service  of  the  American  Medical  As- 
sociation and  to  the  authoritative  bodies  of  state  medical 
associations.  The  evolution  of  voluntary  prepayment  insur- 
ance against  the  costs  of  sickness  admits  also  the  utilization 
of  private  sickness  insurance  plans  which  comply  with  state 
regulatory  statutes  and  meet  the  standards  of  the  Council 
on  Medical  Service  of  the  American  Medical  Association. 

7.  A program  for  national  health  should  include  the 
administration  of  medical  care,  including  hospitalization, 
to  all  veterans,  such  medical  care  to  be  provided  preferably 
by  a physician  of  the  veteran’s  choice  with  payment  by 
the  Veterans  Administration  through  a plan  mutually 
agreed  on  between  the  state  medical  association  and  the 
Veterans  Administration. 

8.  Research  for  the  adv'ancement  of  medical  science  is 
fundamental  in  any  national  health  program.  The  inclu- 
sion of  medical  research  in  a National  Science  Foundation, 
such  as  proposed  in  pending  federal  legislation,  is  endorsed. 

9.  The  services  rendered  by  volunteer  philanthropic 
health  agencies  such  as  the  American  Cancer  Society,  the 
National  Tuberculosis  Association,  the  National  Founda- 
tion for  Infantile  Paralysis  Inc.,  and  by  philanthropic 
agencies  such  as  the  Commonwealth  Fund  and  the  Rock- 
efeller Fbunda'tion,  and  similar  bodies  have  been  of  vast 


benefit  to  the  American  people  and  are  a natural  out- 
growth of  the  system  of  free  enterprise  and  democracy 
that  prevail  in  the  United  States.  Their  participation  in 
a national  health  program  should  be  encouraged  and  the 
growth  of  such  agencies  when  properly  administered  should 
be  commended. 

10.  F undamental  to  the  promotion  of  the  public 
health  and  alleviation  of  illness  are  widespread  education 
in  the  field  of  health  and  the  widest  possible  dissemination 
of  information  regarding  the  prevention  of  disease  and  its 
treatment  by  authoritative  agencies.  Health  education 
should  be  considered  a necessary  function  of  all  depart- 
ments of  public  health,  medical  associations  and  school 
authorities. 


RELOCATIONS 

Dr.  Richard  V.  Shanklin,  who  has  been  engaged 
in  industrial  practice  at  Gary  for  several  years,  has 
moved  to  Bluefield. 

sis  * sK 

Dr.  M.  E.  Becker,  Jr.,  formerly  of  Morgantown, 
has  relocated  at  Orange,  Texas. 

Dr.  D.  C.  Peters,  of  Richwood,  has  moved  to 
Toledo,  Ohio  and  has  located  at  2581  Foreacre 
Avenue. 

^ 

Dr.  F.  V.  Gamage,  of  Bluefield,  has  moved  to 
Grundy,  Virginia. 

si:  * 

Dr.  Owen  Poling,  formerly  of  Eskdale,  is  now 
located  at  Mason. 

Dr.  W.  J.  Judy,  of  Parkersburg,  has  moved  to 
Salisbury,  North  Carolina. 

* « * 

Dr.  Ward  L.  Oliver,  who  has  served  for  several 
months  as  Monongalia  County  health  director  on 
loan  from  the  U.  S.  Public  Health  Service,  has  re- 
signed to  resume  civilian  practice  at  Cobleskill, 
New  York.  Doctor  Oliver  was  formerly  health  offi- 
cer for  District  No.  3,  with  headquarters  at  Pt. 
Pleasant. 


NPC  CONFERENCE  AT  ST.  LOUIS 

At  a conference  of  representatives  of  State  Medi- 
cal Associations,  held  at  St.  Louis,  January  18-19, 
the  Truman  Health  Bill  and  other  social  legislation 
was  discussed  from  every  angle  and  plans  mapped 
for  the  part  medicine  will  play  in  the  event  any  of 
the  major  bills  reach  the  stage  where  hearings  are 
called  by  House  or  Senate  committees. 

Two  doctor  representatives  were  present  from 
every  state  except  three,  and  the  conference  lasted 
the  full  two  days.  The  West  Virginia  State  Medical 
Association  was  represented  by  Dr.  Ray  M.  Bobbitt, 
of  Huntington,  and  Dr.  D.  A.  MacGregor,  of  Wheel- 
ing, both  of  whom  are  thoroughly  familiar  with  the 
work  that  is  being  done  in  West  Virginia  to  provide 
medical  care  for  ail  of  the  people  regardless  of 
economic  status.  The  speakers  stressed  the  great 
dangers  that  would  confront  medicine  if  the  Tru- 
man bill  should  be  enacted  into  law. 

It  is  probable  that  a full  report  of  the  meeting 
will  be  presented  by  Doctor  Bobbitt  and  Dr.  Mac- 
Gregor at  regular  or  called  meetings  of  component 
societies  throughout  the  state. 
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P.  AND  A.  NEARS  CLOSE 

Directives  received  recently  by  Dr.  Robert  K. 
Buford,  of  Charleston,  State  Chairman  of  the  Pro- 
curement and  Assignment  Service,  which  has 
functioned  throughout  the  war  in  all  matters  per- 
taining to  the  commissioning  of  doctors  for  active 
service  in  the  Army  and  Navy,  indicate  that  the 
work  of  the  Central  Office  at  Washington,  as  well 
as  that  of  state  and  county  committees,  is  about 
completed.  Besides  handling  deferments,  the  state 
and  county  committees  have  since  V-J  Day  handled 
applications  for  release  from  military  service. 

It  is  expected  that  by  April  1,  1946,  all  commis- 
sioned residents  now  serving  in  civilian  hospitals 
will  have  been  called  to  active  duty.  By  that  time, 
all  Procurement  and  Assignment  intern  and  resi- 
dent quotas  will  have  been  lifted.  Effective  April  1, 
hospital  officials  will  contact  the  Surgeons  General 
directly  in  all  matters  relating  to  deferments. 

Doctor  Buford  has  been  notified  that,  according 
to  present  plans,  the  reconversion  of  the  9-9-9  pro- 
gram and  the  disposition  of  pending  requests  for 
urgent  medical  care  can  be  accomplished  by  April  1. 
No  new  program  will  be  undertaken. 

State  offices  of  the  Procurement  and  Assignment 
Service  will  be  closed  as  work  is  completed,  and  it 
is  expected  that  all  offices  will  be  closed  by  June 
30,  1946. 


VISIBLE  REGISTERS  IN  TB  CONTROL 

The  Bureau  of  Tuberculosis  of  the  State  Health 
Department  has  set  up  a register  of  all  active  cases 
reported  to  supplant  its  formier  records,  which  con- 
sisted of  one  set  of  riles  containing  both  active  and 
inactive  cases. 

At  the  time  the  original  tuberculosis  file  was 
divided  into  active  and  inactive  cases,  the  inactive 
case-cards  were  placed  in  a closed  file,  the  active 
ones  being  placed  on  the  register,  furnishing  the 
initial  points  at  which  some  measure  of  control 
would  be  directed.  At  the  cessation  of  tuberculosis 
activity,  case-cards  will  be  removed  from  the  work- 
ing register  and  placed  in  the  closed  or  inactive  files. 
And,  correspondingly,  when  reactivation  is  mani- 
fest, the  case-card  will  be  again  placed  on  the  regis- 
ter. 

I Cognizant  that  record  control  on  a state  level  is  in 
itself  not  sufficient,  the  Bureau  has  recommended 
that  local  health  departments  adopt  for  their  use 
a simple  pocket-visible  tuberculosis  control  register. 

Visible  registers  have  already  been  set  up  in  17 
! counties,  and  it  is  is  expected  that  by  July  1 
j registers  will  have  been  installed  in  every  local 
health  department.  The  West  Virginia  Tubercu- 
losis and  Health  Association  plans  to  maintain 
registers  for  counties  having  no  active  health  ser- 
vices until  local  personnel  can  be  found  to  assume 
that  responsibility. 

A reciprocal  plan  for  interchange  of  informa- 
tion between  local  and  state  offices  has  been  in- 
troduced. It  is  important  that  a report  be  made 
to  the  bureau  of  tuberculosis  on  every  active  case 
at  six  months  intervals.  As  soon  as  the  county 
and  state  registers  are  operating  efficiently,  the 
bureau  will  be  equipped  to  do  cumulative  analyses 
for  any  one  county  or  for  the  state  as  a whole. 


DOCTORS  LICENSED  BY  PHC 

As  the  result  of  the  examination  conducted  by 
the  Public  Health  Council,  at  Charleston,  January 
7-9,  1946,  thirty  doctors  have  been  licensed  to 
practice  medicine  in  West  Virginia. 

Those  licensed  by  examination  were:  Joel  Foster 
Carr,  Princeton;  Robert  Carl  Lincicome,  Parkers- 
burg; Elizabeth  Sarah  Linson,  Charles  Town;  Fred- 
erick Allen  Scott,  Williamson;  and,  Orin  Ross  Yost, 
Aiken,  S.  C. 

The  following  doctors  were  licensed  by  reci- 
procity: Harry  Brutus  Anderson,  Mount  Hope; 

Raymond  Murray  Cunningham,  Bluefield;  Horace 
Milton  Dalton,  Logan;  Del  Roy  Richard  Davis, 
Kingwood;  Edward  Thomas  Dunn,  Jr.,  South 
Charleston;  Elmer  Abraham  Gearhart,  South 
Charleston;  Milford  Leroy  Hobbs,  Fairmont; 
Marion  Fisher  Jarrett,  Charleston. 

Paul  Archibald  Jones,  Huntington;  John  Henry 
Kilmer,  Martinsburg;  William  Thomas  Lawson, 
Fairmont;  Oldrick  Daniel  MacCallum,  Charleston; 
Caesar  Lawrence  Marshall,  Bluefield;  John  Osborne 
McNeel,  Millpoint;  Clarence  Rickett  Messer,  Hunt- 
ington; Richard  Carroll  Neale,  Bluefield;  George 
Osborne  Nelson,  Jr.,  Nitro. 

Maynard  Prince  Pride,  Morgantown;  William 
Frederick  Richmond,  Beckley;  William  Byron  Ross- 
man.  Charleston;  Glendy  Graham  Sadler,  Philippi; 
James  Everett  Sanner,  Philippi;  Herman  Seitz, 
Elkins;  Harold  Walter  Ulch,  Parkersburg;  and, 
Horace  Rudolph  Wilber  Vial,  Charleston. 


JOE  SAVAGE  NF  EXECUTIVE  DIRECTOR 

Major  Joe  W.  Savage,  former  executive  secretary 
of  the  West  Virginia  State  Medical  Association,  who 
has  been  attached  to  the  headquarters  offices  of  the 
National  Foundation  for  Infantile  Paralysis,  in  New 
York  City,  since  November,  1945,  has  been  ap- 
pointed executive  director  of  the  foundation  by 
Basil  O’Connor,  the  president.  The  appointment 
was  announced  at  a Red  Cross  meeting  at  Charles- 
ton, in  January,  and  was  released  formally  to  the 
press  on  February  13. 

Major  Savage  was  recently  released  from  the 
army  air  force,  after  serving  for  over  three  years. 
At  the  time  of  his  discharge  from  the  service,  he 
was  serving  as  director  of  military  training  at 
San  Marcos  Army  Air  Field,  San  Marcos,  Texas. 
Major  Savage  has  been  interested  in  the  work  of 
the  Foundation  since  1941  at  which  time,  at  the  re- 
quest of  Basil  O'Connor,  he  made  a national  survey 
of  the  organization’s  county  chapters  over  the 
country.  He  is  also  a veteran  of  World  War  I,  in 
which  he  served  overseas  as  a pursuit  pilot.  He 
served  as  executive  secretary  of  the  State  Medical 
Association  from  1928  until  he  reported  for  active 
duty  in  the  air  force  in  May,  1942. 

Major  Savage  will  be  located  permanently  in 
New  York  City,  and  will  move  his  family  there 
from  Charleston  late  in  the  spring. 


PHA  TO  MEET  AT  CLEVELAND 

The  74th  annual  meeting  of  the  Public  Health 
Association  will  be  held  at  Cleveland,  Ohio,  the 
week  of  November  11,  1946.  An  attendance  of  four 
thousand  is  anticipated. 
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Major  Joseph  T.  Mallamo,  who  was  recently  dis- 
charged from  military  service,  has  resumed  civilian 
practice,  with  offices  at  325  Adams  Street,  in  Fair- 
mont. 

Major  V.  L.  Peterson,  who  was  recently  stationed 
at  Wakeman  General  Hospital,  Camp  Atterbury, 
has  been  released  from  military  service  and  re- 
sumed the  practice  of  his  specialty,  radiology,  in 
the  Medical  Arts  Building. 

« * « 

Capt.  C.  L.  Houck,  of  Carbon,  who  served  many 
months  in  the  army  medical  corps  in  India,  and 
who  was  recently  released  from  military  service, 
has  resumed  industrial  practice  with  his  brother. 
Dr.  M.  L.  Houck,  in  his  home  community. 

H:  ^ ^ 

Lt.  Comdr.  W.  B.  Scherr,  of  Morgantown,  has 
been  released  from  the  Navy  and  resumed  practice 
in  that  city. 

Comdr.  John  O.  Rankin  has  returned  to  civilian 
practice  at  Wheeling,  and  resumed  the  practice  of 
his  specialty,  orthopedic  surgery,  at  the  Wheeling 
Clinic. 

Capt.  O.  D.  Ballard  has  resumed  civilian  practice 
at  Van,  after  over  three  years’  service  with  our 
armed  forces. 

^ ^ ^ 

Major  Henry  M.  Escue,  of  Charleston,  was  re- 
cently released  from  military  service  and  is  now 
taking  special  work  at  hospitals  and  clinics  in  the 
Boston  area. 

Capt.  John  P.  Brick,  who  has  been  released  from 
military  service,  was  reported  in  the  February  issue 
of  The  Journal  as  having  opened  offices  at  714  Hall 
Street.  This  is  his  home  address,  and  Doctor  Brick 
has  not  yet  formally  opened  offices  for  the  practice 
of  his  profession. 

>;«  9{c 

Major  Edward  L.  Justice  has  resumed  civilian 
practice  at  Hollidays  Cove,  after  serving  for  several 
years  in  the  army  medical  corps. 

3{S  * 

Comdr.  A.  J.  Weaver  (MC),  USNR,  of  Clarksburg, 
who  has  been  on  active  duty  since  April  1942,  is 
now  located  at  the  National  Naval  Medical  Center, 
Bethesda,  Maryland,  where  he  is  connected  with 
the  surgical  service.  He  spent  fifteen  months  at  the 
Naval  Dispensary,  Washington,  D.  C.,  and  two 
years  with  the  Fourth  Marine  Division,  taking  part 
in  the  conquest  of  the  Marshall  Islands,  Saipan, 
Tinian,  and  Iwo  Jima.  He  holds  the  presidential 
unit  citation  with  two  stars.  Pacific  theatre  ribbon 
with  three  stars,  and  the  Bronze  Star  Medal.  Prior 
to  his  entrance  into  military  service  he  was  asso- 
ciated in  the  practice  of  surgery  with  Dr.  H.  H. 
Haynes,  at  Clarksburg. 


Major  James  C.  Laslie,  formerly  connected  with 
the  Charleston  General  Hospital,  and  who  served 
for  three  years  as  acting  medical  director  for  the 
Workmen’s  Compensation  Commission,  was  re- 
cently released  from  military  service  and  has  lo- 
cated for  the  practice  of  his  profession  at  Mont- 
gomery, Alabama. 

V ^ ^ 

Lt.  Comdr.  Louis  E.  Kroger,  formerly  of  Parkers- 
burg, has  been  released  from  service  with  the  Navy 
and  is  now  associated  in  the  practice  of  Derma- 
tology with  Dr.  D.  J.  Kindel  in  the  Union  Central 
Life  Building,  at  Cincinnati. 

^ 

Lt.  Comdr.  James  E.  Fisher,  of  New  Cumberland, 
has  been  released  from  service  with  the  Navy,  and 
will  3oon  resume  the  practice  of  his  specialty  of 
E.  E.  N.  & T.  at  Hollidays  Cove.  Doctor  Fisher  was 
recently  assigned  to  the  Amphibious  Training  Base, 
Ft.  Pierce,  Florida. 

Capt.  Charles  M.  Polan,  of  Huntington,  has  been 
transferred  from  Newton  D.  Baker  General  Hos- 
pital, at  Martinsburg,  to  Ashford  General  Hospital, 
at  White  Sulphur  Springs,  where  he  is  in  charge 
of  eye  service. 

^ ^ 

Lt.  Comdr.  Jack  Basman  (MC),  USNR,  who  was 
recently  released  from  the  service,  and  who  now 
has  offices  in  the  Medical  Arts  Building,  in  Charles- 
ton, has  been  awarded  the  Commendation  Ribbon 
by  James  Forrestal,  Secretary  of  the  Navy.  The 
citation  is  as  follows: 

"For  outstanding  performance  of  duty  as  Research 
Scientist.  Research  Division.  Bureau  of  Medicine  and 
Surgery.  Through  diligent  and  exhaustive  research. 
Lieutenant  Commander  Basman  proved  the  toxicity 
of  screening  smokes,  which  had  been  us"d  exten- 
sively in  military  maneuvers  for  the  past  sever.l  years 
with  resulting  casualties  and  deaths.  As  a result  of 
his  tireless  efforts,  the  use  of  toxic  smokes  in  maneu- 
vers were  discontinued,  thereby  preventing  the  loss  of 
many  lives.  Lieutenant  Commander  Basman  s profes- 
sional ability  and  devotion  to  the  fulfillment  of  an 
important  assignment  were  in  keeping  with  the  high- 
est traditions  of  the  United  States  Naval  Service.  " 

Capt.  Carl  B.  Hall,  who  was  recently  released 
after  forty  months’  service  in  the  army  medical 
corps,  will  engage  in  general  practice  in  Charles- 
ton. He  has  offices  at  1601  W.  Washington  Street. 
Doctor  Hall  was  formerly  located  at  Red  Jacket. 

* * * 

Dr.  Pat  A.  Tuckwiller,  of  Charleston,  is  on  termi- 
nal leave  from  the  army  medical  corps.  He  was 
just  recently  promoted  from  the  rank  of  Lt.  Col. 
to  Colonel,  and  is  now  taking  postgraduate  work  in 
cardiology  and  electro-cardiology  offered  by  the 
American  College  of  Physicians  in  Philadelphia  and 
at  Massachusetts  General  Hospital,  in  Boston.  When 
he  completes  this  work,  he  will  resume  civilian 
practice  in  Charleston. 

* * * 

Capt.  F.  C.  Reel,  who  was  recently  released  from 
military  service,  has  resumed  the  practice  of  his 
specialty  of  E.  E.  N.  & T.  and  has  offices  with 
Dr.  O.  H.  Bobbitt  in  the  Medical  Arts  Building,  at 
Charleston. 
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BACK  HOME 

The  following  West  Virginia  doctors  have  been 
reported  to  the  headquarters  office  of  the  West 
Virginia  Medical  Association  as  having  been 
released  from  military  service  since  the  Febru- 
ary issue  of  the  West  Virginia  Medical  Journal 
went  to  press: 

ARMY 

Ballard.  Capt.  O.  D.,  Van 
Beard.  Major  Harrv'  E..  Huntington 
Connolly.  Capt.  Randall.  Parkersburg 
Escue.  Major  Henry  M..  Charleston 
Frye.  Capt.  Robert  R.,  Huntington 
Gearhart.  Capt.  Elmer  A..  Charleston 
Grove.  Lt.  Col.  Thomas  L..  Huntington 
Hancock.  Major  Henry  H..  Union 
Justice.  Major  Edward  L..  Hollidays  Cove 
Laslie.  Major  James  C..  Charleston 
Lincicome.  Capt.  Robert  C..  Parkersburg 
Mallamo.  Major  Joseph  T..  Fairmont 
Peterson.  Major  V.  L.,  Charleston 
Polsue.  Capt.  Wm,  C.,  Charleston 
Reel.  Capt.  Frederick  C.,  Charleston 
Starcher.  Lt.  Col.  E.  H..  Earling 
Tuckwiller.  Col.  Pat  A..  Charleston 
Woofter.  Major  A.  C.,  USPHS 

NAVY 

Fisher.  Lt.  Comdr.  James  E..  New  Cumberland 

Fugate.  Lt.  Comdr.  R.  C..  Bluefield 

Kroger.  Lt.  Comdr.  Louis  E..  Parkersburg 

Osterman.  Comdr.  A.  L.,  Wheeling 

Rankin.  Comdr.  John  O..  Wheeling 

Scherr,  Lt.  Comdr.  W.  B.,  Morgantown 

Villani.  Lt.  Comdr.  A.  J..  Welch 


Capt.  Elmer  A.  Gearhart,  of  South  Charleston, 
who  has  been  in  the  army  medical  corps  since  1942, 
has  accepted  an  appointment  as  a resident  at 
Charleston  General  Hospital. 

Lt.  Comdr.  A.  J.  Villani  has  been  released  from 
military  service  and  is  on  the  staff  at  Stevens  Clinic 
Hospital,  at  Welch. 

* * * 

Major  A.  C.  Woofter  (MC)  USPHS,  who  has  been 
stationed  at  Des  Moines,  Iowa,  for  several  months, 
has  been  released  from  the  service  and  resumed 
practice  in  his  home  city  at  Parkersburg.  While  at 
Des  Moines,  Doctor  Woofter  passed  the  examination 
of  the  American  Board  of  Internal  Medicine. 

^ ^ ^ 

Capt.  Russel  Kessel,  USNR,  and  Major  Ray 
Kessel,  of  Charleston,  have  resumed  civilian  prac- 
tice in  their  home  city.  Both  were  released  from 
military  service.  Dr.  Russel  Kessel  has  offices  in 
the  Medical  Arts  Building,  and  Dr.  Ray  Kessel  is 
located  in  the  Kanawha  Banking  & Trust  Building. 

* ❖ :i« 

Dr.  S.  S.  Bobes,  of  Wheeling,  who  has  been  on 
terminal  leave  from  the  army  medical  corps,  has 
been  promoted  from  the  rank  of  Lt.  Col.  to  Colonel. 

* ^ 

Major  William  L.  Cooke,  of  Charleston,  has  re- 
sumed the  practice  of  his  specialty  of  surgery  with 
offices  at  404  Brooks  Street. 


Major  James  Ralston,  of  Clarksburg,  who  has 
returned  to  civilian  practice  and  opened  offices  at 
208  Prunty  Building  in  that  city,  has  been  pro- 
moted to  the  rank  of  Lt.  Col. 

Lt.  Comdr.  R.  C.  Fugate,  USNR,  of  Bluefield,  has 
resumed  practice  in  that  city  and  is  associated  with 
Dr.  John  McGuire.  He  was  recently  released  from 
the  Navy  after  serving  37  month. 

^ ^ ^ 

Capt.  Julian  Kaufman,  who  has  had  forty-two 
months’  service  in  the  army  medical  corps,  is  as- 
signed to  the  A.  S.  F.  Regional  Hospital,  at  Ft. 
Jackson,  Columbia,  South  Carolina. 

Comdr.  V.  T.  Churchman,  Jr.,  who  was  recently 
released  from  service  with  the  Navy,  has  located 
permanently  for  the  practice  of  his  specialty  of 
E.  E.  N.  & T.,  at  433  Medical  Arts  Building,  in 
Charleston. 

Lt.  Col.  Lewell  S.  King,  has  been  released  from 
military  service  and  has  resumed  practice  as  a 
member  of  the  staff  at  the  Myers  Clinic,  in  Philippi. 

^ ^ ^ 

Capt.  Herbert  N.  Shanes  has  been  released  from 
military  service  and  has  located  for  the  practice  of 
his  profession  at  Coalwood.  He  was  formerly  lo- 
cated at  Caretta. 

^ ^ ^ 

Capt.  Joseph  Gilman,  of  Clarksburg,  who  served 
with  the  army  medical  corps  since  October  1942, 
has  been  released  from  the  service  and  has  opened 
offices  in  the  Empire  Bank  Building,  at  Clarksburg. 

Major  Edward  H.  Holmes,  who  has  served  with 
our  armed  forces  since  February  1941,  has  been 
released  and  opened  offices  at  717^  Market  Street, 
in  Parkersburg. 

ifi  ■if 

Comdr.  James  D.  Bird  is  on  terminal  leave  from 
the  army,  and  has  opened  offices  at  412  Central 
Union  Building  in  Wheeling.  He  has  been  in  active 
service  since  November  28,  1940. 

if  ^ if 

Capt.  Clarence  H.  Boso,  of  Huntington,  has  been 
released  from  military  service  and  has  offices  at 
421  Eleventh  Street,  in  Huntington. 


SPECIAL  SESSION  OF  LEGISLATURE 

A special  session  of  the  legislature  will  be  called 
by  Governor  Clarence  W.  Meadows  for  March  18. 
Besides  educational  bills,  the  legislature  will  con- 
sider the  enactment  of  enabling  legislation  for 
medical-surgical-hospital  service  plans  in  operation 
in  this  state. 

A pre-session  meeting  of  the  interim  committee 
and  advisory  committee,  studying  health  problems, 
will  be  held  in  the  House  of  Delegates  at  the  Capitol 
on  March  4. 
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ANNUAL  AUDIT 

The  annual  audit  of  receipts  and  disbursements  of 
the  W'^est  Virginia  State  Medical  Association  for  the 
calendar  year  1945  has  been  completed  by  Norman 
S.  Fitzhugh,  Certified  I’uhlic  Accountant,  and  sub- 
mitted to  the  treasurer,  Dr.  T.  M.  Barber,  of 
Charleston.  The  complete  audit  follows: 

Dr.  T.  Wl.  Barber,  Treasurer 

West  Virginia  State  Medical  Association 

Charleston,  West  Virginia 

I have  audited  the  receipts  and  disbursements  of  the  West  Virginia 
State  Medical  Association  for  the  calendar  year  ended  December  31, 
1945,  and  am  submitting  herewith  statements  covering  the  various 
funds  for  the  year  under  review. 

All  receipts  of  record  and  all  disbursements  were  verified  and  the 
cash  balances  were  reconciled  with  statements  of  the  depository 
banks.  Sufficient  tests  were  made  to  satisfy  me  that  all  receipts  had 
been  recorded.  Cancelled  checks  evidencing  all  disbursements  were 
on  hand  except  for  two  December  checks  totaling  S20.48  which  had 
not  cleared  the  bank  at  December  31,  1945. 

I therefore  certify  that,  in  my  opinion,  all  receipts  in  the  year 
under  review  have  been  properly  accounted  for  and  all  receipts  and 
disbursements  are  correctly  stated  on  the  books  and  in  the  state- 
ments attached  hereto.  I further  certify  that  the  balance  in  bank 
at  the  close  of  business  on  December  31,  1945  amounted  to 


$13,508,44. 

A statement  of  cash  follows: 

Balance  December  31,  1944  . $11,237.40 

Receipts— 1945  24,892.63 

36,130.03 

Disbursements — 1945  22,621.59 


West  Virginia  Staie  Medical  Association 
Combined  Statement  of  Receipts  and 
Disbursements 
Calendar  Year  1945 

BALANCE  JANUARY  1,  1945 $11,237.40 

RECEIPTS 

Dues  (Net)  S 9,085.00 

Special  Assessments  4,537.50 

Insurance  Refund  15.60 

Dividend  on  Insurance 3.60 

Interest  on  U.  S.  Bonds  447.65 

Interest  on  Savings  .64 

Advertising  10,746.14 

Emblems  Sold 4.00 

Subscriptions  to  Journal  . 52.50 


Total  Receipts  ...  24,892.63 


$36,130.03 

DISBURSEMENTS 

General  Fund  $13,225.90 

Medical  Journal  Fund 8,720.85 

Convention  Fund  674.84 


Total  Disbursements 22,621,59 


BALANCE  DECEMBER  31,  1945 $13,508.44 

Wes'i'  Virginia  State  Medical  Association 
General  P'ltnd 

S ta'te.men  T OF  Receipts  and  Disbursements 
Calendar  Year  1945 

BALANCE  JANUARY  1,  1945 $ 4,148.27 

RECEIPTS 

Dues $9,105.00 

Less:  Refunds 20.00  $9,085.00 


Balance  December  31,  1945 $13,508.44 

The  cash  balance  at  December  31,  1945  is  attributable  to  the 
various  fund  accounts  as  follows: 

General  Fund $ 3,844.53 

Medical  Journal  Fund . . 9,663.91 


Total  All  Funds $13,508.44 


Transfers  from  the  General  Fund  and  the  Medical  Journal  Fund 
to  eliminate  the  deficits  in  the  various  other  fund  accounts  were 
made  as  of  December  31,  1945.  These  other  fund  accounts  have 
been  closed  on  the  books  of  the  Association  and  will  not  be  used 
except  when  and  if  needed  and  will  then  be  used  only  as  long  as  they 
serve  the  specific  purpose  for  which  they  were  created. 

United  States  Treasury  Registered  2%  Bonds  having  a face  value 
of  $22,000.00  were  inspected  by  us  in  your  safety  deposit  box  on 
January  16,  1946. 

The  Fidelity  Investment  Association  annuity  contract  remained 
unchanged  during  1945.  85%  of  the  cash  surrender  value  of  the 
policy  had  been  received  by  January  1,  1945,  leaving  a balance  of 
cost  unrecovered  amounting  to  only  $55.80. 

The  savings  account  was  closed  into  the  checking  account  during 
the  year,  there  being  a balance  of  only  $128,02  at  the  time  of 
transfer. 


A comparative  statement  of  assets  at 
December  31,  1945  is  as  follows: 


Dec.  31, 
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55.80  
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MENTAL  HYGIENE  OF  OLD  AGE 

An  old  person  still  wants  to  feel  that  his  person- 
ality, conduct,  etc.,  merit  the  recognition  of  others. 
We  have  to  find  activities  which  will  give  such 
recognition. 

No  one  can  have  good  mental  health  without  rea- 
sonable self-esteem.  In  most  individuals  this 
comes  from  achievement  in  work  or  play;  the 
older  person’s  self-esteem  comes  largely  from  his 
past  achievements.  Many  individuals  “go  to  pieces” 
soon  after  they  retire  because  the  work  which  gave 
a sense  of  achievement  and  a sense  of  worth  has 
been  taken  away  from  them.  Such  deprivation  is 
almost  comparable  to  a deprivation  of  food. — S.  R. 
Laycock,  M.  D.,  in  Can.  Med.  Assn.  J. 
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OBSERVATIONS  ON  THE  REHABILITATION 
OF  MOVEMENT  IN  CEREBRAL  PALSY 
PROBLEMS* 

By  TEMPLE  FAY,  M.  D.,  F.  A.  C.  S.** 

Philadelphia,  Pennsylvania 

'J'he  term  “cerebral  palsy”  has  been  selected  by 
J^helps‘  to  designate  those  patients  who  have  suf- 
fered paralysis  early  in  life  due  to  injury,  disease,  or 
congenital  defect  of  the  areas  of  the  brain  which 

i affect  motor  control. 

I 

’The  majority  of  cerebral  palsy  patients  present 
spasticity  to  some  degree  along  with  their  paralysis, 
and  this  has  led  many  to  refer  to  them  as  “cerebral 
spastics.”  However,  a flaccid  type  of  paralysis  also 
is  knowm  to  arise  from  certain  cortical  lesions,  as 
well  as  dyskinesia,  dystonia,  and  mental  retardation. 
So  that  the  designation  of  “spastic”  is  not  sufficient  to 
include  all  of  the  types  found  in  the  cerebral  palsy 
group. 

No  clear-cut  line  of  clinical  classification  yet  has 
been  established  for  these  cases,  nor  is  it  possible  to 
distinguish  by  practical  tests  or  external  examination, 
those  defects  arising  in  the  brain  prior  to  birth,  and 
those  due  to  events  surrounding  the  mechanism  of 
ilelivery  (unless  S|iecific  history  is  given),  from  the 
early  infant  post-traumatic  episodes  and  diseases. 

d'he  growing  popularity  of  the  term  “cerebral 
jialsy”  indicates  that  it  will  become  widely  adopted, 

I 

I ‘Presented  before  the  Kanawha  Medical  Society,  Charleston, 

I West  Virginia,  November  13,  1945. 

“Director  of  the  Neuro-Physical  Rehabilitation  Clinic,  Chestnut 
Hill,  Philadelphia. 

‘Phelps,  Winthrop  M.:  Clinics,  11:990.  Philadelphia,  J.  B. 

' Lippincott  Company. 


in  order  to  distinguish  the  intracranial  problems  of 
paralysis  from  those  related  to  the  spinal  cord  and  its 
roots. 

“Cerebral  palsy”  literally  means  “jiaralysis  of  the 
cerebrum.”  The  cerebrum  is  that  portion  of  the 
brain  comprising  the  tw'o  large  hemispheres  in  contra- 
distinction to  the  crus,  the  midbrain,  the  cerebellum, 
the  pons,  and  the  metUdla.  “I’aralysis  of  the  hemi- 
spheres,”  therefore,  would  include  many  additional 
losses  of  function  besides  movement,  ( i.  e.,  sensa- 
tion, sight,  memor)’,  hearing  of  w'onls,  speech,  etc.) 
and,  of  course,  “consciousness”  as  well. 

No  neurological  textbook  at  tbe  present  time  in- 
dexes the  term  “cerebral  p.alsy.”  Nevertheless,  these 
clinics  grow  apace  throughout  the  country  (due 
Largely  to  the  efforts  of  Dr.  Whnthrop  Phelps),  aiul 
children  with  all  tyjies  of  jxir;il\sis  move  through 
them  for  diagnosis,  treatment  and  relief. 

There  is,  therefore,  a great  need  toda)'  for  the 
better  orientation  of  the  organic  neurologist  to  the 
neeils  of  the  orthopedic  clinics  ami  the  communit) 
service  groups  who  are  attemptin');  to  solve  this 
jiroblem.  .-\s  the  |irimar\  lesion  involves  the  brain 
and  nervous  sjstem,  neurological  examinations  and 
studies  leadiii”;  to  a correct  classification  ami  iliag- 
nosis  are  of  utmost  importance,  if  full  and  compre- 
hensive treatment  is  to  be  given  to  these  patients. 

It  is  obvious  that  injury  to  the  brain  cortex  will 
produce  a type  of  cerebral  palsy  that  is  entirely  differ- 
ent from  that  found  in  lesions  of  the  midbrain,  or  of 
the  medulla.  InvoKement  of  voluntary  ami  invol- 
untary levels,  tone  and  coiirdination  factors,  varietl 
by  intellectual  ilefects  or  handicaps  will  give  rise  to 
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many  types,  alter  symptoms,  ami  yield  varied  results 
from  stereotyped  treatment. 

Each  patient  requires  careful,  individual  study, 
to  determine  the  best  course  of  action  to  obtain  tbe 
utmost  from  rehabilitative  treatment.  'Ebree  gen- 
eral aspects  of  cerebral  palsy  should  comprise  the 
physical  survey  and  examinations  in  each  instance: 

1 — riir  Orgayiic  N eurological  Status.  'Ehis 
should  include  (a)  routine  neurological  examina- 
tions, (b)  eyeground  examination,  (c)  spinal  Huid 
pressure^  and  volume**  determinations,  (d)  spinal 
Huid  Wassermann,  chlorides  and  colloidal  gold, 
(e)  pneumo-encephalography,  (f)  electro-encepha- 
lography, if  convulsive  status  is  present,  (g)  chart 
of  location,  type,  and  degree  of  brain  involvement 
(from  encephalograms),  and  (h)  neurological  diag- 
nosis, prognosis  and  recommendations  ( these  can 
be  made  from  the  above  studies). 

2 —  fhe  Orthopedic  Examination  and  Structural 
Survew  This  should  include  analysis  of  muscle, 
bone,  and  joint  defects  and  handicaps,  with  correc- 
tional measures  required  for  trunk  and  extremities, 
(a)  d'ype  of  muscle  involvement  and  correction  re- 
quired, whether  operative,  physiotherapeutic,  or 
supportive-correctional.  Retraining  of  muscle  move- 
ments and  progression  patterns  so  as  to  enhance 
rehabilitation  and  activity,  (b)  measurement  of 
mu.scles,  joint  and  tendon  responses,  (c)  electrical 
reactions,  ( d ) x-rays  for  structural  changes,  ( e ) 
metabolic  and  general  studies,  (f)  diet  and  vitamin 
requirements,  (g)  type  of  surgery  or  muscle  re- 
training necessary,  and  ( h ) orthopedic  diagnosis, 
prognosis,  and  plan  of  treatment  to  be  followed. 

3 —  The  Mental  Status  and  Activity.  This  should 
include  observations  to  rule  out  the  true  micro- 
cephalic,  Mongolian,  and  amaurotic  idiocy  from 
the  retarded,  aphasic,  and  mental  defective  or  handi- 
capped, so-called  feeble-minded  types.  Tbe  eye- 
grounds,  tbe  spinal  pressure,  serology,  and  pneumo- 
encephalographic  findings  in  the  organic  neurologi- 
cal e.xamination  will  be  of  great  help  here,  assisting 
to  establish  the  degree  and  character  of  function  re- 
maining in  the  areas  of  grossly  normal  appearing 
brain,  so  that  appropriate  tests  may  be  carried  out 
to  determine  response  to  (a)  words,  (b)  music, 

’Normal  spinal  pressure  (child  in  horizontal  position  and  quiet) 
6-8  mm.  Hg.  (water  = 80-100  mm.  plus  capillarity  of  tube.) 

’’Volume  displacement  is  the  amount  of  spinal  fluid  that  will 
flow  freely  until  pressure  reaches  zero  and  flow  practically  ceases. 
Normal  volume  (horizontal  position,  child  quiet)  10-15  cc.  Greater 
amounts  indicate  potential  blood  volume  replacement  and  hence 
subnormal  circulatory  efficiency  to  the  brain. 


(c)  memory,  (d)  tests  for  I.  Q.,  (e)  speech,  and 
(f)  behavior  and  aptitude. 

.•\s  rehabilitation  is  “tbe  restoration  of  health  and 
efficiency,”  it  is  of  utmost  importance  that  all  three 
of  the  foregoing  surveys  be  carefully  carried  out, 
otherwise  hours  of  valuable  time  may  be  lost  at- 
tempting to  retain  or  alter  a liandicap  which  a 
more  careful  study  would  have  indicated  could  not 
have  been  changed  in  the  least  from  the  very  start, 
or  on  the  other  hand,  a most  constructive  line  of 
training  might  at  once  be  adopted  to  the  great  ad- 
vantage of  the  child. 

I can  cite  such  an  instance  where  many  months 
were  wasted  by  efforts  on  the  part  of  parent  and 
teacher  to  bring  forth  speech  responses.  The  child 
had  a mild,  right,  spastic  hemiparesis,  which  led 
to  a diagnosis  of  a definite  brain  defect  on  the  left. 
.Attempts  to  transfer  function  to  the  left  hand  (right 
hemisphere)  were  of  no  avail.  Eventually,  pneumo- 
encephalography showed  that  the  brain  lesion  was 
bi-lateral.  The  right  hemisphere  in  the  Broca 
speech  area  had  suffered  shrinkage  even  more  than 
its  fellow  on  the  left  ( associated  with  hand  and 
arm  symptoms  of  the  contralateral  upper  extremity). 
There  was,  however,  good  volume  remaining  in  the 
left  temporal  lobe,  whereas  the  right  temporal  lobe 
showeil  loss  of  volume  due  to  enlargement  of  the 
ventricle. 

With  this  gross  evidence  of  less  brain  involvement 
of  the  left  hemisphere  as  compared  with  the  right, 
the  efforts  were  shifted  back  to  developing  the 
right-handed  possibilities  of  the  child  and  this  was 
reinforced  by  word-song-music  routine  (temporal 
lobe  value).  Satisfactory  progress  of  sound  and 
speech  responses  ensued.  Much  time  and  expense 
could  have  been  saved  had  a full  examination  origi- 
nally disclosed  the  character  of  the  brain  involve- 
ment and  the  relatively  satisfactory  condition  of  the 
remainina;  brain  areas. 

Irrespective  of  tbe  problems  that  lie  ahead  in 
rationalizing  the  new  term,  in  classifying  and  diag- 
nosing these  various  types  of  paraly.sis  and  finally 
establishing  appropriate  methods  of  treatment,  there 
is  the  immediate  need  for  training  and  rehabilitating 
this  cerebral  palsy  group,  correcting  the  orthopedic 
deformities,  and  establishing  better  patterns  of  motor 
e.xpre.ssion. 

Systematic  physiotherapy  and  correctional  ortho- 
jiedic  treatment  have  done  much  to  help  the  spastic 
group,  but  it  has  distinct  limitations  in  so  far  as  final 
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ctx'irdinated  movements  are  concerned.  Tendon 
lengthening,  fixation  of  joints,  support  and  correc- 
tion by  braces,  as  well  as  training  in  efforts  at  pro- 
gressive relaxation  are  well  known  to  the  profession 
at  large,  and  need  not  be  discussed  here. 

I would  like  to  present,  however,  an  additional 
technique  of  training  for  certain  cerebral  palsy  types 
that  we  have  found  simple  to  carry  out  and  of  real 
value  in  the  development  of  progressive  patterns  of 
nioveynent . 

\Vh  ere  injury  has  occurred  to  the  surface  of 
the  brain  near  the  vertex,  as  we  see  in  Little’s  disease 
(spastic  diplegia),  the  marked  alteration  in  tone  and 
loss  of  volunta.ry  activity  renders  the  lower  extremi- 
ties almost  useless.  The  problem  here  is  not  alone 
correction  of  the  spastic  deformity,  so  that  the  feet 
and  legs  can  assume  the  w'alking  position,  but  also 
the  need  to  develop  the  neurological  patterns  of 
coiirdinated  movement  of  the  muscles  so  as  to  make 
the  orthopedic  corrections  useful  in  the  life  of  the 
patient.  There  are,  we  know,  very  definite  motor 
levels  of  response  in  the  cord,  the  medulla,  and  the 
midhrain  far  below  the  point  of  injury,  which,  if 
they  might  be  allowed  freedom  of  action  or  atlequate 
development,  could  bring  forth  movement  at  least 
to  the  level  of  their  respective  reflex  possibilities, 
which  as  we  note  in  certain  decerebrate  responses 
such  as  those  described  by  Magnus  and  de  Kleijn  = 
may  be  quite  complicated  and  involve  coordinated 
movement  of  the  extremities. 

•Anyone  who  has  observed  the  extraordinary  va- 
riety of  movement  in  the  spinal  reflexes  of  the 
chicken  after  cutting  off  the  head,  will  realize  the 
potential  motor  responses  that  exist  beyond  the  brain 
level  of  control  and  why  it  ma)'  be  a most  important 
concept  to  reach  down  into  the  simple  reflex  of  re- 
sponse, in  cases  that  appear  almost  totally  paralyzed 
from  the  standpoint  of  voluntary  movement,  to  ob- 
tain, if  possible,  some  activities  that  are  not  disturbed 
b\-  the  injury  sustained  at  higher  levels. 

d’he  nervous  s\'stem  represents  a series  of  evo- 
lutionary levels  of  functional  development.  ^Vhen 
higher  centers  are  out  of  control,  the  simple  patterns 
of  movement  seen  in  early  infancy  must  be  learned 
well  before  attempting  the  more  complex  patterns 
of  crawling  and  walking. 

A\'e  have  placed  much  emphasis  on  a pattern 
which  .Miss  Constance  Cook,  in  charge  of  physio- 
therapy, has  chosen  to  call  the  “fish-crawl”  because 


=Magnus  and  de  Kleijn,  Arch.  f.  d.  ges.  Physiologie,  1912,  455. 


Fig.  1.  Proper  position  for  amphibious  pattern  movement 
known  as  the  "fish  crawl." 

(a)  Thumb  extended  and  directed  toward  midline  ready  for 
full  outward  and  downward  sweep  of  extremity. 

(b)  Mid-stage  phase.  Note  hip  position. 

(c)  Left  side  preparing  to  begin  its  cycle.  Note  head  and 
neck  rotation  and  change  in  hip  position. 

it  represents  the  movements  most  common  to  the 
amphibians. 

I'he  patient  is  placed  on  the  abdomen  (fig.  1-a) 
and  the  arm  and  leg  of  the  same  side  (homolateral 
s[iattern  ) are  drawn  up  together,  flexed,  and  made 
ready  to  e.xtend  in  a sweeping  movement  out  to  the 
side  (“alligator  crawl”),  meanwhile,  the  opposite 
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arm  and  leg  are  extended  (having  finished  their  act, 
fig.  1-h).  Alternating  extension  and  flexation  of 
the  extremities  are  begun  in  a swimniin”;-crawlin<>: 
fashion.  'J'he  head  should  take  on  an  alternating 
movement,  face-chin  *;o  the  side  being  extended 
(fig.  1-c),  and  occiput  toward  the  side  about  to 
he  flexed. 

• \ blanket  placed  on  a polished  floor  offers  easy 
practice  for  this  exercise  outside  of  the  |iool.  .After 
this  first  pattern  is  thoroughly  mastered,  then  a 
“crossed  pattern”  may  be  developed,  ,so  that  the 
arm  on  one  side  and  the  leg  on  the  other  (contra- 
lateral crossed  pattern)  are  flexed  while  the  re- 
maining extremities  are  extended.  This  exercise 
develops  a remarkable  degree  of  hip  movement  that 
later  aids  greatly  in  smooth  cohrdination  of  walking 
gait. 

I his  simple  amphibian  pattern  is  characteristic  of 
the  normal  infant  when  placed  on  the  abdomen  in 
shallow  water.  If  the  child  with  a cerebral  palsy  or 
athetosis  is  made  to  keep  a regular  even  rhythm  of 
alternate  movement,  using  a drum  or  other  time 
cadence,  a “pattern”  will  develop  which  will  soon 
replace  the  uncertain,  jerky,  incoiirdinate  move- 
ments with  smooth,  serial  responses  that  take  on 
the  character  of  true  progression,  and  tend  toward 
crawling  (early  motor  jiattern  revival). 

I he  following  conditions  must  he  observed  in 
order  to  obtain  satisfactory  progress  in  such  “pattern 
movements” : 

1 —  "J  ilt-  liatient  must  be  flat  on  the  alidomcn, 
chin  down  and  forward. 

2 —  'Idle  'rhumb  must  be  extended*  hall  toward 
the  floor  and  tip  toward  the  midline  (fig.  1-a). 

i he  arm  and  leg  must  be  moved  syn- 
chronously on  each  side. 

"f  Head,  shoulder,  trunk,  hip  movements, 
should  piocced  to  assist  arm-leg  movements  in 
jiroper  time  sec|uencc. 

^ .Aim-leg  on  each  side  should  finish  a com- 
plete stroke  or  cycle  before  bcginniii'r  another  sc- 
(|uencc. 

J be  final  objective  of  rehabilitation  patterns  of 
movement  are,  of  course,  designed  when  possible  to 
bi  ing  the  patient  to  a state  of  indejicndence  in  walk- 


"In  discussing  the  importance  of  the  thumb  position  with  Dr 
Winthrop  Phelps,  of  Baltimore,  (1945)  I learned  he  also  had 
found  that  improved  function  of  the  hand  followed  when  the  thumb 
was  held  in  this  position,  and  he  has  devised  an  appliance  to  hold 
it  thus. 


Fig.  2.  "Starfish"  pool  at  the  Neuro-Physical  Rehabilita- 
tion Clinic  showing  hoist  for  easy  transportation  of  the  patient. 
Design  by  the  author  intended  to  make  the  patient  accessible 
to  the  operators  from  all  angles. 

ing,  feeding,  and  self-care.  Our  observations  have 
coii'  inced  us  that  the  pool  (fi<r.  2)  or  its  equivalent, 
when  used  to  develop  swimming-amphibious  pat- 
terns, as  well  as  for  its  hydrotherapeutic  effect,  is  a 
necessary  step  in  the  long  series  of  levels,  through 
creeping,  crawling,  and  scampering,  to  eventual 
standing  and  walking.  Adequate  floor  and  sand 
substitutes  may  be  offered  as  illustrated. 

'J'hose  who  grow  imjiatient  to  obtain  quick!}’ 
the  skilled  acts,  such  as  feeding,  writing,  and  loco- 
mation  from  defective  cerebral  levels,  should  recall 
that  successful  accomplishments  here,  as  in  music, 
rec|uire  long  practice  before  one  can  deliver  such  a 
masterpiece  as  the  act  of  walking,  which  again  like 
in  music,  ma.)'  be  considered  a symphony  of  movc- 
iiient. 


EPISTAXIS 

Nosebleed  is  of  frequent  occurrence,  often  stops 
spontaneously  and  in  the  great  majority  of  cases  is 
easily  controlled.  It  may,  however,  be  extremely 
persistent  and,  although  seldom  endangering  life, 
may  cause  much  anxiety  to  both  patient  and  phy- 
sician. . . . 

Various  means  of  control  have  been  advocated, 
among  them  pressure  with  packs  saturated  with 
hydrogen  peroxide  or  adrenalin,  the  application  of 
salt  pork,  fresh  tonsillar  tissue,  snake  venom  and 
various  hemostatic  preparations  and  the  submucous 
injection  of  novocain.  The  use  of  an  inflated  glove 
finger  has  also  been  suggested. 

The  simplest  and  most  efficient  method,  when  the 
bleeding  point  can  be  readily  seen,  is  direct  cauter- 
ization of  the  anesthetized  mucous  membrane.  Care 
should  be  taken  not  to  burn  too  deeply,  thus  per- 
forating the  opposite  nostril.  In  some  cases  of  mild 
bleeding  a crystal  of  chromic  acid  fused  on  a metal 
applicator  is  sufficient. — Henry  H.  Amsden,  M.  D., 
in  New  England  Med.  J. 
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THE  RUNABOUT  CHILD 

By  THOMAS  G.  FOLSOM,  M.  D„ 

Huntington,  West  Virginia 

\\'hen  speaking  of  a ninaboiit  from  the  pediatric 
point  vof  view,  we  have  in  mind  the  active  normal 
child  from  two  to  six  or  seven  years  of  age.  These 
are,  of  course,  only  arbitrary  age  limits,  and  are 
flexible.  In  the  usual  course  of  events,  these  children 
haye  surviyed  the  hazards  of  infancy,  and  are  able, 
with  proper  medical  attention  and  good  care,  to  com- 
bat most  any  preyalent  illness  with  satisfactory  re- 
sults. They  have  passed  through  early  feeding  diffi- 
culties; yarious  food  idiosyncrasies,  if  any,  have  be- 
come etddent,  and  their  immunizations  have  been 
completed.  In  fact,  it  seems  like  a time  for  parents 
to  relax  and  enjoy  their  offspring,  but  too  often  at 
this  period  they  become  too  vigilant  and  overly  in- 
dulgent. This  statement  applies  principally  to  par- 
ents with  their  first  child,  if  there  has  not  been  a 
younger  addition  to  the  family  by  this  time  who  de- 
mands part  of  their  attention. 

To  those  of  us,  then,  who  meet  the  runabouts 
and  their  parents  professionally,  a very  familiar 
pattern  of  events  is  encountered  daily  in  office  prac- 
tice. Some  of  you  not  called  upon  to  treat  these 
children,  unless  they  present  some  special  physical 
defect,  may  recognize  some  of  your  own  problems 
in  this  discussion  if  you  now  haye,  or  eyer  have  had, 
a runabout  of  your  own,  especially  a boy. 

At  present,  when  most  physicians  are  fully  occu- 
pied with  the  care  of  patients  definitely  sick,  the 
common  complaints  relative  to  the  runabout  are  a 
necessary  annoyance.  In  normal  times,  however, 
these  same  complaints  would  constitute  an  inter- 
esting field  of  investigation.  They  are  almost  stereo- 
typed and  form  a list  usually  as  follows:  “My  child 
won’t  eat  a thing.  He’s  nervous  and  irritable,  rest- 
less at  night,  and  doesn’t  look  well.”  Other  infor- 
mation which  may  be  volunteered  in  the  history  as 
the  mother  gains  momentum,  with  her  story  are: 
“He’s  constipated  at  times,  complains  of  abdominal 
pain  at  intervals,  looks  puffy  under  his  eyes  occa- 
sionally, doesn’t  mind  very  well,  and  makes  his 
father  mad  at  mealtime.”  The  parents  are  con- 
vinced there  is  some  organic  illness  present,  and 
they  consider  it  the  job  and  duty  of  the  physician 
to  uncover  some  obscure  and  perhaps  strange  mal- 
ady. 


•Presented  before  the  Junior  Medical  Review  Society  at  Hunt- 
ington, West  Va.,  January  3,  1946. 


The  problem  is  a real  one,  and  should  not  be 
minimized,  as  it  can  be  the  major  disturbing  element 
in  which  might  otherwise  be  a fairly  peaceful  and 
happy  household.  It  is  unfortunate  that  so  little 
time  can  be  alloted  at  present  for  listening  and  talk- 
ing, as  it  takes  a lot  of  each  to  satisfy  the  mother 
and  the  father  of  a problem  (P)  runabout.  If  this 
discussion  is  limited  to  what  can  and  should  be  done 
about  their  child’s  appetite,  it  will  also  serve  as  a 
means  to  correct  or  alleviate  the  accompanying 
complaints  of  nervousness,  irritability,  restlessness, 
constipation,  abdominal  pain,  poor  appearance,  bad 
behavior,  and  an  angry  father. 

To  be  in  a position  to  give  advice  concerning  a 
child’s  abnormal  behavior,  one  must  first  be  familiar 
with  what  falls  within  the  limits  of  normal  behavior 
for  a runabout.  The  rate  of  weight  gain  almost  in- 
variably decreases  when  children  are  about  one  and 
a half  to  two  years  of  age,  or  when  their  weight  is 
about  twenty-five  to  thirty  ptninds.  An  infant  usu- 
ally gains  from  one  and  a half  to  two  pounds  a 
month  for  the  first  si.x  months,  averao-ina:  a weight 
gain  of  one  ounce  per  day,  then  about  a pound  or  a 
little  less  the  next  six  months.  The  second  year  the 
gain  is  a half  a pound  per  month  for  six  months; 
then  he  fails  to  show  any  appreciable  gain  at  all, 
remaining  at  or  about  the  same  weight  for  weeks 
at  a time.  Thus,  it  may  be  evident  that  since  the 
child’s  normal  growth  has  slowed  down,  he  re- 
quires less  food,  and  if  he  eats  the  equivalent  of  one 
good  meal  a day,  his  requirements  are  nearly  ful- 
filled. In  the  majority  of  cases,  if  the  food  is  made 
available  the  child  gets  what  he  needs,  although  he 
doesn’t  eat  what  pleases  us  or  enough  of  it. 

In  the  second  place,  the  child  is  becoming  ex- 
tremely active.  Having  now  developed  great  skill 
and  speed  in  locomotion,  and  finding  innumerable 
outlets  for  a seemingly  inexhaustable  store  of  energy 
and  curiosity,  he’s  really  altogether  too  busy  to  take 
time  out  to  eat.  There  are  many  new  attractions 
and  distractions  at  the  table  and  away  from  it.  He 
may  obligingly  serve  a little  time  at  the  table,  but 
very  often  is  thinking  of  what  he  can  do  as  soon 
as  he  gets  out  of  the  house  again,  and  is  entirely 
disinterested  in  food.  Growth  in  length  continues, 
however,  so  that  he  changes  almost  overnight  from 
chubby  babyhood  to  the  typical  linear  habitus  of 
childhood:  he’s  exchanging  “baby  fat”  for  muscle, 
trading  tissue  for  tissue,  rather  than  adding  to  his 
total  mass.  It  is  surprising  to  most  people  to  learn 
that  a child’s  height  at  the  second  birthday  is  usually 
equal  to  about  half  his  height  at  maturity. 
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’J'hirdly,  anatomic  growth  of  nervous  tissue  is 
about  60  per  cent  complete  at  the  second  birthday, 
and  then  proceeds  at  a slower  rate,  until  it  is  prac- 
tically complete  ten  or  twelve  years  later.  Last  hut 
not  least,  the  period  of  minimal  weight  gain  co- 
incides with  that  of  psychologic  negativism.  The 
child  is  out  to  learn  for  himself,  and  resents  any  ef- 
forts to  confine  his  sphere  of  e.xperimentation. 

'I'he  boy  is  physiologic.  Heing  also  human,  he 
appreciates  attention  and  suddenly  discovers  that 
the  very  best  time  and  place  to  get  lots  of  attention 
is  just  at  the  time  and  place  he  is  supposed  to  cat. 
He  is  in  the  center  of  the  stage  and  he  loves  it,  and 
usually  is  smart  enough  to  use  his  advantage  for 
his  own  gain. 

Some  definite  procedure  should  be  followed  as 
we  are  called  upon  to  help  the  runabout  and 
especially  his  parents,  h irst  of  all,  a thorough  physi- 
cal examination  is  indicated  and  is  vei'y  often  essen- 
tially negative.  To  continue  our  efforts  to  rule  out 
organic  disease,  if  further  investigations  do  not  in- 
flict too  much  financial  strain  on  the  parents,  a 
urinalvsis,  hloorl  count,  tuberculin  test,  sedimentation 
rate,  and  various  x-rays  ma)'  be  obtained.  If  the 
history  is  suggestive,  skin  testimj  to  determine  an 
allerey  to  certain  fo(  tls  may  be  done.  If  no  patho- 
logic change  is  found,  and  in  nine  out  of  ten  cases 
none  is,  we  must  then  put  on  a gooil  “sales  talk,” 
to  gain  the  confidence  of  the  jiarents  and  convince 
them  that  their  son  is  not  sick,  he  is  only  ph\'siologic. 
’Lhere  are  r.ire  occasions  when  a real  psychologic  or 
psychiatric  problem  is  present,  and  the  services  of  a 
specialist  in  these  fields  are  required  to  untangle 
the  mess  some  families  get  into. 

^^dl•lt  should  the  busy  doctor  do?  First,  he  should 
emphasize  that  an  appetite  cannot  be  bought.  In 
these  times,  when  the  gullible  .American  public  has 
'uch  an  unbounded  faith  in  the  magic  powers  of 
\itamins,  v\’e  hear  constantly  demands  for  tonics 
or  prescriptions  to  encourage  an  appetitie.  Nothing 
from  a teaspoon  per  se  will  make  a child  clean  his 
plate  each  mealtime.  If  any  prescription  is  given  at 
a time  rouylily  coinciding  with  a natural  resumption 
of  gain,  we  have  an  immediate  triumph  to  be  bandied 
about  bridge  tables  for  months,  just  as  various 
eczema  cures  are  popidarized.  Some  pediatricians 
believe  that  unless  definite  medical  indications  are 
present,  a tonic  often  serves  only  to  aggravate  the 
jiroblem  further  by  focusing  even  more  unw'arranted 
attention  on  it,  and  leaving  the  impression  that  a 
true  medical  problem  exists.  I,  personally,  feel  that 
a simple  vitamin  B tonic,  to  be  given  at  a regular 


lime,  may  be  a psychologic  aid  to  the  parents  who 
definitely  are  involved  in  this  problem.  Fhey  should 
realize  that  the  administration  of  the  tonic  is,  how- 
ever, only  a small  part  of  the  whole  plan  of  treat- 
ment. 

Second,  the  physician  should  explain  that  this 
phenomenal  disturbing  period  of  minimal  weight 
gain  occurs  almost  regularly  at  about  this  age  or 
weight.  He  shoidd  anticipate  the  problem  and  ex- 
plain to  the  parents  when  the  child  is  a year  f>ld 
that  his  present  rate  of  weight  gain  obviously  cannot 
continue  forever. 

'Fhere  are  several  specific  instructions  which  usu- 
ally prove  helpful: 

First,  the  child  should  be  required  to  come  in  the 
house  and  relax  nr  at  least  cool  down  fifteen  min- 
utes before  mealtime.  He  may  be  permitted  in  tbe 
kitchen  to  see  and  smell  the  food.  Then,  perhaps 
when  he  goes  to  the  table,  he  may  be  interested  in 
the  food.  ,\s  mentioned  pretiously,  the  child  is  not 
in  the  mood  to  eat  if  he  rushes  in  from  play  and  goes 
to  the  table,  thinking  of  what  he  has  been  doing, 
and  what  he  'iviU  do  when  he  gets  out  again.  It  is 
unsual  for  a person  of  any  age  to  relish  a full  meal 
at  the  height  of  vigorous  exercise.  Platou  (whose 
opinions  are  freely  expressed  in  this  paper),  in  re- 
ferring to  this  aspect  of  eatin<>;  in  children,  asks, 
“Can  you  imagine  a steak  dinner  served  betw'een 
sets  of  tennis?”  "Fhe  evening  radio  hour,  from  five 
to  si.x  with  the  cereal  serials,  permitting  the  older 
runabouts  a rest  period  before  dinner,  probably  does 
more  for  their  appetites  than  any  vitamin  ever  could. 

,A  second  admonition,  all  too  frequently  ignored, 
is  to  omit  any  discussion  of  appetite,  weight  or  feed- 
ing difficulties  in  the  child’s  presence.  \V'^hen  his 
performance  at  mealtimes  fails  to  elicit  any  reaction, 
the  problem  is  well  on  the  way  to  solution.  Bribes, 
scoldings,  and  punishment  at  the  table  are  taboo,  and 
only  cause  the  child  to  associate  his  mealtime  with 
something  unpleasant — -a  sure  way  for  any  appetite 
to  be  ruined.  Adequate,  or  smaller  than  usual  help- 
ings should  be  sei  vcd  at  the  usual  hour,  left  for  the 
usual  time,  and  then  removed  with  no  comment  or 
action,  regardless  of  how  much  or  how  little  has 
been  eaten.  .Any  normal  child  will  usually  eat  all 
he  is  going  to  eat  in  half  an  hour  or  less;  longer 
mealtimes  are  manifest  admissions  of  faulty  feeding 
techniques. 

Third,  no  foods  should  be  allowed  between  meals 
at  anv  age,  and  in  the  young  growing  child  they 
serve  onlv  to  replace  foods  much  more  valuable 
nutritionally.  This  rule  is  certainly  not  infallible, 
as  some  children  can  eat  a little  between  meals 
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without  harmful  effects.  The  food  taken,  however, 
should  be  of  the  type  which  empties  readily  from 
the  stomach,  such  as  fruit,  or  fruit  juices,  and  not 
milk,  bread,  crackers,  or  cookies.  The  amount  of 
carbohydrate  voluntarily  taken  by  a child  is  prob- 
ably directly  related  to  the  inadequacy  of  his  diet 
in  essential  proteins,  minerals,  and  vitamins.  Usu- 
allv  it  can  be  assumed  that  the  child  w’ith  a “sweet 
tooth”  is  not  getting  the  proper  foods  for  optimal 
growth  and  development.  Carbohydrate  intake, 
however,  should  be  adequate,  as  carbohydrates  are 
a ready  source  of  energy  and  well  utilized  by  any 
youngster.  Sluggishness  or  lack  of  vigor  and  vitality 
in  some  children  can  at  times  be  attributed  to  in- 
adequate carbohydrate  consumption.  I do  not  be- 
lieve that  eating  at  bedtime  should  be  discouraged. 
Some  children  eat  well  at  this  time  when  the  exxite- 
ment  of  the  day  is  ended  and  they  discover  they  are 
hungry.  They  often  balance  up  their  diet  for  the 
dav  at  this  time  with  milk,  cereal,  fruit,  or  a meat 
sandwich.  In  addition,  for  any  child  who  retires  at 
a decent  hour  for  his  age,  it’s  a long  time  until 
breakfast. 

Fourth,  there  is  no  single  essential  item  in  the 
whole  list  of  foods,  and  no  particular  food  is  worth 
an  argument  at  mealtime.  .A  child  is  entitled  to 
reasonable  likes  and  dislikes,  as  are  all  of  us,  and 
adequate  substitutes  for  any  of  the  common  foods 
can  always  be  arranged.  Wdiile  every  effort  should 
be  made  to  encourao;e  children  to  take  a larije 
variety  of  foods,  none  should  ever  be  forceil.  Most 
children  will  consume  adequate  amounts  of  meat, 
eggs,  fruits,  desserts,  and  milk.  Vegetables  and 
starches  can  be  used  to  fill  in  if  they  are  desired  and 
liked.  Carlson  states  that  the  most  important  con- 
dderations  leading  to  a normal  nutritional  status 
are:  variety,  natural  foods,  and  omnivorousness.  It 
is  generally  agreed  that  the  best  time  to  establish 
appetites  or  likings  for  a wide  variety  of  natural 
foods  is  early  in  life  when  such  foods  are  intro- 
duced into  the  diet.  If  a child’s  diet  is  to  be  varied, 
it  is  well  to  make  sure  that  he  does  not  acquire  the 
habit  of  taking  excessive  amounts  of  milk.  There 
are  some  who  will  drink  milk  in  place  of  water  to 
quench  their  thirst,  and,  in  so  doing,  dull  their 
appetite  for  other  essential  foods. 

COMMENT 

Only  one  common  characteristic  of  the  runabout 
has  been  discussed  at  length  in  this  paper.  Generally 
speaking,  he  should  be  steered  in  the  right  direction 
without  being  pushed  and  with  the  hope  entertained 
that  he  doesn’t  get  hurt  along  the  way.  He  is 
indeed  an  interesting  and  a complex  individual. 
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ANY  AGE  CANCER  AGE 

The  term  “cancer  a,ge”  is  misleading  and  does 
great  harm  in  two  ways:  its  use  produces  a state 
of  hypochondriasis  in  the  old,  and  it  gives  rise  to 
a false  sense  of  security  in  those  outside  this  period 
of  life.  Gastric  carcinoma  may  occur  at  any  age, 
and  the  so-called  cancer  age  is  much  less  valuable 
as  a diagnostic  criterion  than  the  minor  digestive 
symptoms  that  are  so  frequently  associated  with 
the  disease. 

Plainly,  we  must  accept  and  teach  the  fact  that 
any  age  is  a cancer  age. 

Vagueness  in  symptoms  in  cancer  of  the  stomach 
is  to  be  regarded  as  a definite  presentation  of  the 
malady  with  persuasive  diagnostic  properties. 
Painlessness  is  little  evidence  against  the  diagnosis 
of  cancer  of  the  stomach,  and  the  farther  removed 
the  growth  from  the  two  extremes  of  the  stomach 
the  later  are  symptoms  likely  to  appear.  We  must 
endeavor  to  detect  the  disease  in  the  phase  of  lack 
of  impressive  signs  or  symptoms;  as  when  neither 
the  cardiac  nor  the  pyloric  orifice  is  involved,  and 
so  there  is  no  hesitation  in  food  entrance  and  no 
obstruction  to  food  exit.  Suggestive  symptoms, 
however  faint,  call  for  searching  inquiry.  The 
easier  it  is  to  diagnose  cancer  the  harder  it  is  to 
cure. — J.  Fred  Nash,  M.  D.,  in  J.  So.  Med.  and  Surg. 


REJECTEES  USEFUL  CITIZENS 

Recently  it  has  been  stated  repeatedly  that  five 
million  men,  or  approximately  one-third  of  the 
draftees,  were  rejected  because  of  physical  defects. 
This  has  been  used  as  an  argument  that  medical 
care  has  been  inadequate.  However,  these  same 
people  fail  to  state  that  the  standards  of  acceptance 
into  our  Army  were  much  higher  than  those  of  any 
other  country,  and  that  many  of  these  rejected 
draftees  were  later  accepted  into  the  armed  forces. 
They  also  failed  to  state  that  many  of  these  defects 
have  no  reaction  to  medical  care. 

If  children  are  nearsighted  or  astigmatic,  ade- 
quate medical  care  demands  glasses  for  correction; 
whereas  the  Army  or  Navy  decides  whether  or  not 
it  wants  such  an  individual.  Little  can  be  done  for 
color  blindness,  loss  of  limb,  allergy,  hay  fever,  and 
many  of  the  so-called  “mental  and  nervous  condi- 
tions,” although  with  proper  medical  management 
the  great  majority  of  these  people  are  integrated 
into  useful  employment  in  civilian  life.  Yet  these 
and  other  similar  conditions  comprised  a large  part 
of  the  rejectees.  Cleon  A.  Nafe,  M.  D.,  in  J.  Med. 
Ind.  St.  Med.  Assn. 
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THE  THREAT  OF  POLITICAL  MEDICINE* 

By  D.  A.  MacGREGOR,  M.  D., 

Wheeling,  West  Virginia 

Last  January  the  Presidents  of  all  of  the  State 
Medical  Societies  were  asked  by  the  National  Phy- 
sicians Committee  to  nominate  two  representatives 
from  each  State  to  attend  a special  meeting  in  St. 
Louis.  Dr.  Ray  Bobbitt  and  I were  the  two  repre- 
sentatives from  \Vest  Virginia.  The  total  attend- 
ance at  the  meeting  was  approximately  one  hundred 
and  twenty  men.  The  only  states  which  were  not 
represented  were  Vermont,  Connecticut,  and  Rhode 
Island.  It  was  a source  of  considerable  satisfaction 
to  know  that  busy  doctors  from  practical!)-  every 
state  in  the  Llnion  were  willing  to  drop  their  work 
and  make  a long  trip  in  an  effort  to  decide  upon  a 
practical  plan  of  defense  against  the  attacks  of  those 
who  seek  to  place  the  practice  of  medicine  under 
political  control. 

FUNCTIONS  OF  NATIONAL  PHYSICIANS  COMMITTEE 

Lven  at  this  late  date  there  are  man)-  of  us  who 
do  not  understand  why  it  is  necessary  for  us  doctors 
to  support  a National  Physicians  Committee  and 
operate  through  such  an  organi'zation  for  the  pro- 
tection of  our  interests.  \Vc  doctors  have  been  a 
little  bit  suspicious  about  the  National  Physicians 
Committee.  We  have  wondered  wh)’  the  M.  A. 
could  not  do  the  job  and  why  it  was  necessary  to  set 
up  an  entirel)'  different  organization.  We  have 
wondered  if  it  was  wise  to  contribute  our  mone)- 
to  an  organization  separate  and  apart  from  the 
.\.  M.  Here  are  the  reasons: 

The  .A.  .M.  A.  has  a large  income  from  its 
jiuhlications,  from  its  investments,  and  from  its 
many  scientific  activities.  That  income  is  necessary 
to  the  proper  functioning  of  such  a gigantic  organi- 
zation. T he  A.  M.  A.  pays  no  income  tax  because  it 
is  chartered  as  a non-profit  institution  for  educational 
and  scientific  purposes  only.  If  the  A.  VI.  A.  should 
take  an  active  part  in  politics  sponsoring  a lobby  in 
Washington  on  behalf  of  its  membership,  there  is  no 
doubt  that  such  action  would  be  construed  as  a 
violation  of  the  provisions  of  its  charter  and  that  the 
federal  government  would  immediately  require  the 
•A.  M.  A.  to  pay  an  enormous  income  tax. 

T'he  National  Phy.sicians  Committee  for  the 
Extension  of  Medical  Service  is  chartered  as  a non- 
profit institution  in  the  State  of  Illinois.  The  Com- 
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mittee  endeavors  to  familiarize  the  public  with  the 
facts  in  connection  with  the  values,  the  methods, 
and  the  achievements  of  American  medicine.  It  is 
possible  for  this  organization  to  engage  in  lobbying 
when  necessary  to  protect  the  interests  of  the  Ameri- 
can medical  profession.  It  is  supported  by  voluntary 
contributions.  About  one-half  of  its  support  comes 
from  the  doctors.  T'he  other  half  comes  from  sources 
outside  of  the  medical  profession,  such  as  drug  manu- 
facturers, retail  druggists,  medical  instrument  manu- 
facturers, philanthropic  individuals,  and  many  others 
who  are  interested  in  the  preservation  of  our  Ameri- 
can ideals.  It  is  (piite  evident  that  the  American 
Medical  Association,  which  has  departments  devoted 
to  the  investigation  of  drugs,  foods,  medical  equip- 
ment, etc.,  is  not  in  a position  to  accept  voluntary 
contributions  from  such  outside  sources. 

OBJECTIVES 

At  the  time  of  the  meeting  in  St.  Louis  the  direc- 
tors of  the  National  Physicians  Committee  had  in 
mind  four  primary  objectives: 

( 1 ) The  meeting  was  called  so  that  a number 
of  physicians  wouhl  have  an  opportunit)'  to  study 
Senate  Bill  1606  and  discuss  its  various  provisions 
in  detail  in  an  effort  to  decide  which  of  its  provi- 
sions are  desirable  and  which  are  objectionable. 

(2)  A careful  analysis  of  the  bill  was  undertaken 
in  order  to  have  available  a number  of  men  who 
w'ould  be  competent  to  go  before  a congressional  in- 
vestigating committee  and  testify  intelligently  and 
convincingly. 

One  doctor,  testifying  about  two  years  ago  before 
an  investigating  committee  on  a similar  bill,  ad- 
mitted upon  examination  that  he  had  never  read 
the  bill.  Naturally  such  an  admission  discredited  the 
doctor  as  a witness  and  reflected  very  unpleasantly 
on  the  whole  medical  profession. 

(3)  The  National  Physicians  Committee  ex- 
pects to  send  a small  groLip  of  well-informed  [ihy- 
sicians  to  ^^'ashington  to  appear  before  the  con- 
gressional committee  when  it  is  considering  S.  1606. 
Furthermore,  it  is  considered  desirable  for  two 
doctors  from  each  state  to  go  to  Washington  and 
make  contact  with  their  own  state  representatives. 

(4)  It  is  planned  that  the  state  and  county  medi- 
cal societies  shall  establish  legislative  committees  in 
each  congressional  district  whose  function  it  will  be 
to  interview  candidates  before  election  and  attempt 
to  get  an  expression  of  opinion  with  regard  to  pend- 
ing medical  legislation.  The  importance  of  these 
committees  cannot  be  emphasized  too  strongly.  If 
we  could  have  active  committees  which  would  in- 
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terview  every  candidate  in  every  congressional  dis- 
trict before  election  their  combined  influence  would 
be  the  most  potent  weapon  available  to  us. 

EIGHT  YEARS  OF  POLITICAL  PRESSURE 

The  attempts  to  reform  or  socialize  the  practice 
of  medicine  have  come  thick  and  fast  in  the  past  eight 
years.  I think  it  was  in  1938  the  American  Medical 
.Association  was  indicted  as  a monopoly  in  that  hotly 
contested  lawsuit  in  the  District  of  Columbia.  You 
will  recall  that  organized  medicine  lost  that  suit,  and 
the  court  declared  the  practice  of  medicine  a trade. 
'I'he  first  Wagner  bill  came  about  a year  later.  It 
called  for  a very  modest  nine  hundred  million  dollar 
program.  The  Bill  died  with  the  adjournment  of 
Congress.  The  second  Wagner- .Murray  bill  came 
alomr  in  1943.  It  called  for  something  like  three 
billion,  four  hundred  million  dollars  worth  of  politi- 
cal medicine.  The  opposition  was  so  strong  that  the 
Bill  was  never  voted  out  of  committee.  .Another 
W a<iner-,Murray  bill  was  introduced  into  Congress 
in  .May  of  1945.  It  called  for  four  per  cent  taxes  on 
both  employer  and  employee  up  to  thirty-six  hun- 
dred dollars  of  income  as  well  as  five  per  cent  for 
the  self-employed  and  government  or  state  em- 
ployees. It  was  estimated  that  this  tax  might  amount 
to  ten  billion  dollars.  'I'hat  bill  has  been  held  in 
committee. 

On  Novemher  19,  1945,  Mr.  Truman  read  his 
message  on  “.A  National  Health  Program”  to  a 
joint  session  of  the  Congress.  It  is  a convincing  and 
jiersuasive  message  with  manv  good  recommenda- 
tions. .At  tlie  same  time  it  unequivocally  endorses 
.Mr.  WAa  gner’s  plans  for  the  political  control  of 
medical  practice.  Some  men  fanc}'  that  thev  can 
see  the  clever  writing  of  Judge  Sam  Rosenman  in 
the  message. 

It  is  quite  significant  that  in  the  message,  and  in 
the  bill  which  implements  it,  all  of  the  previous  ob- 
jections voiced  by  the  doctors  against  the  Wagner 
plan  were  mentioned  with  alleged  cures.  For  in- 
stance, it  is  stated  that  the  patient-doctor  relation- 
ship will  he  preserved  and  that  fair  rates  of  pay  will 
be  maintained.  .A  critical  reader  will  not  be  fooled 
by  all  this  window  trimming.  He  will  know  that 
a centralized  political  control  will  not  permit  the 
preservation  of  the  patient-doctor  relationship.  He 
will  know  that  when  a physician  gets  his  remuner- 
ation from  a bureau,  either  on  salary  basis  or  on  a 
fee  basis  as  a panel  physician,  there  will  be  very 
little  in  such  a plan  to  stimulate  his  incentive  and 
his  interest  in  progressive  medicine.  In  his  message 
■Mr.  Truman  emphasized  the  fact  that  he  was  not 


recommending  socialized  medicine,  but  writing  that 
statement  into  the  bill  itself  a hundred  times  would 
not  make  it  true. 

Immediately  after  the  President’s  message  was 
delivered.  Senators  Wagner  and  Murray  and  Rep- 
resentative Dingell  introduced  their  new  identical 
bills  in  the  Senate  and  the  House.  It  is  the  same  ohl 
[ilan  dressed  up  in  new  clothes.  On  the  surface  it 
would  appear  that  the  bills  were  introduced  to  carr\' 
out  the  President’s  recommendations,  but  on  second 
thought  it  is  apparent  that  the  President’s  message 
was  delivered  in  order  to  inject  new  life  and  strength 
into  the  old  plan  which  so  far  has  failed  of  adoption. 

THE  W.  M.  0.  BILL— TITLE  I 

Now  let  us  e.xamine  Senate  Bill  1606  and  see 
u’hat  it  provides.  In  discussing  the  bill,  I shall 
quote  extensively  and  without  further  acknowledg- 
ment from  pamphlets  issued  b)'  the  National  Phy- 
sici.'ins  Committee.  The  provisions  of  the  bill  are  as 
follows: 

( 1 ) Grants-in-aid  to  states  for  the  treatment 
and  control  of  venereal  disease  and  udrerculosis  and 
the  extension  of  the  Public  Health  Service. 

Both  the  medical  profession  and  the  pidilic  are 
in  favor  of  steps  to  be  taken  to  provide  treatment 
and  control  of  tuberculosis  and  venereal  disease  ami 
extending  the  Public  Health  Services  through 
grants-in-aid  to  states  when  it  is  explained  that 
these  things  should  be  done  W^Fl’II  Sd'.ATE  CON- 
TROL AND  LOCAL  ADMINIS'L R A'FIVL 
AUTHORri'Y. 

(2)  .An  extension  of  maternal  and  child  health 
ser\ices  through  grants-in-aid  to  states. 

Transferring  the  Children’s  Bureau  fi'om  the 
De[3artment  of  Labor  to  the  Public  Health  Service 
is  desira.ble.  Both  the  medical  profession  and  the 
iniblic  are  in  fa\-or  of  e.xtending  maternal  and  chihl 
health  care  to  all  mothers  and  children,  WHERE 
PAA'MENTS  EOR  SUCH  SERATCE  WOUED 
BE  .A  H.ARDSHIP,  through  grants-in-aid  to  states 
with  state  control  and  local  supervision.  However, 
we  believe  that  the  decision  as  to  whether  or  not  a 
hardship  e.xists  should  be  left  in  the  hands  of  a local 
or  countv  board,  and  that  is  not  provided  in  the  bill. 

(3)  Grants-in-aid  to  states  to  provide  medical 
care  for  the  needy. 

"I'he  medical  profession  and  the  public,  when  the 
situation  is  explained,  are  in  favor  of  federal  grants- 
in-aid  to  supplement  funds  of  state  and  local  agen- 
cies to  provide  full  medical  care  and  hospitalization 
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to  all  persons  for  WHOM  'I'HE  PAYMENT 
EOR  SUCH  SERVICES  WOULD  BE  A 
HARDSHIP.  Again  we  feel  that  the  existence  of 
a hardship  should  be  determined  by  a local  board 
familiar  with  local  conditions  and  in  a position  to 
investigate  individual  cases. 

It  is  evident  that  there  is  no  fundamental  objection 
to  these  three  provisions.  We  can  lend  our  support 
to  them  if  there  is  State  control  and  local  determi- 
nation of  need. 

THE  W.  M.  D.  BILL— TITLE  2 

(4)  Health  services  for  all  Social  Security  bene- 
ficiaries and  all  of  their  dependents. 

'Phis  part  of  the  bill  establishes  authority  and 
machinery  for  the  federal  government  to  provide 
prepaid  personal  health  service  benefits.  Wdien  we 
study  the  bill  we  find  that  personal  health  service 
benefits  include  general  medical  benefits,  special 
medical  benefits,  general  dental  benefits,  special  den- 
tal benefits,  home  nursing  benefits,  laboratory  bene- 
fits, and  hospitalization  for  all  social  security  bene- 
ficiaries and  their  dependents.  That  means  every 
man  and  woman  who  is  on  a pay  roll.  In  addition 
to  this,  provision  can  be  made  for  the  inclusion  of 
other  persons  or  groups  not  now  covered  under  the 
provisions  of  the  social  security  act.  Under  existing 
laws  approximately  1 1 0 million  people  would  be  en- 
titled to  receive  these  multiple  health  benefits  and 
presumably  under  the  new  proposal  the  benefits 
would  be  extended  to  a total  of  1 30  million  people. 

The  President  in  his  message  indicated  that  the 
cost  of  providing  such  over-all  medical  care  would 
approximate  four  per  cent  of  wages.  The  term, 
“wages,”  means  the  income  of  both  employed  per- 
sons and  self-employed  individuals  up  to  three  thou- 
sand six  hundred  dollars  per  year.  It  is  estimated 
that  the  sum  involved  woidd  approximate  four  bil- 
lion dollars  annually.  But  here’s  a very  interesting 
observation!  This  bill  was  introduced  without  any 
provisions  for  a special  tax  to  meet  the  cost.  It  has 
been  stated  on  good  authority  that  no  provision  was 
made  for  payroll  tax  deductions  in  order  that  the  bill 
might  be  referred  to  the  friendly  Committee  on 
Education  and  Labor  in  the  Senate  rather  than  the 
Finance  Committee  and  to  the  friendly  Interstate 
and  Foreign  Commerce  Committee  in  the  House 
rather  than  the  W^ays  and  Means  Committee  which 
must  deal  with  all  matters  affecting  taxation. 

Now  perhaps  you  would  like  to  know  who  would 
have  control  of  the  expenditure  of  this  approxi- 
mately four  billion  dollars  per  year.  One  man,  the 


Surgeon  General  of  the  Public  Health  Service,  with 
the  approval  of  the  F'ederal  Security  Administrator, 
is  authorized  and  instructed  to  provide  medical  care, 
dental  care,  laboratory  care,  nursing  care,  and  hos- 
pitalization for  all  of  these  people.  The  bill  reads 
as  follows: 

“The  Surgeon  General  of  the  Public  Health 
Service  shall  perform  the  duty  imposed  upon 
him  by  this  Act  under  the  supervision  and 
direction  of  the  F'ederal  Security  Administra- 
tor, and  the  Surgeon  General  is  hereby  author- 
ized and  directed  to  take  all  necessary  and 
practical  steps  to  arrange  for  the  availability  of 
benefits.” 

U.  S.  PUBLIC  HEALTH  SERVICE  PROPAGANDA 

At  this  point  I should  make  a personal  explana- 
tion. I hold  a commission  in  the  United  States  Pub- 
lic Health  Service,  inactive  status.  I received  that 
commission  during  the  war  when  a group  of  doctors 
in  Wdieeling  organized  a hospital  unit  with  the 
understanding  that  the  unit  might  be  activated  in 
case  of  agreat  military  emergency  in  which  existing 
military  hospitals  might  not  be  able  to  handle  the 
load.  Last  January  all  of  the  officers  of  the  Public 
Health  Service  received  a circular  letter  from  Sur- 
geon General  Thomas  Parran  which  seems  to  me 
to  be  all-out  propaganda  for  S.  1606.  Along  with 
that  letter  he  sent  us  a copy  of  the  President’s  mes- 
sage on  “A  National  Health  Program.”  In  the  let- 
ter he  stated,  “This  has  been  a goal  of  all  public 
health  workers  for  many  years,  and  the  enunciation 
of  such  a policy  by  the  Chief  Executive  gives  the 
Public  Health  Service  definite  objectives  for  its 
future  work.”  The  closing  paragraph  of  the  letter 
is  particularly  significant.  I quote:  “Every  officer 
of  the  Public  Health  Service  will  wish  to  familiarize 
himself  with  the  President’s  message  and  will  be 
guided  by  its  provisions  when  making  any  public 
statement  likely  to  be  interpreted  as  representing 
the  official  views  of  the  Public  Health  Service.” 

For  the  benefit  of  the  record  let  me  state  right 
now  that  any  opinions  expressed  in  my  talk  to  you 
tonight  are  my  own  and  by  no  stretch  of  the  imagi- 
nation can  they  be  interpreted  as  representing  the 
official  views  of  the  United  States  Public  Health 
Service.  It  is  easy  to  understand  the  attitude  of 
the  Surgeon  General  in  this  matter.  Under  the 
President’s  proposals  and  Senate  Bill  1606,  Dr. 
Parran  or  his  successor  would  be  given  the  authority 
to  manage  and  control  practically  all  of  the  medi- 
cal, dental,  nursing,  and  hospital  services  of  the 
whole  country — a nndti-billion  dollar  undertaking. 
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I mean  no  disrespect  to  Dr.  Parran  personally  when 
I say  that  I do  not  believe  there  is  any  man  with 
such  great  sagacity  and  probity  that  he  could  be 
safely  intrusted  with  such  a ^■ast  responsibility  and 
so  much  economic  and  political  power. 

ADVISORY  COUNCIL 

. 

Under  the  provisions  of  the  bill,  the  Surgeon 
General  is  required  to  establish  an  advisory  council. 
This  council  of  sixteen  members  is  chosen  by  the 
Surgeon  General  himself  with  the  approval  of  the 
Federal  Security  Administrator.  The  function  of 
the  advisory  council  is  simply  to  advise,  and  they 
are  required  to  meet  twice  a year  Absolutely  all  of 
the  authoritv  is  centered  in  the  Surgeon  General 
with  the  approval  of  and  under  the  direction  of  the 
Federal  Security  Administrator.  Let  me  give  you  a 
list  of  his  responsibilities: 

(1)  Hire  doctors,  specialists,  dentists,  nurses, 
laboratory  technicians,  and  establish  rates  of  pay. 

(2)  Establish  fee  schedules  for  phvsicians’  and 
dentists’  services. 

(3)  Fix  the  qualifications  for  specialists.  The 
.\ct  reads:  “Specialists  or  Consultant  services  shall 
be  those  designated  by  the  Surgeon  General.” 

(4)  Determine  what  hospitals  or  clinics  may 
provide  service  for  patients  and  under  what  con- 
ditions. 

(5)  Determine  the  number  of  individuals  for 
whom  any  doctor  or  dentist  may  provide  ser\  ice. 

(6)  Negotiate  or  renegotiate  contracts  or  agree- 
ments with  representatives  of  public  agencies,  non- 
profit groups  and  individuals,  for  the  purpose  of 
providing  full  medical  benefits  to  all  Social  Security 
beneficiaries  and  their  dependents. 

(7)  Make  reports  to  Congress. 

SOCIALIZED  MEDICINE  AT  ITS  WORST 

If  all  the  provisions  of  this  proposed  legislation 
were  put  into  operation  this  act  would  destroy  the 
private  practice  of  medicine  in  the  LLiited  States. 
In  his  message  the  President  stated  naively,  “Social- 
ized medicine  means  that  all  doctors  work  as  em- 
ployees of  government.  The  American  people  want 
no  such  system.”  ^\’ell,  that  is  exactly  what  the 
bill  provides.  About  130  million  people  in  the  L^nited 
States  would  be  entitled  to  complete  medical  and 
dental  care  at  the  hands  of  doctors,  specialists,  den- 
tists, nurses,  and  laboratory  technicians,  hired  by  the 


Surgeon  General  and  working  under  the  rules  and 
regulations  laid  down  by  his  department.  President 
Truman  is  absolutely  right  in  saying  that  the  Ameri- 
can people  want  no  such  system.  We  doctors  want 
no  such  system,  and  we  should  oppose  it  relentlessly 
and  vigorously  on  all  possible  occasions.  We  know 
that  in  every  instance  where  the  government  has 
interfered  in  the  distribution  of  medical  care  the 
quality  of  medical  care  has  seriously  deteriorated, 
the  initiative  and  incentives  of  the  individual  doctor 
have  been  undermined,  and  the  medical  profession 
has  been  robbed  of  its  independence  and  its  self- 
respect. 

RESEARCH  AND  EDUCATION  SUBSIDIZED 

(5)  The  final  portion  of  the  bill  provides  for 
federal  funds  to  subsidize  medical  research  and  edu- 
cation. Quoting  from  the  bill,  “The  Surgeon  Gen- 
eral is  authorized  and  directed  to  administer  grants- 
in-aid  to  nonprofit  institutions  and  agencies  engaging 
in  research  or  undergraduate  or  postgraduate  profes- 
sional education.”  ^Ve  cannot  have  much  objection 
to  the  spending  of  money  for  research  and  educa- 
tion. It  is  estimated  that  about  eighty  million  dol- 
lars annually  would  be  available  under  the  terms 
of  the  bill  for  this  purpose.  Again  we  find  that  one 
man,  the  Surgeon  General,  has  fidl  authority  to 
expend  or  allocate  this  research-educational  fund. 
True  enough  he  has  an  advisory  council  which  is 
hand-picked  by  himself,  but  with  or  without  the 
approval  of  the  advisory  council  the  Surgeon  Gen- 
eral has  the  authority  to  wield  the  power  of  the 
purse  over  every  research  and  educational  institution. 
^Ve  do  not  believT  that  the  authority  to  expend 
or  allocate  eightv  million  dollars  annually  should  be 
vested  in  a single  individual.  Furthermore,  there 
are  some  of  us  who  think  that  when  the  Federal 
Government  is  staggering  under  a debt  which  is  so 
large  that  it  balTles  our  comprehension  it  is  no  time 
for  us  to  be  making  extravagant  plans  for  additional 
spending  on  a lavish  scale  even  for  such  desirable 
purposes  as  are  contemplated  in  the  acceptable  por- 
tions of  this  bill. 

WHAT  CAN  WE  DO  ABOUT  IT? 

^^’e  have  now  covered  the  important  points  in 
S.  1 606.  I think  you  will  agree  with  me  that,  as 
a whole,  it  is  highlv  undesirable.  \\’hat  are  we 
going  to  do  about  it?  Most  of  you  are  sick  and  tired 
of  the  subject  of  socialized  medicine.  You  have  been 
hearing  so  much  about  it  during  the  past  eight  or  ten 
vears,  during  which  time  nothing  very  serious  has 
happened  to  the  practice  of  medicine,  that  you  would 
like  to  ignore  the  whole  business  and  get  on  with 
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your  work.  M eanwhile  the  proponents  of  socialized 
medicine  keep  riglit  on  hammering  from  without 
and  horing  from  within.  They  don’t  overlook  any 
new  angle  for  attack.  Witness  that  letter  which  the 
Surgeon  General  sent  to  all  of  the  United  States 
Public  Health  officers.  .Also  please  note  that  the 
e.xpense  of  such  propaganda  usuallv  comes  out  of  the 
ta.xpayers’  pockets,  ^^^e  must  not  grow'  weary.  The 
situation  is  really  critical.  Senate  Committee  hear- 
ings on  this  bill  are  scheduled  to  begin  March  18th. 
^\'e  must  not  shirk  our  responsibility.  No  one  of 
us  is  a w'orthy  son  of  .Aescidapius  if  he  does  not  do 
his  part  to  preserve  the  practice  of  medicine  from 
political  control. 

It  is  a great  mistake  to  think  that  the  individual 
doctor  can  do  very  little  by  himself.  Every  phy- 
sician should  discuss  the  subject  with  his  patients 
and  with  his  friends.  His  opinions  are  respected, 
and  they  will  be  quoted.  Perhaps  the  greatest  serv- 
ice that  can  be  rendered  by  the  individual  doctor  is 
the  writing  of  personal  letters  to  his  senators  and  to 
his  representative.  That  is  a very  small  effort  to 
make.  Just  three  letters  and  they  can  he  identical. 
\\’e  who  are  not  in  politics  are  inclined  to  under- 
estimate the  influence  of  these  letters  from  home. 
If  each  and  every  man  in  the  Ohio  County  Society 
would  write  these  three  letters,  our  Society  would  be 
justified  in  feeling  that  it  had  given  very  material 
assistance  toward  the  defeat  of  this  proposed  legis- 
lation. 

WRITE  YOUR  CONGRESSMAN 

d'he  letters  to  the  Congressmen  should  really 
contain  something  more  than  the  simple  statement 
that  you  hope  the  bill  will  be  defeated.  Tell  your 
Congressmen  that  you  feel  that  this  legislation  is  an 
attack  against  the  idealism  of  the  medical  profes- 
sion, that  it  will  tliscourage  our  efforts  to  attain 
superiority  and  will  encourage  a scramble  at  the  level 
of  mediocrity.  Tell  your  Congressmen  that  you  be- 
lieve a large  part  of  the  tax  money  which  will  be 
collected  under  this  bill  is  not  going  to  be  used  for 
the  purposes  for  which  it  is  dedicated.  Out  of  every 
three  dollars  which  we  send  to  Washington  an  tax 
money  under  this  plan  we  shall  be  lucky  to  have  as 
much  as  one  dollar  returned  to  us  in  actual  medical 
service.  Tell  your  Congressmen  that  you  believe  the 
most  extravagant  method  for  handling  any  business 
is  to  have  it  under  political  domination  controlled  by 
a central  bureau  in  Washington  and  managed  by 
innumerable  subsidiary  bureaus  and  appointees  scat- 
tered all  over  the  United  States.  Under  such  a 
system  it  is  quite  conceivable  that  there  might  be  as 


many  laymen  as  professional  people  directly  or  in- 
directly connected  with  dispensing  medical  and 
dental  care.  The  federal  government  has  never  been 
noted  for  either  efficiency  or  proficiency  in  the  ad- 
ministration of  business.  Tell  your  Congressmen 
that  the  returning  veterans  who  have  had  a taste  of 
government  medicine  do  not  hanker  for  it  when 
they  come  back  home.  Every  one  of  you  has  had 
occasion  to  observe  how  pleased  the  sick  veteran  is 
to  get  back  to  his  family  doctor.  Eurthermorc,  the 
doctors  who  have  been  in  service  do  not  want  social- 
ized medicine.  They  are  anxious  to  get  back  into 
private  practice  and  aw'ay  from  regimentation  and 
control.  Tell  your  Congressmen  that  under  a plan 
like  this  doctors  become  technicians  and  patients  are 
pawns.  "Eell  your  Congressmen  that  the  socializa- 
tion of  medicine  is  just  the  first  step  toward  a general 
socialization  and  the  establishment  of  a totalitarian 
state.  Remind  them  that  the  same  scheme  has  been 
tried  in  other  countries  and  that  in  no  one  of  those 
other  countries  is  the  medical  service  to  the  people 
comparable  with  the  medical  service  here  in  our  own 
country.  Tell  your  Congressmen  that  you  wish  to 
preserve  to  your  sons  the  right  to  practice  medicine 
independently  and  in  accordance  with  high  profes- 
sional ideals,  ^^^e  believe  in  the  freedom  of  private 
enterprise  and  the  other  freedoms  that  constitute 
the  ■American  way  of  life.  Tell  them  that  you  do 
not  want  to  see  the  finest  medical  profession  in  the 
world  placed  under  political  control. 

I he  Editor  of  the  South  Carolina  Medical  Asso- 
ciation Journal  states  the  situation  very  concisely. 

“1.  As  a taxpayer,  I am  opposed  to  a fed- 
eral system  of  medical  care  because  it  is  too 
costly  and  because  it  is  unnecessary. 

“2.  As  a citfzen,  I am  opposed  to  a federal 
system  of  medical  care  because  it  is  in  direct 
opposition  to  the  fundamental  American  prin- 
ciples of  personal  initiative  and  personal  re- 
sponsibility. 

“.3.  .As  a physician,  I am  opposed  to  a federal 
system  of  medical  care  because  in  the  first  place, 
the  medical  needs  of  our  people  could  not  be 
served  by  a single  central  plan.  In  the  second 
place,  the  experience  of  other  countries  has  not 
shown  its  great  worth.  In  the  third  place,  such 
a system  is  not  necessary  to  bring  about  the 
improvements  which  are  needed  in  our  present 
system  of  medical  care;  and  lastly,  no  phy- 
sician can  conscientiously  and  efficiently  serve 
two  masters,  his  patient  and  the  governmental 
agency.” 
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A CONCISE  PHARMACOLOGY  OF  THE 
ANTIBIOTIC  AGENTS* 

By  DAVID  FIELDING  MARSH, 

Department  of  Pharmacology,  School  of  Medicine, 

West  Virginia  University,  Morgantown,  W.  Va. 

INTRODUCTION 

As  far  back  as  the  time  of  Pasteur  it  was  recog- 
nized that  when  typhoid  and  diphtheria  organisms, 
pathogenic  staphylococci,  and  other  bacteria  are 
added  to  soil  they  rapidly  disappear,  their  destruc- 
tion presumably  being  attributable  to  the  antagonis- 
tic action  of  the  bacteria  normally  present  in  soil. 
The  idea  of  utilizing  such  bacterial  antagonisms  for 
the  control  of  disease  occurred  to  many  investi- 
gators. In  1899,  Emmerich  and  Loew  succeeded 
in  isolating  from  the  green  pus-producing  organism. 
Pseudomonas  aeruginosa  (Bacillus  p\ocyaneus),  a 
substance  they  called  “pyocyanase”  which,  even  in 
low  concentrations,  had  a marked  inhibitory  effect 
upon  diphtheria,  cholera,  typhoid,  and  plague  organ- 
isms. However,  repeated  attempts  by  various  in- 
vestigators failed  in  the  isolation  of  any  purified 
product  of  therapeutic  value  until  1939.  Duhos,  as 
the  result  of  studies  conducted  at  the  Rockefeller 
Institute  for  Medical  Research,  announced  the  iso- 
lation of  an  extract,  obtained  from  autolysates  of  a 
particular  strain  of  a soil  bacillus,  B.  hrevis,  which 
selectively  inhibited  the  grtm’th  of  a variety  of  gram- 
positive organisms  in  vitro,  and  under  certain  condi- 
tions afforded  protection  to  mice  inoculated  with 
virulent  pneumococci. 

Meanwhile,  in  1936,  a group  of  research  workers 
at  Oxford  Lriiiversity,  headed  by  H.  W.  Florey,  had 
begun  the  studv  which  led  to  the  final  isolation  of 
penicillin.  Penicillin  had  been  first  uncovered  by 
tbe  observations  of  Fleming  in  1929.  Mobile  working 
in  the  laboratories  of  St.  Mary’s  Hospital,  London, 
this  investigator  had  set  aside  on  the  laboratory 
bench  a number  of  culture  plates  which  had  become 
contaminated  by  exposure  with  a variety  of  mico- 
organisms.  In  Heming’s  words,  “It  was  noticed  that 
around  a large  colony  of  a contaminating  mould  the 
staphylococcus  colonies  became  transparent  and  were 
obviously  undergoing  lysis.”  It  appeared  to  him 
highly  probable  that  the  explanation  of  this  phe- 
nomenon lay  in  the  production  by  the  mold  of  a 
bacteriolytic  substance  which  had  diffused  into  the 
medium.  Sub-cultures  of  the  mold,  a strain  of 
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PeniciUiutn,  were  made  in  nutrient  broth.  To  broth 
filtrates  containing  the  antibacterial  substance  Flem- 
ing gave  the  name  “penicillin,”  a term  which  is  now 
usually  restricted  to  dried  preparations  of  the  active 
principle.  Despite  the  exhaustive  nature  of  his 
study,  which  established  beyond  all  reasonable  doubt 
the  antibacterial  potency  and  lack  of  toxicity  of 
penicillin,  Fleming  did  not  succeed  in  extracting  the 
material  from  the  broth  in  which  it  was  formed. 
Nevertheless,  his  faith  in  the  clinical  possibilities  of 
the  agent  was  manifested  even  at  this  stage  by  his 
suggestion  that  “penicillin  may  be  an  effective  anti- 
septic for  application  to,  or  injection  into,  areas  in- 
fected with  penicillin-sensitive  microbes.” 

It  was  the  problem  of  e.xtracting  penicillin  in 
purified  form  which  attracted  the  Oxford  workers. 
In  1940  they  revealed  that  they  had  devised  methods 
for  obtaining  a considerable  yield  of  penicillin  and 
for  making  a rapid  assay  of  its  potency.  From  the 
culture  medium  a brown  powder  was  obtained  which 
was  freely  soluble  in  water.  This  powder  and  its 
solution,  stable  for  some  time,  had  very  great  anti- 
bacterial power.  It  was  obvious  that  the  discovery 
of  penicillin  constituted  one  of  the  greatest  forward 
steps  in  chemotherapy.  Under  many  clinical  cir- 
cumstances which  appear  to  nullify  completely  the 
effect  of  the  sulfonamides,  the  activity  of  penicillin 
remains  undiminished,  and  this,  coupled  with  its 
low  toxicity,  makes  the  agent  appear  incomparably 
superior  to  the  sulfonamides.  With  the  entrance  of 
the  L^nited  States  into  the  war,  coiiperative  research 
ami  production  on  a large  scale  was  inaugurated 
with  the  ultimate  solution  of  the  problems  of  chemi- 
cal structure,  commercial  supply,  and  rational  clini- 
cal use. 

The  overwhelming  success  with  penicillin  and 
the  establishment  of  relatively  simple  procedures  for 
working  with  such  agents  have  led  to  Ugorous  search 
for  similar,  even  better,  materials  from  other  sources. 
Aside  from  a slight  interest  in  tyrothricin  (a  uni- 
molecular  mixture  of  gramicidin  and  tyrocidine)  as 
a surface  antiseptic,  only  one  agent  has  survived  the 
obstacles  of  production  and  pharmacological  investi- 
gation to  be  tried  clinically.  The  rational  pharma- 
cology of  this  agent,  streptomycin,  and  that  of  peni- 
cillin are  given  later  in  this  article,  as  well  as  a 
summary  of  the  characteristics  of  certain  of  the 
interesting  antibiotic  agents  and  their  effectiveness 
against  some  of  the  important  microorganisms,  in 
comparison  with  the  sulfonamides. 

Chemical  synthesis  of  these  agents  does  not  seem 
commercially  feasible  since  microorganisms  manu- 
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SUMMARY  OF  ANTIBIOTIC  SUBSTANCES 


Substance 

Organism  Source 

Chemical  Type 

Chemical  I’ormula 

Activity 

Toxicity 

Aotinomyoetin 

S.  albus 

Polypeptide 

Grata-positive  (G+) 

- 

Act inomycin 

S.  antibioticus 

Quinone -pept Ide 

‘"41%6°11% 

G+,  some  G-,  virus 

? 0.15  ng/Kg- 

Aspergillic  acid 

A.  flavus 

Semiketone 

G+  and  G- 

120  mg/Kg 

Citrinin 

P.  citrinum 

Quinone 

^13^14  °5 

Low  G + 

100  mg/Kg 

Clavac  in , 
Patuiin, 
Claviformin , 
Clavatin 

A.  clavatus, 
P.  patulum 

Ketone 

'^7^6  °4 

G4,  G-,  some  fungi 

3.5  mg/Kg 

Diplococcin 

Streptococci 

- 

G+  cocci 

- 

Fumigacin, 
Helvollc  acid 

A.  fumlgatus 

Ketone 

^2S’4o°7 

G + 

800  mg/Kg 

Fumigatin 

A.  fumigatus 

Quinone 

C3H8O4 

Lev.'  activity 

- 

Gliotoxin 

Trlchoderma, 
Glioc ladlum, 
A.  fumigatus 

Orthoester 

^13’^14°4^'2^2 

G+,  fungi 

5 mg/Kg 

Gramic  id  in 

B.  brevis 

Polypept  ide 

^146^202°2C^30 

G + 

10  nVKg 

lodinin 

Ch.  iodlnium 

Pigment 

*"12%°4^2 

Streptococci 

- 

Notat in , 

Penat in, 
Penicillin  B, 
Mycoin 

P.  not at urn 
P.  chrysogenum 

Enzyme -oxidase 

G+  aiid  G- 

Penicillic  acid 

P.  puberulum 
?.  cycloplum 

Ketone 

‘^3^10^4 

G+  .and  G- 

- 

Penicillin, 

Flavicin, 

Flavatin, 

Aspergillin, 

Flavac  id  in , 

Gigantic  acid, 

Parasiticin 

P.  notatum 
P.  chrysogenum, 
A.  flavus, 

A.  glganteus, 

A.  parasiticus 

Ketone 

(I) F  CX4HPQN2S 

(II) G  CncH-iQOdNp 

(III) X  CigHiyOgll 
K CigH2604lTgS 

G+ 

3 

2S 

2000  mg/Kg 

Proactinomycin 

N.  gardneri 

Ketone-base 

- 

G+ 

Toxic 

Puberulic  acid 

P,  puberulum 

Quinone 

Weak  G4 

- 

Pyocyanase 

Ps . aeruginosa 

Lipoid 

- 

G+  and  G- 

- 

Pyocyanin 

Ps . aeruginosa 

Quinone 

Ci3^10°2''2 

G + 

300  mg/Kg 

Spinu losin 

P.  spinulosum 

Quinone 

Vifeak  agent 

- 

Streptomycin 

S.  griseus 

Ketone -base 

•^'21-'-57°12% 

G-,  some  G+ 

750  mg/Kg 

Streptothric in 

S.  lavendulae 

Ketone -base 

'^13“25°7% 

G-,  some  G+ 

3000  rag/Kg 

Subtilin 

B.  subtilis 

Polypeptide 

- 

G+,  some  fungi 

- 

Tyroc id ine 

B.  brevis 

Polypept  ide 

146^202  °26'^*30 

G+  and  G- 

20  mg/Kg 

Violacein 

Ch.  violaceum 

Pigment 

- 

G+ 

- 

-:i-Where  the  same 

agent  is  known  by 

several  names. 

■:i-Acute  toxicity 

in  white  mice  which 

bears  little 

all  these  names 

have  been  grouped 

together;  where 

relationship  to 

either  acute  or  chronic  toxic 

an  agent  is  prepared  by  several  organlsiss,  all 
these  organisms  are  grouped  together.  This  list 
represents  about  one  half  the  known  antibiotics. 


effects  in  man. 


facture  them  so  cheaply  and  the  products  are  rela- 
tively labile.  However,  synthetic  derivatives  (i.  e., 
benzyl  ester  of  penicillin  is  three  times  as  potent  and 


is  active  orally,  and  formaldehyde  treated  gramicidin 
loses  toxicity  but  not  activity)  may  be  of  promise,  as 
rnay  be  the  chemical  relatives  of  some  of  these  agents. 


Ap-il,  1946 


The  West  Virginia  Medical  Journal 


91 


Relative  activity  of  some  antibiotic  substances. 

-t-  Gram-Stain 

+ Sulfonamides 

T Penicillin 

+ Streptomycin 

4-  Actinomycin 

4 Streptothricin 

4 Subtilin 

Staphylococci 

Streptococci 

+ 

+ 

+ 

4- 

Clostridia  (welchll,  tetani,  botullnum) 

+ 

+ 

+ 

Pneumococci 

+ 

+ 

+ 

4 

Neisseria 

Gonococci 

— 

+ 

+ 

+ 

Meningococci 

— 

•f 

+ 

Treponema 

Splrochaeca  pallida  (syphilis) 

u 

+ 

Dorrella  novyl  (relapsing  fever) 

0 

4- 

+ 

Mycobacterium  t v.berculos is 

0 

- 

- 

+ 

4- 

4- 

Trypanosoma 

0 

- 

- 

Bacillus  subtills 

+ 

-t- 

+ 

4 

+ 

Bacillus  mycoides 

+ 

+ 

+ 

4- 

+ 

— 

Bacillus  proteus 

— 





— 

Pseudomonas  aeruginosa  (B.  pyocyaneus) 

— 

4- 

+ 

— 

Actinomyces  species  (Actinomycosis) 

+ 

? 

+ 

4- 

— 

4- 

Oidlum  (Blastomycosis) 

0 

— 

Brucella  melltensis  (undulanc  fever) 

- 

- 

- 

4- 

4- 

- 

Eberthella  typhosa  (typhoid  fever) 

- 

- 

- 

4- 

- 

Salmonella  schotmullerl  (paratyphoid) 

- 

- 

- 

4- 

4- 

- 

Shigella  dysenterlae  (and  other  Shlgellae) 

- 

4- 

- 

■4" 

+ 

4 

- 

Escherichia  coll 

- 

+ 

- 

4- 

4 

-- 

Haemophilus  Influenzae 

- 

+ 

- 

4- 

? 

Pasteurella  tularensls  (tularemia) 

- 

- 

- 

4- 

4 

Klebsiella  pneumoniae  (Friedlander ' s bacillus) 

- 

- 

-4 

- 

Plasmodia  (malaria) 

0 

- 

- 

— 

Corynebacterluin  diphtheriae  (diphtheria) 

4 

Leptospira  Icterohemorrhagiae  (Weil's  disease) 

+ 

4- 

Bacillus  ducreyi  (Granuloma  Inguinale) 

- 

-f- 

Unfortunately,  none  of  these  agents,  nor  any  of  the  antibiotics, 
is  of  value  against  any  virus  infection,  except  possibly  ornithosis 
and  psittacosis,  nor  against  toxoplasmosis,  histoplasmosis,  acute 
rheumatic  fever,  infectious  mononucleosis,  pemphigus,  Hodgkin's 
disease,  acute  and  chronic  leukemia,  coccidioidomycosis,  polio- 
myelitis or  moniliasis. 


-\-  indicates  that  the  material  is  active  against  some  strain  or 
strains  of  the  organism  listed  in  the  left  column,  but  does  not 
necessarily  mean  that  the  material  is  effectively  active  against  all 
strains  of  the  organism.  — indicates  that  the  material  is  in- 
active or  relatively  inactive  against  the  organism.  -(-,  — and  0 
under  the  Gram-stain  column  indicates  whether  the  organism  is 
gram-positive  or  negative. 
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OUTLINE  OF  PHARMACOLOGY  OF  PENICILLIN 

HISTORY. — 1929.  Fleming  recognized  the 
bacteriolytic  activity  of  Penicilltum  extracts  for  va- 
rious gram-positive  cocci. 

1936-40.  Chain  and  Florey  developed  an  assay 
and  crude  purification  procedures. 

1945.  Wide-scale  commercial  production  and 
elucidation  of  chemical  structure  had  taken  place. 

SOURCE. — Cultures  of  P.  notaluyn  and  P. 
chrysogenum  grown  in  flasks  or  tanks  on  media  con- 
taining corn  steep  liquor  are  extracted  witli  organic 
solvents  and  concentrated. 

CHEMISTRY.— 


R - C - NH  - CH  - CH^  ^C(CH,)p 
II  II  , .5  a 

0 0 = C - N CH  - COONa 


(I), 

F, 

R=A^-penteny 1 

(Flask  culture) 

(11). 

G, 

R=  Benzyl 

(Submerged  tank) 

(Ill), 

X, 

R=  p-hydroxybenzyl 

(Superficial  tank) 

K, 

R=  n-Heptyl 

OCCURR.ANCE  .AND  ST.ABILITY.— Peni- 
cillin occurs  usualU  as  the  crystalline  sodium  or  cal- 
cium salt,  but  the  methyl,  benzyl,  and  other  esters 
are  known.  Commercial  preparations  are  colored 
yellow  to  brown  by  impurities.  The  material  is 
very  labile,  deteriorating  rapidly  in  the  presence  of 
moisture,  acid,  or  warmth.  It  is  hygroscopic  and 
very  soluble  in  water. 

BIO.ASSAY  .AND  ST.AND.ARDIZ.ATION. 
— The  Oxford  or  Florey  unit  is  that  amount  of 
penicillin  which,  when  dissolved  in  50  .Ml.  of  meat 
extract  broth,  just  inhibits  the  growth  of  a test  strain 
of  Staphylococcus  aureus.  However,  the  agent  is 
now  officially  defined  as  one  unit  equals  0.6  micro- 
grams of  crystalline  penicillin.  Even  this  is  inexact, 
as  X or  allopenicillin  is  most  active  and  G least,  and 
commercial  preparations  contain  varying  amounts  of 
at  least  five  penicillins. 

LOCAL  .ACTION. — The  agent  is  primarily 
bacteriolytic  against  gram-positive  organisms  on  local 
application.  It  is  painful  in  high  concentration  on 
abraded  areas.  Comparison  with  simpler  anti- 
septics: Penicillin  is  active  in  dilutions  of  1 :4.5  mil- 
lion (some  microorganisms  as  little  as  1:160  mil- 
lion), while  gentian  violet  is  active  only  down  to 
dilutions  of  1 :8O0,0U0. 

SA’SH'E.VIIC  .ACH'ION. — "Fhe  antibacterial  ac- 
tivity (bacteriostatic  and  bacteriocidal)  is  primarily 


against  gram-positive  organisms.  .About  30  mg.  of 
pure  material  are  required  to  cure  gonorrhea.  About 
one  million  molecules  of  penicillin  will  inhibit  one 
streptococcus,  while  about  two  hundred  million 
molecules  of  sulfathiazole  or  ten  billion  molecules 
of  sulfanamide  are  required. 

ABSORPTION  AND  DISTRIBUTION 

ORAL  AND  d'OPIC.AL  ADMINISTRA- 
TION.— Penicillin  is  destroyed  by  the  acidity  of 
gastric  juice  but  it  can  be  protected  by  coadminister- 
ing antacids  (aluminum  hydroxide,  sodium  citrate, 
calcium  phosphate,  but  not  sodium  bicarbonate), 
protein  (egg-white),  or  oil  emulsions.  .Apparently 
it  is  not  technically  feasible  to  make  enteric-coated 
tablets.  "Fhree  to  five  times  the  dose  is  required  per 
os  as  parenterally.  'Fhe  agent  may  be  given  also  by 
nebulization  (aerosol). 

PARENTERAL  ADMINISTRATION.— 
Intravenous  administration  produces  a maximum 
serum  level  immediately,  while  there  is  a delay  of 
about  thirty  minutes  after  intramuscular  injection 
and  sixty  minutes  after  subcutaneous  administration. 
The  agent  is  distributed  from  these  routes  to  all  body 
fluids  (including  the  eye  and  amniotic)  but  the  poor 
transfer  to  spinal  fluid  indicates  intrathecal  admini- 
stration in  meningitis  unless  very  high  systemic  doses 
are  given.  It  may  be  given  intrapleurally,  also. 

DEL.AATD  .ABSORP  FION. — Prolongation 
of  action  by  delaying  abscu'ption  may  be  accomplished 
by  chilling  the  muscular  site  of  injection  with  ice 
packs,  and  with  the  use  of  epinephrine,  5%  dextrose, 
bone  gelatin  with  neosynephrine,  plasma  protein  ad- 
sorption complexes,  or  beeswax  in  peanut  oil  (it  is 
possible  to  obtain  appreciable  blood  levels  for  as 
long  as  seventy-two  hours  by  these  methods). 

FATE  AND  EXCRETION.— Fifty  to  70  per 
cent  is  excreted  and  unchan<>:ed  throiwh  both  the 
tubules  and  glomeruli  of  the  kidney  into  the  urine. 
Slight  amounts  are  found  in  bile.  The  rate  of  ex- 
cretion is  rapid  and  dependent  directl}'  on  the  dose 
and  route  of  administration  (using  0.156  U/Ml. 
serum  as  an  effective  level:  5000  U IV  are  effective 
for  only  30  minutes,  while  40,000  U are  effective 
for  185  minutes). 

DECRE.ASED  EXCRETION. — Prolongation 
of  action  by  decreasing  the  excretion  may  be  accom- 
plished by  the  coadministration  of  30  or  40  .All.  of 
diodrast  which  will  depress  tubular  elimination  and 
prolong  the  action  about  75  per  cent.  Para- 
aminohippunc  acid  acts  in  a similar  manner. 
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MECHANISM  OF  ACTION. — Penicillin  in- 
hibits reproduction  (division)  of  bacteria  by  coni- 
binina;  with  some  enzyme  sulfhydryl  group  and  in- 
hibiting tissue  respiration-carbohydrate  cycle  of  bac- 
teria. The  penicillin  is  not  destroyed  or  “used-up” 
in  this  reaction.  Penicillin  is  more  active  in  a good 
medium  where  the  reproduction  rate  is  high.  The 
effects  of  the  agent  can  be  reversed  or  antagonized 
by  the  addition  of  cysteine  and  other  sources  of 
sulfhydryl  groups.  The  host  develops  no  resistance 
to  reinfection  if  the  causative  organism  is  killed  with 
penicillin. 

POTENTIA'I’ION. — Some  synergism  exists 
between  penicillin  and  the  sulfonamides.  Refractive 
microorganisms  sometimes  may  be  made  more  sensi- 
tive to  the  agent  by  feeding  methionine  in  large 
quantities. 

ANTAGONISM. — As  with  the  sulfonamides, 
drug  resistant  or  drug-fast  organisms  are  developed; 
however,  no  cross  tolerance  of  organism  to  penicillin 
and  the  sulfonamides  both  is  developed.  Some  or- 
ganisms (particularly  gram-negative)  possess  an  en- 
zyme, penicillinase,  that  destroys  the  drug  rapidly 
and  resistant  Staphylococci  possess  some  sort  of 
penicillin-inactivator.  Unlike  the  sidfonamides,  peni- 
cillin is  not  antagonized  by  local  anesthetics,  para- 
aminobenzoic  acid,  serum,  pus,  blood,  peptone  or 
other  tissue  autolysates,  or  cationic  detergents  like 
“phemerol”  or  “zephiran.” 

THERAPEUTIC  USE 

.VIAN. — Penicillin  is  indicated  in  all  staphylo- 
coccic, clostridial,  hemolytic  or  anaerobic  strepto- 
coccic, pneumococcic,  gonococcic,  and  meningo- 
coccic  infections.  Also,  yaws,  anthrax,  Vincent’s 
disease,  .syphilis,  diphtheria,  rat-bite  fever,  and  some 
cases  of  actinomycosis  and  bacterial  endocarditis  re- 
spond favorably. 

ANI.MAL. — It  is  particularly  indicated  for  bo- 
vine mastitis  and  leptospirosis  in  dogs,  but  other  con- 
ditions due  to  penicillin  sensitive  organisms  may  be 
successfullv  treated. 

-AVTR.AGE  DOSE. — For  intermittant  intra- 
muscular injections  at  three  hour  intervals,  concen- 
trations of  l(),00f)  to  5(1, ()()()  units  per  cc.  of  physio- 
logical .saline  are  desirable.  The  minimum  daily  dose 
should  not  be  less  than  100, 000  units  and  in  serious 
infections  with  or  without  bacteremia  or  caused  by 
resistant  organisms,  the  daily  dose  should  be  two  to 
five  times  this  amount.  Administration  should  be 


continued  until  there  are  no  signs  of  active  infection. 
Ten  thousand  units  in  250  cc.  saline  may  be  given 
per  hour  by  continuous  intravenous  drip.  Dilutions 
of  250  to  500  units  per  cc.  are  used  for  topical  appli- 
cation, but  ten  times  this  concentration  is  used  for 
instillation  into  empyema  or  abscess  cavities.  In 
meningitis,  10,000  units  in  10  cc.  saline  are  given 
intrathecally  every  twelve  hours  as  well  as  con- 
current .systemic  administration. 

I OXIC  EI’FECTS. — Large  intravenous  doses 
cause  increased  coagulability  of  the  blood  and  throm- 
bus formation.  About  3 per  cent  of  patients  will 
show  delayed  allergic  responses  which  are  usually 
urticarial.  Staphylococcic  skin  infections  often  Hare 
seriou.sly.  Penicillin  is  sometimes  fatal  on  the  first 
dose  in  syphilis  due  to  a massive  Herxheimer  phe- 
nomenon ( particularlv  in  children).  In  general, 
penicillin  has  a very  low'  toxicity,  far  lower  than 
any  of  the  sulfonamides. 

OUTLINE  PHARMACOLOGY  OF  STREPTOMYCIN 

HIS  rOR^  . — 1919.  Waksman  isolated  a soil 
microcirganism,  Actinomyces  griscus  ( now  known  as 
Streptomyces  griseus),  which  is  a unicellidar  organ- 
ism that  produces  aerial  mycelia  and  also  sporulates. 

1944.  Schatz,  H ugie,  and  Waksman  grew  organ- 
ism and  isolated  crude  streptomycin  concentrates. 

1945.  I' ried  and  W^intersteiner  prepared  crystal- 
line streptomycin  reineskate.  Kuehl,  Peck,  Walti 
and  lolkers  prepared  crystalline  streptomycin.  ’I'he 
elucidation  of  the  structure  is  being  currently  pub- 
lisheil. 

SOURCE. — Cultures  grown  on  meat  extracts 
(peptone  or  tryptone)  or  corn  steep  liquor  media 
are  adsorbed  w'ith  activated  carbon;  the  strepto- 
mycin eluted  with  methanolic  hydrogen  chloride  and 
precipitated  with  ether,  'fhe  crude  material  is  fur- 
ther purified  by  chromatography  on  alumina  col- 
umns or  bv  crystallization  of  the  reineckate  or  helian- 
thate  from  methanol. 

CHE.MIS'ER^’. — Streptomycin  (^21^37^^12 
Ny)  is  a glycoside  of  streptidine  ( 
tetrahydroxycyclohexyldiguanidine ) , ami  a disac- 
charide, .streptobio.samine  (^13H21^^9^>  which 
yields  a methylaminohexose  and  maltol,  C'0H0()2, 
on  hydrolysis). 

OCCURRENCE  AND  S'EAPILri'^'.— 'I'lie 

hydrochloride,  sulfate,  and  reineckate  are  known 
as  well  as  the  dye  salts  with  orange  II  and  methyl 
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orange.  Preparations  kept  at  25  °C.  with  3 per  cent 
moisture  and  at  pH  6-7.5  have  lost  no  activity  in  a 
year.  .A^cpieous  solutions  are  stable,  but  it  is  recom- 
mended that  material  for  intravenous  injection  be 
made  up  just  prior  to  use. 

BIO.ASSAY  AND  STANDARDIZATION. 
— 'The  Waksman  S unit  is  that  amount  of  material 
which  will  inhibit  the  growth  of  a standard  strain 
of  E.  coll  in  1 Ml.  of  nutrient  broth  or  other  suit- 
able medium.  Clinical  procedures  use  .5.  aureus, 
B.  ynegatherium,  or  B.  circulans  as  test  organisms 
in  modified  pcnicylinder  and  Fleming  slide  cell  as- 
says. The  official  unit  is  now  equivalent  to  one 
microgram  of  pure  base.  Streptomycin  hydrochlo- 
ride has  about  eight  hundred  such  units  per  milli- 
gram. d'he  agent  may  be  determined  chemicallv 
b}-  hydrolysis  with  sodium  hydroxide  and  determin- 
ing the  maltol  formed  colorimetrically  or  by  ab- 
sorption spectra  technique  ( inaltol  gives  a brilliant 
violet  color  with  ferric  chloride),  \^^aksman  sug- 
gested L units  (1000  S units)  and  G units 
(1,000,000  S units)  to  rationalize  dosage  figures 
but  this  is  unnecessary  since  the  definition  of  activity 
on  a weight  basis. 

LOCAL  AC'l'ION. — 'Lhe  agent  is  bacterio- 
static and  bacteriocidal  against  gram-negative  wound 
infections.  It  is  not  painful  on  local  application.  Of 
lower  activity  than  penicillin,  being  effective  at  di- 
lutions of  only  1:100,000  instead  of  one  to  several 
million,  it  is  comparable  with  gentian  violet 
(1:800,000)  and  “zephiran”  (1:40,000). 

SYSTEMIC  ACTION. — As  an  antibacterial 
( bacteriostatic  and  bacteriocidal ) agent,  it  is  pri- 
marily active  against  gram-negative  organisms. 
.About  eight  million  molecules  of  streptomycin  are 
required  to  inhibit  one  6'.  aureus,  as  compared  with 
one  million  of  penicillin,  and  ten  billion  of  sulfanila- 
mide. Streptomycin  produces  a fall  in  blood  pres- 
sure that  may  be  due  to  histamine-like  impurities, 
but  it  has  no  demonstrable  effect  on  the  hemopoetic 
system,  or  liver  or  kidneys. 

ABSORPTION  AND  DISTRIBUTION 

(4RAL  AND  'LOPICAL  ADMINISTRA- 
TION.— Unlike  penicillin,  it  is  not  destroyed  in 
the  gastrointestinal  tract,  but  it  is  not  effectivelv 
absorbed  either  ( maximum  about  3 per  cent  ab- 
orbed).  In  fact,  it  is  not  usually  absorbed  from  any 
mucous  membrane  unless  it  is  abraded,  although  it 
can  be  given  by  iontophoresis.  However,  it  may  be 
nebulized  for  pulmonary  infections. 


P A R E N ' r £ R A L A D M I N I S 1 ' R A T I O N . — 

The  intravenous  administration  of  7500  units/kgm. 
produces  a blood  level  of  30  units/Ml.  immediately 
and  distribution  to  all  body  fluids  (including  the  eye 
and  amniotic)  although  only  poorly  to  uninfected 
spinal  fluid.  Subcutaneous  administration  produces 
a maximum  blood  level  in  about  fifteen  minutes, 
while  intramuscular  administration  produces  a maxi- 
mum in  about  thirty  minutes.  Prolonged  mainte- 
nance of  high  blood  levels  is  best  accomplished  with 
intramuscular  drip,  d'he  agent  may  be  given  intra- 
thecally  and  into  empyema  and  abscess  cavities  if 
indicated. 

E.A  EE  AND  EXCRETION. — .After  systemic 
administration,  fifty  to  eighty  per  cent  is  excreted 
unchanged  into  the  urine  in  twenty-four  hours. 
Some  is  conjugated  with  cysteine.  'Ehe  bile  level  is 
slightly  more  concentrated  than  the  blood  level.  The 
rate  of  excretion  is  dependent  directly  on  dose  and 
route  of  administration.  After  7500  units/kgm. 
intravenously,  the  blood  level  drops  from  thirty  to 
three  units/Ml.  in  four  hours.  By  repeating  intra- 
muscular injections  every  three  hours,  therapeutically 
certain  effective  blood  levels  of  three  to  eighteen 
units/Ml.  can  be  maintained.  (One  gram  (one  mil- 
lion units)  per  day  will  give  urine  levels  of  about 
600  units  .All.  and  this  is  more  than  enough  to  kill 
any  bacteria  known  to  get  in  the  urinary  tract. 

PROLONGATION  AND  POTENTLA- 
'EKON  OF  .ACEKON. — There  has  been  thus  far 
no  adequate  published  data  on  delayed  absorption  and 
excreation  for  prolongation  of  action,  but  one  can 
predict  that  delayed  intramuscular  absorption  can  be 
accomplished  in  much  the  same  way  as  with  penicillin 
( epinephrine  and  other  vasoconstrictor  sympathomi- 
metic amines,  protein  adsorbates,  beeswax,  peanut 
oil,  cold  applications).  As  yet  it  is  questionable  that 
the  effects  of  the  agent  can  he  potentiated,  because 
very  few  other  agents  act  on  gram-negative  organ- 
isms. Certainly  there  is  no  apparent  potentiation  of 
the  action  of  streptomycin  by  penicillin  or  sulfadia- 
zine. 

MECHANIS.M  OF  ACTK3N.— Streptomycin 
inhibits  organisms  by  combining  with  them  directly 
and  is  destroyed  in  the  process.  Unlike  penicillin, 
the  less  rapid  the  rate  of  growth,  and  the  poorer  the 
medium,  the  more  effective  is  streptomycin.  Like 
the  sulfonamides  and  unlike  penicillin,  it  is  inhibited 
by  brain-heart  infusions  in  culture  work.  The  action 
of  streptomycin  is  antagonized  b)'  cysteine  and  other 
SH-containing  compounds,  but  this  can  be  reversed 
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by  iodine.  Undoubtedly  streptomycin  acts  by  com- 
bining with  the  sulfhydryl  (SH)  groups  of  some 
bacterial  essential  respiratory  enzyme  much  as  does 
oxophenarsine  (“mapharsen”) . Penicillin  acts  simi- 
larly as  do  most  of  the  other  antibiotics  except  grami- 
cidin which  interferes  with  phosphorylation  and 
tyrocidine  which  is  surface  active. 

THERAPEUTIC  USE 

\I.AN. — Streptomycin  is  of  definite  value  in  the 
treatment  of:  ( 1 ) urinary  tract  infections  of  S.  je- 
calis,  Ps.  aerttgifiosa,  and  in  general  gram-negative 
organisms,  (2)  tularemia  (Pasteurella  tularensh), 

(3)  Klebsiella  pneumonia  {FriedlatidePs  bacillus), 

(4)  Hemophilus  influenzae  meningitis  (and  other 
gram-negative  meningitis,  (5)  acute  bacteremia 
or  septicemia  due  to  gram-negative  bacilli  {E.  colt, 
A.  aerogenes,  Ps.  aeruginosa,  and  Proteus  ammo- 
niae),  (6)  gram-negative  bronchiectasis  (Klebsiella 
fneumoniae,  Paracolon  bacillus,  Ps.  aeruginosa,  E. 
coh),  and  (7)  Salmonella  infections  (systemic  and 
enteric).  It  may  be  of  value  for;  Weil’s  disease 
(Leftosfira  icterohernorrhagiae) , relapsing  fever 
(Borrelia  novyi),  and  tuberculosis.  Acute  tubercu- 
losis lesions  clear  and  heal  readily,  but  chronic  fibro- 
caseous  lesions  may  never  heal.  Tuberculosis  of  the 
kidney  has  been  cleared  in  two  to  four  weeks,  as  has 
tuberculous  lymphadenitis,  but  tuberculous  empy- 
ema has  been  discouraging,  and  laryngeal  tubercu- 
losis is  still  questionable.  Astronomic  dose  levels  are 
required  for  any  type  of  tubercidous  lesion,  but  the 
material  still  has  about  ten  times  the  safety  factor  of 
“promin,”  one  of  the  few  sulfonamides  effective 
against  tuberculosis.  Streptomycin  is  of  very  ques- 
tionable value  in  typhoid,  brucellosis,  syphilis,  and 
against  most  pathogenic  fungi,  but  this  may  be  due 
to  the  small  amounts  of  drug  that  have  been  avail- 
able until  recently.  It  is  of  no  value  in  tetanus  or 
malaria. 

.ANIMAL. — Streptomycin  appears  of  great  eco- 
nomic importance  for  the  treatment  of:  all  Pasteur- 
ellas  ( fowl  cholera,  hemorrhagic  septicemia  in  cattle 
and  sheep,  rabbit  fever,  and  swine  plague),  all  Sal- 
monellas  (“white  scours”  in  calves;  S.  aertrycke  in 
pigeons,  ducks,  chickens,  and  turkeys;  “keel”  in 
ducklings,  “white  diarrhea”  in  chicks,  and  fowl 
typhoid),  and  all  Clostridia  (blackleg,  braxy,  dysen- 
tery, “black  disease”  in  sheep;  and  blackleg  and 
“red  water”  in  cattle). 

-AVTR.AGE  DOSE  (ALAN). — Not  less  than 
250  mg.  intramuscularly  should  be  given  every  six 
hours  for  five  to  ten  days.  The  higher  the  dose 


level  that  can  be  maintained,  the  better,  as  many 
organisms  develop  resistance  rapidly.  Up  to  50  mg. 
can  be  given  intrathecally  every  twenty-four  hours 
in  meningitis.  Dilutions  of  250  to  500  micro- 
grams/ milliliter  are  recommended  for  topical  appli- 
cation. 

TOXIC  EFP'ECTS. — Fainting,  severe  head- 
ache, dizziness  and  nausea  are  common.  Chills, 
fever,  toxic  erythema,  and  urticarial  eruptions  may 
occur.  Involvement  of  the  eighth  cranial  nerve 
may  occur  on  prolonged  administration.  All  are 
due  apparently  to  histamine-like  impurities  in  com- 
mercial preparations.  The  presently  available  ma- 
terial is  considerably  less  toxic  than  earlier  prepara- 
tions. The  effects  are  most  severe  on  intravenous 
and  least  on  intramuscular  administration.  In  gen- 
eral, the  therapeutic  index  is  very  high  and  the  agent 
is  of  great  value  against  infections  by  certain  organ- 
isms for  which  adequate  treatment  has  been  lacking. 

CONCLUSIONS 

The  future  of  the  antibiotics  is  certain.  What  the 
new  developments  are  to  be  is  questionable,  but  the 
possibilities  are  great  and  almost  endless.  Fleming 
himself  does  not  believe  that  penicillin  will  be  the 
only  clinically  important  antibiotic  or  even  the  best. 
We  have  two  agents,  penicillin  and  streptomycin, 
which  will  control  infections  by  most  of  the  gram- 
positive and  gram-negative  infections  for  which 
there  was  little  or  no  treatment  ten  years  ago.  As 
yet,  the  problems  of  the  virus  infections  and  the 
walled-in  chronic  infections  are  to  be  solved. 
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scientific  worker  as  well  as  the  clinician,  while  the  other 
two  are  specifically  written  for  the  clinician, 

“Microbial  Antagonisms  and  Antibiotic  Substances,” 
S,  A,  Waksman,  Commonwealth  Fund,  New  York,  1945. 

“Penicillin  Therapy,  Including  Tyrothricin  and  Other 
Antibiotic  Therapy,”  J,  A.  Kolmer,  New  York,  1945, 
Appleton -Century. 

“Penicillin  and  Other  Antibiotic  Agents,”  W.  E.  Her- 
rell,  Philadelphia,  1945,  W.  B.  Saunders  Co. 


LIFE'S  DIFFICULT  CHAPTER 

To  know  how  to  grow  old  is  the  master  work  of 
wisdom.  At  what  age  is  our  view  clearest,  our  eye 
truest?  Surely  in  old  age,  before  the  infirmities 
come  which  weaken  or  embitter.  The  old  man  who 
is  at  once  sympathetic  and  disinterested,  neces- 
sarily develops  the  spirit  of  contemplation  and  it 
is  given  to  the  spirit  of  contemplation  to  see  things 
most  truly. — Amiel’s  Journal,  as  reported  in  Geri- 
atrics. 
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The  President’s  Page 


On  July  26,  1945,  Senator  Claude  Pepper,  of  Florida,  introduced  a 
bill  (S.  1318)  in  the  Senate  “to  provide  for  the  general  welfare  by  en- 
abling the  several  states  to  make  more  adequate  provisions  for  the 
health  and  welfare  of  mothers  and  children  and  for  services  to  crippled 
children  and  for  other  purposes.”  The  bill  was  referred  to  the  Com- 
mittee on  Education  and  Labor,  and  it  is  expected  that  hearings  will 
soon  be  arranged. 

This  bill  should  be  read  carefully  by  every  physician.  Copies  may 
be  obtained  by  writing  to  Senator  Harley  M.  Kilgore  or  Senator  Chap- 
man Revercomb. 

At  the  time  of  the  introduction  of  the  bill.  Senator  Pepper  said 
in  part:  “The  war  has  given  us  irrefutable  proof  that  a nation  which 
neglects  the  health  and  welfare  of  its  children  does  so  at  its  own  peril,” 
and,  “indifference  to  what  happens  to  children  sooner  or  later  strikes 
at  the  very  life  of  the  nation.  ’ And  again,  “the  nation’s  greatness  in 
peace  is  measured  by  the  opportunities  open  to  its  citizens  for  health, 
personal  satisfaction,  and  the  exercise  of  social  responsibility.  These 
opportunities  can  be  assured  only  if  children  have  their  full  chance  for 
physical,  mental  and  emotional  growth  and  well-being.” 

The  Children’s  Bureau,  in  a directive  having  the  full  force  of  law, 
presented  us  with  the  Emergency  Maternal  and  Infant  Care  program, 
which  most  of  us  have  whole-heartedly  supported  because  of  the 
patriotic  factor  involved.  Many  physicians  objected  to  the  rulings  con- 
nected with  the  E.  M.  1.  C.  program,  such  as  the  fixing  of  arbitrary  fees 
for  our  services.  Many  of  us  objected  to  it  on  account  of  the  extension 
of  the  services  to  all  women  regardless  of  economic  status.  However, 
the  program  was  accepted  with  the  full  assurance  that  it  would  cease 
to  exist  six  months  after  the  close  of  the  war. 

1 have  purposely  quoted  from  Senator  Pepper’s  introductory  re- 
marks in  order  to  emphasize  a further  appeal  to  our  patriotism.  I am 
opposed  to  the  bill  because  it  provides  that:  “these  services  shall  be 
available  to  all  who  elect  to  participate  in  them,  regardless  of  race, 
creed,  color,  place  of  residence,  or  national  origin.”  This  is  an  ill- 
advised  program  which,  if  enacted  without  regard  for  economic  status, 
will  cause  a vast  unnecessary  waste  of  public  funds. 

Admittedly,  there  is  much  good  in  the  proposed  legislation.  How- 
ever, we  as  physicians,  with  the  help  of  a considerable  segment  of  the 
public,  are  trying  to  improve  facilities  and  raise  standards  for  good 
medical  care,  not  only  for  women  and  children,  but  for  all  the  people 
of  West  Virginia.  It  should  be  the  function  of  governmental  agencies 
to  assist  and  support  private  enterprise  rather  than  to  initiate  a pro- 
gram which  may  antagonize  the  profession  and  threaten  to  supplant 
what  the  people  are  trying  to  provide  for  themselves. 

I am  one  of  those  who  feel  that  if  we  expended  as  much  fury  and 
energy  in  supplying  good  medical  care  as  we  expend  fighting  legislative 
proposals  for  improving  medical  service,  there  would  be  no  need  for 
such  legislation.  Moreover,  I do  not  feel  the  public  will  accept  the  type 
of  national  health  Senator  Pepper  proposes  as  an  answer  to  the  intrica- 
cies of  their  health  problems  today. 


President. 
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CANCER  CONTROL 

W'est  Virginia  is  fortunate  in  having  two  organi- 
zations devoting  all  their  efforts  toward  cancer  con- 
trol: an  active  private  agency  that  depends  for  its 
support  on  the  voluntary  contributions  of  the  citizens, 
and  a tax  supported  official  agency.  With  the  com- 
bined and  cooperative  efforts  of  the  \^"^est  Virginia 
f ield  Army  and  the  Division  of  Cancer  Control 
much  progress  is  being  made  in  cancer  education. 

.Annually,  during  the  month  of  April,  which  is 
designated  by  Presidential  proclamation  as  the  offi- 
cial cancer  control  month,  the  Field  .Army  of  the 
.American  Cancer  Society  conducts  an  intensive  edu- 
cational and  fund-raising  campaign.  Part  of  the 
funds  thus  raised  are  utilized  by  the  American  Can- 
cer Society  in  its  program  of  education,  cancer  re- 
search and  service  to  the  cancer  patient,  while  the 
remaining  portion  is  retained  by  the  respective 
counties  for  local  projects.  In  several  instances  where 
I money  was  available  through  this  organization  and 
with  the  recognition  of  the  need  by  both  organiza- 
I tions  definite  projects  are  in  operation  which  are 
contributing  to  the  control  of  cancer. 

I he  W^est  Virginia  Field  .Army,  with  organiza- 


operated  to  the  fullest  extent  with  the  efforts  of  the 
Division  of  Cancer  Control. 

The  Division  of  Cancer  Control,  made  possible 
by  legislation  enacted  in  1943,  has  been  actively 
engaged  in  cancer  control  activities  since  July  1, 
1 944,  when  the  division  became  fully  operative. 
West  Virginia’s  Cancer  Law  makes  provision  for  a 
four-point  program:  (1)  Education,  (2)  Estab- 
lishment of  tumor  clinics,  (3)  Tissue  diagnostic 
service  for  needy  patients,  ( 4)  Care  of  needy  cancer 
patients.  .An  annual  appropriation  of  $50,000  is 
provided  to  carry  out  the  provisions  of  the  law. 
During  the  first  eighteen  months  of  the  active 
treatment  program,  817  cases  have  been  referred, 
a number  far  greater  than  was  anticipated  at  the 
time  the  program  was  inaugurated.  Of  this  num- 
ber, only  34  cases  have  proved  to  be  nonmalignant. 

In  any  program  of  cancer  control  the  doctor 
occupies  the  key  position  and  the  support  of  both 
agencies  bv  the  doctors  of  ^Vest  Virginia  is  essential 
for  the  continuation  of  this  success. 


A JOB  WELL  DONE 

The  story  of  Dr.  MacKinnon  will  find  a lasting 
place  among  the  legends  of  selfless  service  to  hu- 
manity. It  came  to  the  attention  of  the  nation 
through  press  and  radio  when  his  community, 
Prentice,  W^isconsin,  declared  a holiday  in  his  honor 
and  presented  him  with  a new  car,  and  numerous 
other  gifts  to  show  its  appreciation. 

Dr.  MacKinnon  is  a country  doctor.  For  thirty 
years  he  has  been  ministering  to  farmers,  lumber- 
jacks, villagers  and  Indians  of  the  \\usconsin  north 
woods.  He  has  never  been  known  to  turn  down  a 
call.  Sometimes  his  work  of  mercy  would  take  him 
twenty  or  thirty  miles  through  the  night  in  all  kinds 
of  weather  to  comfort  his  patients,  and  to  nurse  them 
back  to  health.  Lender  trying  conditions  in  his  years 
of  practice  he  has  delivered  more  than  2,900  babies 
into  the  world.  The  unique  characteristic  of  this 
man  is  that  he  has  never  sent  out  a bill,  which  was 
one  reason  why  his  community  turned  out  en  masse 
to  pay  him  tribute.  .According  to  the  stories,  he  was 
overwhelmed  by  his  ‘surprise  party.’  .And  well  he 
might  have  been.  Families  came  from  far  and  near 
to  celebrate  with  him.  Everybody,  including  those 
whom  he  had  brought  into  the  world,  paraded 
through  the  streets,  some  in  uniforms,  some  in  civi- 
lian clothes,  some  still  in  diapers.  The  festivities  were 
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brought  to  an  end  when  the  doctor  had  to  respond 
to  a hurried  call — to  deliver  another  baby. 

A storv  like  the  above  holds  a moral.  It  reveals 
stronger  than  any  tine-spun  argument,  the  mean- 
ing of  the  doctor-patient  relationship  that  American 
doctors  insist  is  so  important  to  the  success  of  medi- 
cal care.  It  is  this  doctor-patient  relationship  that 
the  medical  profession  is  mortally  certain  will  be 
destroyed  if  t)ur  nation  adopts  wdiat  is  popularlv 
termed  socialized  medicine.  The  problem  is  how 
to  spread  more  of  Dr.  MacKinnon’s  kind  of  care 
to  more  people.  It  cannot  be  done  by  compulsory 
regimentation. — Clarksburg  Telegram. 


“HEAP  BIG  MEDICINE  MAN” 

In  the  February  issue  of  the  Journal  of  the 
(Oklahoma  State  Medical  .Association,  our  good 
Brother  Moorman  uses  the  above  Pawnee  palaver 
headline  for  an  editorial  ridiculing  the  compulsory 
sickness  insurance  plan  now  being  urged  by  the 
leftist  group  in  W^ashington.  His  style  is  so  incisive, 
his  wit  so  keen,  and  his  diction  so  e.xact  that  we 
quote  the  article  in  its  entirety: 

“Under  the  Wagner-Murray-Dingell  Bill  the  So- 
cial Security  Administrator  would  carry  the  re- 
sponsibility of  giving  medical,  dental,  laboratory, 
hospital  and  nursing  service  to  130  million  people 
with  the  expenditure  of  approximately  four  bil- 
lion dollars. 

“As  though  in  response  to  an  oracle  from  the 
Sibylline  Books,  the  Social  Security  Administrator 
would  stand  forth  as  did  Aesculapius  of  old.  Be- 
hold the  brave  new  god  in  a brave  new  world. 
How  wonderful  to  get  back  to  the  cloying  gods 
without  the  confusing  clouds  of  Olympus! 

“Armed  with  man-made  omnipotence,  through 
powers  delegated  to  otherwise  important  lesser 
gods  including  the  Surgeon  General  of  the  Public 
Health  Service  who  could  not  make  an  important 
decision  without  approval  of  the  Social  Security 
Administrator,  he  would  prescribe  for  his  people 
throughout  the  expanding  peripheries  of  his  do- 
main, bringing  health  to  his  helpless  suppliants 
shackled  by  the  shekels  snatched  from  their  thrift 
for  the  support  of  his  throne.  Every  individual 
who  learns  through  loss  of  freedom  that  there  is 
no  god  but  the  Administrator,  should  face  his 
mecca,  bow  down  to  earth  and  in  sack  cloth  and 
ashes  confess  his  bitter  faith. 

“Before  this  happens  every  individual  with  a 
grain  of  common  sense  will  pray  to  his  own  god  for 
protection  against  such  a violation  of  good  govern- 
ment.” 


“GERIATRICS”.  A NEWCOMER 

We  extend  to  the  .American  Geriatrics  Society  our 
congratulations  upon  the  issue  of  its  official  Journal, 
Geriatrics.  This  m.agazine — a bimonthly — is  “de- 
voted to  research  and  clinical  study  of  the  diseases 
and  processes  of  the  aged  and  ageing.”  Although 
sporadic  articles  and  volumes  upon  ageing  have 
appeared  now  and  then  ever  since  Cicero  wrote  De 
Senectute,  it  is  only  within  very  recent  years  that 
any  systematic  scientific  investigation  of  gerontology 
has  been  initiated.  The  ever  increasing  life  span 
and  the  proportionate  Increase  in  the  ageing  segment 
of  the  .American  population  demand  intensive  study 
of  ageing  processes  and  the  diseases  incident  to 
senescence.  The  increasing  magnitude  of  the  prob- 
lem of  the  aged  may  be  grasped  when  we  consider 
that  during  the  census  decade  of  1930-40  the  num- 
ber of  individuals  who  had  attained  the  age  of  65 
increased  35%,  whereas  the  Increase  in  the  total 
population  was  only  7.2%.  Hence,  we  welcome 
Geriatrics  into  the  field  of  .Aesculapian  journalism. 

Dr.  .A.  F.  Hedhack,  of  Minneapolis,  Is  the  editor, 
and  if  he  keeps  succeeding  issues  up  to  the  standard 
of  the  first,  he  will,  in  the  vernacular  of  the  street, 
be  “going  some.”  T he  format  is  very  attractive 
and  the  scientific  articles  are  excellent.  Not  the  least 
attractive  section  of  the  magazine  is  “Digests  from 
Current  Literature,”  each  of  which  is  done  briefly, 
concisely  and  attractively. 

.Again  welcome,  newcomer!  May  a long,  pleas- 
ant and  constructive  life  be  vour  lot! 


REHABILITATION  DINNER  MAY  14 

Dr.  Benjamin  I.  Golden,  of  Elkins,  chairman  of 
the  Medical  Advisory  Committee  of  the  American 
Legion,  Department  of  West  Virginia,  is  arranging 
a “Rehabilitation  Dinner”  sponsored  by  the  Ameri- 
can Legion  for  the  second  day  of  the  79th  annual 
meeting  of  the  State  Medical  Association  at  Hunt- 
ington. The  dinner,  which  will  be  a subscription 
affair,  will  be  held  at  the  Prichard  Hotel,  Tuesday 
evening.  May  14,  at  6 P.  M.,  and  all  of  the  members 
of  the  State  Medical  Association  are  invited  to 
attend. 

Short  addresses  will  be  delivered  by  Dr.  Donald 
A.  Covalt,  Assistant  Medical  Director  of  the  Veter- 
ans Administration;  Dr.  Leonard  G.  Rowntree, 
Chief  Medical  Advisor  of  the  American  Legion; 
and  Dr.  H.  D.  Shapiro,  Senior  Medical  Consultant. 

Matters  concerning  the  rehabilitation  of  return- 
ing veterans  of  World  War  II  will  be  discussed,  and 
a short  report  submitted  concerning  the  progress 
of  the  program  in  West  Virginia.  Reservations  for 
the  dinner  will  be  made  at  the  Hotel  Prichard  on 
Sunday  and  Monday,  May  12-13,  1946. 
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General  News 


RECORD  ATTENDANCE  POSSIBLE  AT 
79TH  ANNUAL  MEETING  AT  HUNTINGTON 

The  demand  for  reservations  for  rooms  at  Hunt- 
ington for  the  79th  annual  meeting  of  the  West 
Virginia  State  Medical  Association  indicates  that 
if  sufficient  rooms  are  available  all  records  for 
professional  attendance  will  be  broken.  With  prac- 
tically one  hundred  per  cent  sell-out  of  available 
space  at  hotels,  plans  are  now  being  made  to  ob- 
tain additional  accommodations  both  at  hotels  and 
elsewhere  in  the  city. 


ROOM  RESERVATIONS 

Doctors  who  have  failed  to  obtain  reservations 
for  rooms  at  the  annual  meeting  at  Huntington 
in  May  are  requested  to  file  applications  immedi- 
ately with  Dr.  James  S.  Klumpp,  West  Virginia 
Building,  Huntington,  chairman  of  the  commit- 
tee on  local  arrangements.  Every  effort  will  be 
made  to  provide  satisfactory  accommodations 
for  all  those  who  wish  to  attend  the  meeting. 


The  program,  which  has  been  prepared  by  Dr. 
William  R.  Laird,  Chairman,  and  Drs.  Herbert  M. 
Beddow  and  Raymond  Sloan,  members  of  the 
Scientific  Work  Committee,  will  undoubtedly  be 
one  of  the  best  ever  presented  at  an  annual  meet- 
ing. 

Among  the  speakers  who  have  already  accepted 
invitations  to  appear  on  the  program  are  the  fol- 
lowing: 

Tentative  Program 

Dr.  R.  Glen  Spurling,  Clinical  Professor  of  Surg- 
ery (Neuro)  at  the  University  of  Louisville  School 
of  Medicine,  Louisville;  George  Robert  Chobot, 
Assistant  Clinical  Professor  of  Pediatrics  at  Colum- 
bia University,  New  York  City;  Chevalier  L.  Jack- 
son,  Professor  of  Broncho-Esophagology,  at  Temple 
University  School  of  Medicine,  Philadelphia;  Ralph 
Adams,  general  and  thoracic  surgeon  at  the  Lahey 
Clinic,  Boston;  Col.  J.  E.  Ash,  Director  of  the  Army 
Institute  of  Pathology,  Washington,  D.  C.;  Dr.  John 
E.  Cannaday,  Charleston;  Ray  M.  Bobbitt  and  Ivan 
R.  Harwood,  urologists,  of  Huntington;  Andrew  C. 
Ivy,  Nathan  Smith  Davis  Professor  of  Physiology 
at  Northwestern  University  Medical  School,  Chi- 
cago; Frank  H.  Krusen,  of  the  Mayo  Clinic,  chief 
consultant  in  physical  medicine  to  the  Veterans 
Administration. 

A.  C.  Corcoran,  of  the  Research  Division  of  the 
Cleveland  Clinic;  J.  Morrison  Hutcheson,  Professor 
of  Clinical  Medicine,  Medical  College  of  Virginia, 
Richmond;  Major  Victor  Kugel,  MC,  cardiologist, 
Ashford  General  Hospital,  White  Sulphur  Springs; 
Major  Howard  A.  Swart,  chief  of  the  orthopedic 
section,  Newton  D.  Baker  General  Hospital,  Mar- 
tinsburg;  and  Dr.  Thaddeus  L.  Montgomery,  Pro- 
fessor of  Obstetrics  and  Gynecology,  at  Temple 
University,  Philadelphia. 


Governor  Clarence  W.  Meadows  will  deliver  an 
address  at  one  of  the  evening  sessions.  Dr.  Hugh  A. 
Bailey,  of  Charleston,  will  deliver  the  Oration  in 
Surgery,  and  Dr.  W.  M.  Sheppe,  of  Wheeling  Clinic. 
Wheeling,  the  Oration  in  Medicine. 

The  full  program  will  be  printed  in  the  May 
issue  of  the  Journal,  together  with  information 
concerning  luncheons,  entertainment,  etc. 

Movies 

It  is  probable  that  continuous  movies  will  be 
shown  in  a room  on  the  mezzanine  at  the  Prichard, 
and  selected  films  will  be  obtained  from  the  Ameri- 
can Medical  Association  and  other  sources. 

Golf  Tournament 

A golf  tournament  will  be  held  at  the  Guyandotte 
Country  Club  Monday  through  Wednesday.  Doc- 
tors are  requested  to  bring  certified  copies  of 
handicaps  from  their  own  clubs.  Prizes  will  be 
awarded  for  low  net  and  low  gross  scores.  The 
tournament  will  be  in  charge  of  Dr.  W.  B.  Hunter 
and  Dr.  J.  R.  Brown. 

An  invitation  to  attend  the  meeting  has  been 
extended  to  doctors  residing  in  all  nearby  Ken- 
tucky and  Ohio  cities,  and  a heavy  out-of-state 
registration  is  expected. 


ROWLEY  CLINIC  ACCEPTED 

The  Rowley  Clinic  and  Hospital,  at  Huntington, 
has  been  accepted  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  As- 
sociation for  recognition  as  a registered  hospital. 


VFW  VICTORY  ENCAMPMENT 

A Victory  Encampment  of  the  Veterans  of 
Foreign  Wars.  Department  of  West  Virginia,  will 
be  held  at  Parkersburg,  June  27-29,  1946. 


DR.  McNAIRY  HEADS  MEDICAL  CENTER 

Dr.  Donald  J.  McNairy,  USPHS,  who  has  been 
in  charge  of  the  rapid  treatment  center,  in  Norfolk, 
Virginia,  has  been  assigned  as  medical  officer  in 
charge  of  the  Kanawha  Valley  Medical  Center,  at 
South  Charleston.  He  succeeds  Dr.  Robert  D. 
Wright,  who  was  transferred  to  the  U.  S.  Public 
Health  Service  Laboratory,  at  Staten  Island,  New 
York. 

Since  the  establishment  of  Kanawha  Valley  Med- 
ical Center  on  March  6,  1944,  over  6,000  patients 
have  received  treatment  for  syphilis,  gonorrhea  and 
other  venereal  infections. 


NEW  MEMBER  OF  COUNCIL 

Dr.  A.  R.  Sidell,  of  Williamstown,  has  been  ap- 
pointed by  Dr.  Andrew  E.  Amick,  president  of  the 
West  Virginia  State  Medical  Association,  as  a 
member  of  the  Council  to  succeed  Dr.  Curtis  P. 
Artz,  of  Grantsville,  who  resigned  when  he  ac- 
cepted a three-year  residency  in  surgery  at  Ohio 
State  University  Hospital,  at  Columbus. 
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VETERANS  CARE  PROGRAM  ALREADY 

APPROVED  BY  OVER  500  DOCTORS 

The  program  of  the  West  Virginia  State  Medical 
Association  for  medical  care  of  veterans  in  their 
home  communities  has  already  been  approved  by 
over  500  members  who  have  agreed  to  participate 
as  fee-designated  physicians.  The  list  includes 
general  practitioners  and  specialists  in  every  field, 
and  a recapitulation  and  breakdown  of  partici- 
pating doctors  by  counties  is  now  being  made  for 
the  Veterans  Administration  at  Washington. 

The  committee  in  charge  of  the  program  is 
composed  of  Dr.  Claude  B.  Smith,  Charleston,  chair- 
man, and  Drs.  Thomas  L.  Harris,  Parkersburg, 
C.  O.  Post,  Clarksburg,  Ralph  J.  Jones,  Charleston, 
and  Francis  A.  Scott,  Huntington,  The  prggram 
outlined  by  the  committee  has  been  approved  unan- 
imously by  the  Council,  and  it  is  expected  that 
complete  plans  will  be  ready  for  submission  to  the 
Veterans  Administration  by  the  first  of  April.  It 
is  hoped  to  have  the  new  program  in  operation  by 
early  summer. 


PROGRAM  MAILED  TO  MEMBERS 

A copy  of  the  program  and  fee  schedule  pre- 
pared for  use  in  connection  with  veterans'  care 
in  West  Virginia  has  been  mailed  to  each  mem- 
ber of  the  State  Medical  Association.  If  the  pro- 
gram has  not  been  received,  duplicate  copies 
may  be  obtained  by  writing  the  headquarters 
office.  Box  1031,  Charleston  24,  West  Va. 


Cards  indicating  acceptance  of  the  program  are 
still  being  received  in  considerable  numbers  at  the 
headquarters  office  of  the  State  Medical  Associa- 
tion and  it  is  now  known  that  every  county  in  the 
state  will  be  represented. 

Additional  names  will  be  added  to  the  master 
list  as  received,  but  the  charter  list  will  go  to  the 
Veterans  Administration  just  as  soon  as  the  pro- 
gram is  finally  approved  in  Washington. 


DR.  G.  G.  IRWIN  HONORED 

Dr.  G.  G.  Irwin,  of  Charleston,  was  elected  vice 
president  of  the  Mid-Atlantic  section  of  the  Ameri- 
can Urological  Association  at  the  annual  meeting 
held  at  Atlantic  City,  on  March  20.  Dr.  Ralph  M. 
LeComte,  of  Washington,  D.  C.,  was  elected  presi- 
dent. 


RURAL  HEALTH  CONFERENCE 

Dr.  Ira  F.  Hartman,  of  Buckhannon,  chairman  of 
the  Committee  on  Rural  Medical  Service  of  the 
West  Virginia  State  Medical  Association,  is  in 
Chicago  attending  the  first  annual  meeting  of  the 
National  Conference  on  Rural  Health,  sponsored  by 
the  American  Medical  Association  in  cooperation 
with  the  American  Farm  Bureau  Federation  and 
other  farm  groups. 

The  conference  was  called  primarily  to  work  out 
a program  with  farm  groups  and  rural  health  ac- 
tivities. The  matter  of  construction  of  needed 
hospitals  in  rural  communities  under  the  proposed 
Hill-Burton  bill  will  also  be  discussed,  and  the 
principal  speaker  at  a luncheon  on  March  30  will 
be  Congressman  J.  Percy  Priest,  of  Tennessee. 


STATE  MEDICAL  ASSOCIATION  TO  BE 
REPRESENTED  AT  WASHINGTON  HEARING 

Hearings  on  the  Wagner-Murray-Dingell  bill  (S. 
1606),  originally  scheduled  to  begin  on  March  18, 
will  get  under  way  before  the  Senate  Committee  on 
Education  and  Labor  at  Washington,  April  2.  The 
American  Medical  Association  has  been  invited  to 
have  witnesses  appear  before  the  committee  on 
April  17,  and  the  various  state  organizations  are 
preparing  to  send  representatives  to  Washington 
at  that  time. 

Drs.  Ray  M.  Bobbitt  of  Huntington  and  D.  A. 
MacGregor  of  Wheeling  who  represented  the  State 
Medical  Association  at  a meeting  of  the  National 
Physicians  Commuttee  at  St.  Louis,  January  18-19, 
expect  to  be  in  Washington  at  that  time.  Other 
members  of  the  State  Medical  Association  who 
have  been  selected  to  attend  the  hearings  and 
testify  before  the  committee  are:  Bert  Bradford, 
Jr.,  of  Charleston,  William  R.  Laird,  of  Mont- 
gomery, Frank  V.  Langfitt,  of  Clarksburg,  Thomas 
L.  Harris,  of  Parkersburg,  and  J.  P.  McMullen,  of 
Wellsburg. 

The  State  Medical  Association  has  requested 
time  for  the  appearance  of  its  members  at  the 
Washington  hearings,  and  it  is  expected  that  the 
representatives  will  be  afforded  time  in  proportion 
to  the  number  seeking  appearance  before  the  com- 
mittee. Those  who  are  not  heard  directly  will  be 
given  the  opportunity  to  present  their  arguments 
in  writing  for  inclusion  in  the  record. 

At  the  St.  Louis  meeting  which  was  attended 
by  Drs.  Bobbitt  and  MacGregor,  there  was  full 
discussion  of  all  the  medical  legislation  that  is  being 
proposed  in  Congress.  The  meeting  was  attended 
by  representatives  from  every  state  except  three. 

The  NPC  and  representatives  of  the  AMA  are 
making  preparations  to  oppose  the  bill  before  the 
committee,  particularly  Title  II  which  relates  to 
compulsory  health  insurance.  It  is  expected  that 
the  Council  of  the  State  Medical  Association  and 
the  doctors  selected  to  represent  the  State  Medical 
Association  at  the  hearings  will  endeavor  to  ar- 
range a conference  in  Washington  or  some  place 
in  the  state  with  the  United  States  Senators  and 
Congressmen  from  West  Virginia  before  the  bill 
is  acted  upon  in  committee. 


SCIENTIFIC  EXHIBITS  ARRANGED 

The  committee  on  Scientific  Exhibit  for  the  an- 
nual meeting  at  Huntington  m May  has  allotted  all 
space  available  at  the  Prichard  Hotel  to  hospitals, 
clinics,  and  individual  doctors.  Scientific  exhibits 
will  be  set  up  in  the  Bridge  Room,  and  parts  of  the 
mezzanine  will  be  used  for  wall  displays.  The  com- 
mittee is  composed  of  Drs.  Hu  C.  Myers,  chairman, 
Philippi,  C.  C.  Fenton,  Morgantown,  and  C.  B. 
Wright,  Huntington. 
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COUNCIL  CLEARS  HEAVY  CALENDAR 

AT  REGULAR  MID-WINTER  MEETING 

The  program  of  the  West  Virginia  State  Medical 
Association  under  which  it  is  expected  that  out- 
patient care  of  veterans  will  be  provided  in  their 
home  communities  was  described  in  detail  by  Dr. 
Claude  B.  Smith,  chairman  of  the  Veterans  Affairs 
Committee,  at  a meeting  of  the  council  held  at 
Parkersburg,  February  24,  1946.  Doctor  Smith  was 
appointed  chairman  of  the  committee  by  Dr.  An- 
drew E.  Amick,  the  president,  who  also  named  as 
members  Drs.  Thomas  L.  Harris,  Cecil  O.  Post, 
Francis  A.  Scott  and  Ralph  J.  Jones. 

I 

VA  Committee  Approved 

The  committee  was  named  after  a poll  of  the 
Council  by  letter,  and  this  action  was  ratified  form- 
I ally  at  the  Parkersburg  meeting. 

The  program,  was  also  discussed  by  Dr.  Thomas 
L.  Harris,  and  he  and  Dr.  Smith  reported  that  a 
meeting  had  been  held  at  Washington  with  Col. 
James  C.  Harding,  acting  director  of  the  Out- 
Patient  Service  of  the  Veterans  Administration. 
The  committee  drafted  a fee  schedule  and  a pro- 
gram for  this  service  in  West  Virginia,  which  was 
presented  to  the  Council  and  unanimously  ap- 
proved. 

The  executive  secretary  was  directed  to  send 
a letter  to  each  member  of  the  State  Medical  Asso- 
ciation explaining  the  program  submitted  by  the 
committee  and  approved  by  the  Council,  and  en- 
closing a copy  of  the  proposed  fee  schedule.  A 
reply  postcard  indicating  acceptance  of  the  pro- 
gram was  ordered  sent  to  each  member  for  his 
I signature. 

NPC  Program 

Dr.  D.  A.  MacGregor,  who  with  Dr.  Ray  M. 
Bobbitt,  was  appointed  by  Dr.  Amick  to  attend  a 
meeting  of  State  Medical  Association  representa- 
tives sponsored  by  the  National  Physicians  Com- 
mittee at  St.  Louis  late  in  January,  submitted  a 
report  of  the  meeting.  The  report  was  in  the  nature 
of  a paper  prepared  for  presentation  before  the 
Ohio  County  Medical  Society.  It  was  ordered  that 
the  Publication  Committee  be  requested  to  pub- 
lish the  paper  in  the  April  issue  of  the  West  Vir- 
ginia Medical  Journal.* 

Seek  to  Speed  Approval 

Dr.  Katherine  Cox,  director  of  the  State  Hygienic 
Laboratory  at  Charleston,  and  Dr.  F.  C.  Hodges, 
of  Huntington,  member  of  the  advisory  committee 
on  approval  of  laboratories,  appeared  before  the 
Council  to  discuss  the  matter  of  approval  of  tech- 
nicians and  laboratories.  This  appearance  was  ar- 
ranged in  view  of  the  action  of  the  Council  at  a 
previous  meeting  in  recommending  to  the  Public 
i Health  Council  “that  immediate  approval  be 
granted  to  laboratory  technicians  who  qualify  by 
passing  successfully  the  standard  serological  tests 
required  by  the  State  Hygienic  Laboratory,  or 
qualify  in  tests  at  the  State  Hygienic  Laboratory, 
to  perform  serological  tests  as  required  by  statute, 

*Dr.  MacGregor's  paper  is  printed  in  this  issue  of  the  Journal. 


and  that  the  laboratory  be  approved  along  with  the 
technician.” 

After  full  discussion  of  the  present  regulations, 
it  was  ordered  that  a sub-committee  be  appointed 
by  the  chairman  to  meet  with  the  director  and 
members  of  the  advisory  committee  to  endeavor  to 
work  out  a plan  for  the  temporary  approval  of 
laboratories  pending  completion  of  annual  tests. 
The  committee  appointed  by  the  chairman  is  com- 
posed of  Dr.  Thomas  G.  Reed,  chairman,  and  Drs. 
Guy  H.  Michael  and  J.  L.  Patterson. 

The  following  resolution,  presented  by  Dr.  Pat- 
terson, was  unanimously  adopted: 

"Whereas,  the  Public  Health  Council  of  the  State 
of  West  Virginia  requires  applicants  for  licensure  by 
reciprocity  to  have  academic  degrees:  and, 

"Whereas,  there  are  a number  of  doctors  returning 
from  service  with  the  armed  forces  of  the  United 
States  who  do  not  have  academic  degrees,  but  who 
arc  desirous  of  being  licensed  to  practice  medicine  in 
the  State  of  West  Virginia,  and  who.  because  of  their 
lack  of  contact  with  common  medical  problems  while 
in  the  military  service,  do  not  feel  that  they  are  capa- 
ble of  passing  an  examination  for  licensure: 

"Therefore,  Be  It  Resolved:  That  the  Public 

Health  Council  of  West  Virginia,  be  requested  by  the 
Council  of  the  West  Virginia  State  Medical  Associa 
tion  to  waive  the  requirements  of  an  academic  degree 
for  licensure  by  reciprocity  for  doctors  who  have 
served  in  the  armed  forces  of  the  United  States,  pro- 
viding the  other  requirements  for  licensure  arc  met." 

CMAB  Operative  Principles 

The  revised  operative  principles  for  the  manage- 
ment of  the  Cooperative  Medical  Advertising  Bu- 
reau were  read  by  the  executive  secretary  and 
unanimously  approved. 

It  was  ordered  that  arrangements  be  made  with 
the  Master  Reporting  Company  at  Washington  to 
report  the  proceedings  of  the  meeting  to  be  held  in 
Huntington,  May  13-15,  1946, 

The  chairman  appointed  the  following  committee 
to  prepare  a schedule  of  x-ray  fees  to  be  included 
in  the  revised  fee  schedule  recently  approved  by 
the  Council  and  submitted  to  the  Workmen’s  Com- 
pensation Commissioner  for  his  consideration  and 
approval:  Dr.  J.  E.  Wilson,  Clarksburg,  chairman; 
Dr.  R.  H.  Boice,  Parkersburg,  and  Dr.  V.  L.  Peter- 
son, Charleston. 

The  Council  directed  that  the  West  Virginia  State 
Medical  Association  join  the  group  of  states  here- 
tofore accepting  membership  in  the  “Conference  of 
Presidents  and  Other  Officers  of  State  Medical  So- 
cieties.” 

Honorary  Members 

The  following  members  of  the  State  Medical 
Association  were  elected  to  honorary  life  member- 
ship: 

Dr.  Benj.  M.  Stout,  Morgantown 
Dr.  W.  M.  Riley,  Lillybrook 
Dr.  Robert  Wriston,  Beckley 
Dr.  R.  C.  Mitchell,  Sabine 
Dr.  L.  E.  Steele,  Logan 
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The  meeting  was  attended  by  Dr.  Thomas  L. 
Harris,  Chairman;  Drs.  Carl  E.  Johnson,  Thomas 
G.  Reed,  Guy  H.  Michael,  J.  E.  Wilson,  B.  S.  Brake, 
J.  L.  Patterson,  R.  D.  Gill.  E.  A.  Trinkle,  John  P. 
Helmick.  Councillors,  and  Mr.  Charles  Lively, 
secretary  ex  officio.  The  meeting  was  also  attended 
by  Dr.  Claude  B.  Smith  and  Dr.  D.  A.  MacGregor. 


RELOCATIONS 

Dr.  J.  O.  Williams  has  moved  from  Ameagle  to 
Amigo,  where  he  is  engaged  in  industrial  practice. 
* * * 

Dr.  Arthur  J.  Viehman,  of  Huntington,  has  ac- 
cepted the  position  of  assistant  superintendent  at 
the  Julius  Marks  Sanitarium,  in  Lexington,  Ken- 
tucky. He  will  assume  his  new  duties  there  on 
April  1. 

* * ❖ 

Dr.  Hugh  S.  Edwards,  who  was  formerly  con- 
nected with  Pinecrest  Sanitarium,  at  Beckley,  is 
now  on  the  staff  of  the  State  Sanitarium,  at  Glen- 
cliff,  New  Hampshire. 

* * * 

Dr.  J.  K.  Pickens,  of  Layland,  is  now  in  Denver, 
Colorado,  and  expects  to  relocate  for  the  practice 
of  medicine  at  Fort  Dodge,  Iowa. 

* * * 

Dr.  E.  R.  Cooper,  of  Troy,  formerly  connected 
with  the  Weston  State  Hospital,  is  now  on  the 
staff  .at  Southwestern  State  Hospital,  in  Marion, 
Virginia. 


COL.  ASH  AWARDED  LEGION  OF  MERIT 

Colonel  James  E.  Ash,  director  of  the  Army 
Medical  Museum,  at  Washington,  who  will  be  one 
of  the  speakers  at  the  annual  meeting  of  the  State 
Medical  Association,  at  Huntington.  May  13-15, 
1946.  has  been  awarded  the  Legion  of  Merit  by 
Maior  Gen.  Norman  T.  Kirk,  Surgeon  General  of 
the  Armv. 

The  citation  states  that  Colonel  Ash  “organized 
the  most  extensive  tissue  pathology  service  ever 
known  to  the  world.  The  photographic  and  art 
serv  ce  of  the  Museum  was  developed,  which 
amassed  a wealth  of  visual  material — over  40,000 
black  and  white  photographs,  over  4,000  koda- 
chromes,  and  over  50,000  feet  of  colored  movies.” 


NEW  BUREAU  HEAD 

Dr.  Charles  Calhoun  Hodges,  who  began  his 
Dublic  health  career  in  West  Virginia  in  1923,  has 
been  appointed  by  Dr.  J.  E.  Offner,  state  health 
commissioner,  as  director  of  the  bureau  of  com- 
municable diseases.  Dr.  Robert  L.  Smith,  of  the 
bureau  of  tuberculosis,  has  been  serving  as  acting 
director  in  the  place  of  Dr.  J.  T.  Duncan,  resigned. 

Doctor  Hodges  has  been  located  at  Santa  Rosa, 
California,  since  May  1935,  where  he  has  been  di- 
rector of  health  and  hospitals.  Previously,  he  had 
served  as  assistant  medical  director  at  Johns  Hop- 
kins Hospital,  Baltimore,  and  as  superintendent  at 
several  New  York  hospitals. 


PROPOSED  AMENDMENT 

TO  THE  CONSTITUTION 

The  following  amendment  to  the  constitu- 
tion of  the  West  Virginia  State  Medical  Asso- 
ciation, sponsored  by  the  Cabell  County  Med- 
ical Society  and  offered  at  the  annual  meeting 
of  the  House  of  Delegates  at  Clarksburg, 
May  14,  1945,  will  be  submitted  to  the  House 
of  Delegates  for  final  action  at  the  79th  annual 
meeting  at  Huntington  in  May: 

Article  IV. 

Section  1.  Amend  section  so  as  to  read  as 
follows; 

“This  Association  shall  consist  of  active 
members,  affiliate  members,  delegates  and 
guests.”  (The  constitution  does  not  now  pro- 
vide for  affiliate  membership.) 

Section  2.  Amend  the  section  so  as  to  read 
as  follows: 

“Active  members.  The  active  members  of 
this  Association  shall  be  the  active  members 
of  the  component  medical  societies.  Active 
membership  shall  be  limited  to  regular  prac- 
ticing physicians  who  are  duly  licensed  to 
practice  medicine  and  surgery  in  West  Vir- 
ginia.” 

Amend  article  by  adding  a new  section  as 
follows: 

“Section  3.  Affiliate  membership.  Physi- 
cians who  are  not  qualified  for  licensure  in 
West  Virginia,  but  who  are  graduates  of 
medical  schools  with  the  degree  of  M.  D., 
shall,  with  the  approval  of  the  Council,  be 
eligible  for  election  to  affiliate  membership  in 
component  societies.  Duly  elected  affiliate 
members  shall  have  all  the  rights,  privileges, 
and  duties  of  active  members,  except  the 
right  to  vote  and  to  hold  office,  and  the  duty 
to  pay  dues.” 

Renumber  as  sections  4 and  5 present  sec- 
tions 3 and  4,  respectively. 


REFRESHER  COURSE  IN  PEDIATRICS 

The  Michael  Reese  Hospital  Post  Graduate 
School,  with  the  cooperation  of  the  members  of  the 
Department  of  Pediatrics,  University  of  Chicago 
and  Loyola  University  School  of  Medicine,  offers  a 
refresher  course  in  Pediatrics,  at  the  Michael  Reese 
Hospital,  in  Chicago,  May  1-29,  1946.  Tuition  will 
be  $100.00.  Inquiries  should  be  addressed  to  Dr. 
Samuel  Soskin,  Dean,  29th  Street  & Ellis  Avenue, 
Chicago  16,  Illinois. 


ANNUAL  CONTEST 

The  American  Association  of  Obstetricians, 
Gynecologists  and  Abdominal  Surgeons  Foundation 
announces  that  the  annual  prize  contest  will  be 
conducted  again  this  year.  For  information  address. 
Dr.  James  R.  Bloss,  Secretary,  418  Eleventh  Street, 
Huntington  1,  West  Virginia. 
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COUNCIL  CONSIDERS  LEGISLATION 

AT  SPECIAL  MEETING  MARCH  10 

Dr.  R.  J.  Wilkinson,  chairman  of  the  doctor  mem- 
bers of  the  advisory  committee  to  the  Legislative 
Interim  Committee  studying  public  health  matters, 
appeared  before  the  Council  of  the  State  Medical 
Association  at  a special  meeting  held  at  Parkers- 
burg, March  10,  to  urge  approval  of  the  bill  drafted 
by  the  committee  regulating  medical  and  hospital 
service  plans.  He  stated  that  the  bill  had  been 
printed  in  final  form  and  would  be  introduced  at 
the  special  session  of  the  legislature  which  con- 
venes on  March  18.  After  full  discussion  by  mem- 
bers of  the  council,  the  bill  as  drafted  was  unani- 
mously approved  and  the  executive  secretary  was 
directed  to  obtain  and  send  a copy  of  the  bill  to 
each  member  of  the  State  Medical  Association  prior 
to  the  convening  of  the  legislature. 

The  executive  secretary  was  also  directed  to 
send  a letter  to  all  the  members  of  the  legislature 
calling  their  attention  to  the  action  of  the  Council 
and  expressing  the  hope  that  the  bill  as  drafted 
would  receive  their  support. 

It  was  agreed  that  the  members  of  the  Council 
would  contact  the  officers  of  the  various  com- 
ponent medical  societies  over  the  state,  requesting 
them  to  have  their  local  legislative  committees 
get  in  touch  with  their  representatives  in  the  legis- 
lature before  they  leave  for  Charleston. 


SERVICE  PLANS  BILL  PASSED 

The  Interim  Committee  bill  (S.  B.  3)  placing 
medical  and  hospital  service  plans  under  the 
supervision  of  the  state  insurance  commissioner 
was  passed  by  the  House  March  22,  and  sent  to 
the  Governor. 

By  a vote  of  fifteen  to  thirteen,  the  Senate 
amended  the  bill  by  striking  therefrom  the  pro- 
vision for  an  advisory  council,  leaving  sole 
supervision  to  the  insurance  commissioner.  The 
House  accepted  this  amendment  without  change. 

Hospital  and  medical  service  plans  are  now 
in  operation  in  eleven  West  Virginia  cities.  It  is 
estimated  that  two  hundred  and  eight  thousand 
persons  are  enrolled  in  the  hospital  service  plans 
and  fifty-six  thousand  in  medical  service. 


NPC  Committee 

Dr.  Andrew  E.  Amick,  Association  President,  in 
a letter  addressed  to  the  chairman,  suggested  the 
appointment  of  additional  members  of  a committee 
to  join  with  Drs.  D.  A.  MacGregor  and  Ray  M. 
Bobbitt  in  representing  the  State  Medical  Associa- 
tion in  hearings  on  the  Wagner-Murray-Dingell  bill 
at  Washington,  now  set  for  April  2.  It  was  ordered 
that  the  committee  be  augmented  by  the  selection 
of  additional  members  if  this  course  is  considered 
desirable  by  Drs.  Bobbitt  and  MacGregor. 

Approval  of  Laboralories 

The  following  report  presented  by  a committee 
composed  of  Drs.  T.  G.  Reed,  chairman,  and  J.  L. 


Patterson  and  Guy  H.  Michael,  concerning  tempo- 
rary approval  of  laboratories,  was  unanimously 
approved: 

“The  committee  appointed  by  the  Council  to 
study  the  method  of  approval  of  laboratories  rec- 
ommends that  the  State  Health  Department  make 
certain  changes  in  the  present  method  of  certifica- 
tion. Specifically,  the  committee  recommends, 

"(1)  That  test  specimens  be  sent  to  the  labora- 
tories monthly  instead  of  continuing  the  present  sys- 
tem of  sending  200  tests  in  three  or  four  months 
of  the  year. 

“(2)  That  laboratories  seeking  recertification  be 
required  to  send  their  technicians  to  the  State  Hygienic 
Laboratory  in  Charleston  for  such  a period  of  time 
as  is  required  by  the  department,  for  a test  of  their 
efficiency.  With  the  knowledge  that  the  department 
has  of  the  equipment  of  the  various  laboratories 
throughout  the  state,  the  committee  believes  that  a 
temporary  certification  should  be  granted  upon  the 
successful  completion  of  this  examination. 

“(3)  7'hat  the  State  Health  Department  inspect 
the  laboratories  and  examine  the  technicians  at  their 
work  within  a month  after  temporary  certification. 

“(4)  That  when  a laboratory's  percentage  of 
readings  shows  an  abnormal  number  of  errors  as  de- 
termined by  the  monthly  tests,  an  immediate  investi- 
gation should  be  made  by  the  department  with  a view 
of  determining  the  cause  of  error  and  correcting  the 
same. 

“(5)  That  as  soon  as  the  department  is  satisfied 
with  the  equipment  of  the  laboratories  and  the  com- 
petency of  its  technicians,  a permanent  certification 
should  be  given  said  laboratories,  regardless  of  the 
time  of  year  these  requirements  have  been  fulfilled. 

“After  a careful  survey  of  the  laboratories  and 
physicians  of  the  state,  the  committee  believes  that 
it  is  their  desire  to  cooperate  with  the  State  Health 
Department  in  increasing  the  efficiency  of  the  certi- 
fied laboratories,  thereby  affording  more  efficient 
service  to  their  respective  communities. 

Thomas  G.  Reed,  M.  D.,  Chairman 

Guy  H.  Michael,  M.  D. 

J.  L.  Patterson,  M.  D.” 

Honorary  Members 

The  following  doctors  were  elected  to  honorary 
life  membership; 

Dr.  C.  L.  Kinney,  Idamay 
Dr.  W.  E.  Whiteside,  Parsons 

Dr.  J.  E.  Wilson  reported  that  a sub-committee 
composed  of  himself  as  chairman,  and  Drs.  V.  L. 
Peterson,  of  Charleston  and  R.  H.  Boice,  of  Park- 
ersburg, had  prepared  a schedule  of  x-ray  fees  for 
submission  to  the  Workmen’s  Compensation  Com- 
missioner. The  fee  schedule  follows;  Finger  or  toe, 
$5.00;  hand  or  foot,  $10.00;  leg,  hip,  arm  or  shoulder, 
$10.00;  and  head,  chest,  spine,  or  pelvis,  $15.00. 

The  schedule  as  submitted  was  unanimously  ap- 
proved by  the  Council  and  the  executive  secretary 
directed  to  bring  the  matter  to  the  attention  of  the 
Workmen’s  Compensation  Commissioner. 
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TECHNICAL  EXHIBITS  AT  HUNTINGTON 


Rural  Health  Conference 

The  Council  directed  that  the  chairman  of  the 
committee  on  rural  medical  service  be  requested  to 
attend  a conference  on  Rural  Health  to  be  held  in 
Chicago,  March  30,  under  the  sponsorship  of  the 
American  Medical  Association. 

The  meeting  was  attended  by  the  following:  Drs. 
Thomas  L.  Harris,  chairman,  and  T.  M.  Barber,  B.  S. 
Brake,  J.  E.  Wilson,  A.  R.  Sidell,  N.  H.  Dyer, 
John  P.  Helmick,  Guy  H.  Michael,  T.  G.  Reed,  E.  A. 
Trinkle,  W.  C.  Swann,  J.  L.  Patterson,  and  R.  D. 
Gill,  Councillors;  and  Mr.  Charles  Lively,  secretary 
ex  officio.  The  meeting  was  also  attended  by  Drs. 
R.  J.  Wilkinson,  G.  F.  Grisinger,  V.  L.  Peterson, 
D.  A.  MacGregor,  and  R.  H.  Boice. 


POLIO  CLINIC  AT  MILTON 

A full  day  of  clinical  teaching  in  all  phases  of 
poliomyelitis  will  be  given  by  the  orthopedic  staff 
at  Morris  Memorial  Hospital,  Milton,  Sunday, 
May  12,  1946,  beginning  at  10  A.  M.  This  is  the 
day  preceding  the  opening  of  the  79th  annual  meet- 
ing of  the  State  Medical  Association  at  Huntington. 
Registration  will  be  limited  to  West  Virginia  doc- 
tors by  preliminary  arrangement  only.  Doctors 
wishing  to  visit  the  hospital  and  participate  in 
this  clinic  should  address  either  the  Superintendent, 
Morris  Memorial  Hospital,  Milton,  or  Mr.  T.  Ster- 
ling Evans,  National  Foundation  for  Infantile  Pa- 
ralysis, Security  Building,  Charleston. 


ORTPxOPEDl&TS  NAMED  TO  DPA  BOARD 

Dr.  Randolph  L.  Anderson,  of  Charleston,  and 
Dr.  Jay  L.  Hutchison,  of  Huntington,  have  been 
renamed  by  Robert  F.  Roth,  director  of  the  Depart- 
ment of  Public  Assistance,  as  members  of  the  ad- 
visory board  of  orthopedic  surgeons  in  that  depart- 
ment. 

Dr.  Justus  C.  Pickett,  of  Morgantown,  recently 
discharged  from  military  service,  was  named  to 
succeed  Dr.  E.  F.  Glass,  of  Wheeling,  who  has 
served  in  a temporary  capacity  as  a member  of 
the  board,  during  the  war. 


SPECIAL  TRAINS  TO  SAN  FRANCISCO 

The  1946  session  of  the  American  Medical  Asso- 
ciation will  be  held  in  San  Francisco,  July  1-5,  1946. 
It  is  anticipated  that  the  attendance  will  be  com- 
parable with  that  of  pre-war  years. 

Several  special  trains  will  be  operated  out  of  the 
middle  west,  particularly  Chicago,  and  it  is  pos- 
sible that  one  special  will  start  from  either  Colum- 
bus or  Cincinnati.  Full  information  concerning 
fare,  route,  accommodations,  etc.,  should  be  avail- 
able the  first  of  May. 

Hotel  rooms  are  being  reserved  through  a special 
committee  appointed  for  the  purpose.  Doctors  who 
expect  to  make  the  trip  should  get  in  touch  with 
Dr.  Lawrence  Montgomery,  100  Grove  St.,  San 
Francisco.  It  is  advisable  that  reservations  for 
rooms  be  made  without  delay. 


All  available  space  for  use  for  technical  exhibits 
at  the  annual  meeting  at  Huntington,  May  13-15, 
1946,  has  been  reserved.  The  following  is  a com- 
plete list  of  technical  exhibitors  who  will  have 
displays  at  the  meeting: 

A.  S.  Aloe  Co. 

Borden  Co. 

Burroughs  Wellcome  & Co. 

Ciba  Pharmaceutical  Products 
Coca-Cola  Co. 

F.  A.  Davis  Co. 

Feick  Brothers 
H.  G.  Fischer  & Co. 

General  Electric  X-ray  Corp. 

Kloman  Instrument  Co. 

Lanteen  Medical  Laboratories 
Lederle  Laboratories 
Liebel-Flarsheim  Co. 

Eli  Lilly  and  Co. 

J.  B.  Lippincott  Co. 

Mead  Johnson  and  Co. 

Medical  Arts  Supply  Co. 

McLain  Surgical  Supply  Co. 

National  Drug  Co. 

Nestle’s  Milk  Products 
Ortho  Pharmaceutical  Corp. 

Parke,  Davis  and  Co. 

Philip  Morris  & Co..  Ltd. 

Powers  and  Anderson 
W.  B.  Saunders 
Sharp  & Dohme 
U,  S.  Vitamin  Corp. 

Van  Pelt  & Brown 
Westinghouse  X-Ray  Co. 

White  Laboratories 
Max  Wocher  & Sen  Co. 

X-Ray  Supply  Co.  of  V/.  Va. 


OFFICIAL  CALL  FOR  CONVENTION 

Charleston,  West  Va. 
March  20,  1946 

To  the  Officers  and  Members  of  the  West 
Virginia  State  Medical  Association: 

The  79th  annual  meeting  of  the  West  Virginia 
State  Medical  Association  will  be  held  at  Hunting- 
ton,  West  Virginia,  May  13-15,  1946.  Headquarters 
will  be  established  at  the  Prichard  Hotel. 

The  House  of  Delegates  will  convene  for  the 
first  session  Monday  afternoon.  May  13.  The  second 
session  will  be  held  Tuesday  afternoon.  May  14. 

The  Scientific  Assembly  of  the  Association  will 
open  with  the  general  meeting  Monday,  May  13, 
at  9:30  A.  M.  The  annual  address  of  the  President 
will  be  delivered  that  evening. 

ANDREW  E.  AMICK,  M.  D., 

President. 

Attest: 

CHARLES  LIVELY, 

Executive  Secretary. 
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VASCULAR  INJURIES  IN  BATTLE 
CASUALTIES* 

By  LT.  COL.  BERT  BRADFORD,  JR.,  MC,  AUS 
Charleston,  West  Virginia 

J'he  end  results  obtained  in  the  treatment  of 
battle  casualties  with  vascular  injuries  have  been 
very  discouraging.  T'here  has  been  a higli  incidence 
of  secondary  amputation,  severe  infection  and  death 
following  vascular  injuries.  .Almost  every  tvpe  of 
operative  procedure  known  has  been  tried  and  very 
careful  records  have  been  kept.  .A  special  vascular 
chart  and  record  was  adopted  which  improved  the 
accuracy  in  localization  of  these  injuries  and  which 
made  possible  a critical  analyzation  of  our  results. 

On  admission  to  the  hospital  all  casualties  were 
carefully  examined  for  signs  of  vascidar  injuries. 
This  was  especially  true  in  extremity’  and  neck 
wounds. 

T'he  following  diagnostic  signs  should  be  ascer- 
tained ; 

1 . Absence  of  peripheral  pulsations  by  digital 
examination.  Oscillimetric  studies  may  be  of  added 
significance. 

2.  Decrease  in  skin  temperature  by  manual  ex- 
amination or  thermocouple  studies. 

3.  Loss  of  motion  of  parts  distal  to  the  wound. 
.Motion  of  toes  or  fingers  is,  as  a rule,  a good  prog- 
nostic sign  but  not  infallible. 

’This  paper  was  written  during  combat  in  an  Army  Evacuation 
Hospital  in  Germany,  and  is  based  upon  extracts  from  the  surgical 
history  of  the  hospital  kept  by  the  author. 


4.  Loss  of  sensation  distal  to  the  wound.  Asso- 
ciated nerve  damage  may  be  misleading  in  such 
cases. 

5.  Color  of  extremity.  With  arterial  damage 
the  skin  shows  marked  pallor,  as  a rule,  while  in 
venous  damage  the  extremity  is  hyperemic  and  ede- 
matous. 

6.  Presence  of  bruit  and  thrill  will  denote  pres- 
ence of  a false  aneurysm  or  an  arteriovenous  fistida. 
In  such  cases  surgery  probably  should  be  postponed 
indefinitely,  but  careful  watch  for  secondary  hem- 
orrhage must  be  kept.  Definitive  surgery  may  be 
safely  done  after  six  to  eight  weeks. 

Positive  or  negative  findings  were  recorded  on 
the  clinical  work  sheets.  Some  cases  entered  the 
hospital  with  tourniquets  still  in  place  and,  in  a few 
instances,  especially  early  in  the  campaign,  were 
overlooked.  In  badly  mangled  extremities  in  which 
amputation  was  felt  to  be  the  only  possible  pro- 
cedure, the  tourniquet  was  left  in  place  until  after 
the  limb  had  been  amputated.  Physiological  ampu- 
tation by  means  of  a tourniquet  would  appear  to 
prevent  absorption  of  toxic  elements  and  make  it 
easier  to  combat  shock  associated  with  such  cases. 
.Major  vascidar  injuries  are  frequently  associated 
with  severe  shock  and  large  quantities  of  whole  blood 
are  required.  At  times,  it  is  essential  to  give  blood 
rapidly  by  pumping  it  into  the  circulation. 

These  cases  require  high  priority  in  operation, 
even  more  so  than  do  the  penetrating  abdominal 
or  chest  wounds.  Often,  there  is  a large  hematoma 
under  the  fascia  which  interferes  with  what  little 
collateral  circulation  may  be  present.  If  any  at- 
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tempt  to  anastomose  blood  vessels  is  to  be  made, 
the  earlier  surgery  is  done  the  better  will  be  the 
end  result.  It  should  be  noted  that  surgery  may  be 
an  important  factor  in  the  shock  therapy  and  some 
patients  will  fail  to  respond  until  the  latter  is  car- 
ried out.  Proper  splinting  of  associated  fractures 
is  prerequisite  in  the  preoperative  treatment  of  these 
patients.  It  should  be  pointed  out  that  no  therapy 
should  be  begun  until  the  patient  has  been  carefully 
examined  for  any  other  injuries. 

OPERATIVE  PROCEDURES 

.Adequate  exposure  is  important.  In  popliteal  in- 
juries the  prone  position  gives  better  exposure. 
Exposure  should  allow  sufficient  room  both  prox- 
imally  and  distally  to  control  hemorrhage  by  plac- 
ing tapes  or  bull  clamps  before  the  clot  is  removed. 
A tourniquet  is  applied  loosely  as  a precautionary 
measure  but  digital  occlusion  of  the  vessel  is  prefer- 
able in  case  active  bleeding  occurs  before  adequate 
exposure  has  been  obtained.  A sterile  vascular  set-up 
should  be  always  available  to  care  for  these  cases. 
This  should  include  special  clamps,  tapes,  glass  or 
plastic  tubes,  suture  materials,  irrigation  set,  etc. 
One  should  always  approach  the  injury  pro.ximally 
and  no  attempt  should  be  made  to  remove  the  im- 
mediate vascular  clot  unless  adequate  preparation 
has  been  made  to  carry  out  any  type  of  vascular 
procedure  without  troublesome  bleeding.  One 
should  never  clamp  a blood  vessel  blindly.  Ordi- 
nary hemostats  may  injure  the  intima  to  such  an 
extent  that  thrombosis  will  be  inevitable.  It  should 
be  remembered  that  in  carotid  injuries  the  retro- 
grade bleeding  is  almost  as  active  as  bleeding  from 
the  proximal  segment  due  to  the  rich  collateral  cir- 
culation. .Active  retrograde  bleeding  is  always  a 
good  prognostic  sign  and  in  such  cases  nothing  more 
than  ligation  or  suture  should  be  attempted. 

.Arterial  suture  of  small  lacerations  of  vessels  has 
given  the  best  results.  Six-naught  silk  sutures  on 
an  atraumatic  needle  (eye  suture)  are  used  with 
an  inverting  interrupted  mattress  technique.  If 
more  than  two  thirds  of  the  vessel  is  severed  it  is 
preferable  to  complete  the  severance  and  do  an  end 
to  end  anastomosis.  However,  in  the  latter  cases 
we  frequently  have  found  the  vessel  thrombosed  by 
the  time  the  procedure  is  finished.  One  should  make 
sure  that  the  ends  are  cut  off  smoothly  and  that  no 
clot  or  intimal  damage  is  present  before  any  attempt 
is  made  to  suture.  If  a segment  of  artery  is  missing, 
a glass  or  plastic  tube  may  be  inserted  to  bridge  the 
gap.  In  such  cases  the  tube  must  be  put  in  quickly. 


the  proximal  segment  being  intubated  first,  and  the 
circulation  reestablished.  Intravenous  diodrast  in- 
jections (.30  cc.)  proximal  to  the  tube  shows  throm- 
bosis early.  We  have  not  found  the  Blakemore 
method  of  anastomosis  with  vitallium  cups  and  vein 
graft  practical,  because  of  the  time  factor  and  in- 
creased technical  difficulties.  We  must  admit  that 
we  have  had  inadequate  experience  with  this  method. 
W e have  not  felt  it  advisable  to  ligate  the  accom- 
panying vein  when  attempting  to  reestablish  blood 
flow,  or  when  active  retrograde  bleeding  is  present. 

Ligation  of  the  femoral  artery  just  distal  to  the 
profunda,  as  advocated  by  Holman,  may  prove  to 
be  of  benefit  in  femoral  and  popliteal  severances. 
We  have  tried  it  in  two  cases  of  popliteal  injury 
with  apparent  success  in  one.  Theoretically,  this 
eliminates  the  long,  blind,  distal  segment  of  femoral 
artery  which  has  only  a few  muscular  perforating 
branches  and  plays  practically  no  part  in  supplying 
blood  to  the  foot  or  lower  leg.  This,  in  turn,  ex- 
erts a greater  pressure  in  the  profunda,  with  in- 
creased volume  of  blood  to  the  distal  part  of  the 
extremity. 

In  one  femoral  vre  injected  a 2 per  cent  methy- 
lene blue  solution  proximal  to  a tube  graft  hoping 
to  visualize  the  color  in  the  tube.  We  were  amazed 
to  find  no  color  in  the  tube  but  we  did  find  a bluish 
discoloration  of  the  skin  which  was  well  demarcated 
just  below  the  knee  joint.  Later,  it  was  necessary 
to  amputate  about  two  inches  below  this  line.  When 
methylene  blue  was  injected  into  normal  vessels 
there  was  no  deposit  of  the  dye  in  the  skin.  This 
test  is  worthy  of  further  trial. 

.All  patients  with  vascular  injuries  associated  with 
fractures  were  placed  in  bivaled  plaster  casts  or  skin 
traction.  Where  no  fracture  was  present  a posterior 
mold  was  adequate. 

It  was  felt  that  a separate  vascular  ward  would 
be  helpful  in  the  postoperative  care  of  these  patients 
and  one  was  established  about  midway  through  the 
campaign.  We  feel  that  all  major  vascular  injuries 
are  definitely  nontransportable  cases  and  should  be 
watched  carefull}'  for  several  days  to  ascertain  via- 
bility of  the  limb.  Infection  was  not  uncommon 
in  cases  with  limitation  of  blood  supply,  and  gas 
gangrene  was  not  uncommon.  Sulfadiazine  and 
penicillin  were  given  routinely  in  all  cases  through- 
out the  campaign,  but  local  implantation  was  dis- 
continued early  as  it  did  not  seem  to  have  any  bene- 
ficial effect. 
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The  wound  was  not  disturbed  unless  there  was 
an  unexplained  fever,  increasing  pain  or  other  sign 
of  infection.  Ordinarily,  distal  inspection  will  sup- 
ply adequate  information  such  as  skin  temperature, 
color  and  motion.  However,  it  should  be  pointed 
out  here  that  none  of  these  signs  is  infallible.  Skin 
temperature  is  frequently  misleading.  We  have  seen 
many  cases  in  which  the  skin  was  warm  and  in 
which  there  were  signs  of  increasing  return  of  sen- 
sation wherein  the  muscle  was  nonviable  and  ampu- 
tation proved  necessary.  In  case  of  doubt  we  have 
felt  it  advisable  to  make  a longitudinal  incision  over 
the  anterior  peroneal  muscle  group.  This  group  is 
the  first  to  go  in  cases  with  insufficient  blood  supply. 
At  times  it  is  practically  impossible  to  determine  via- 
bility of  the  extremity  without  operative  interven- 
tion and  inspection  of  the  muscle.  As  a rule,  if  am- 
I putation  was  necessary  it  was  carried  out  within 
four  to  five  days  following  injury  as  there  was  usu- 
ally a fairly  well  developed  line  of  demarcation  by 
the  end  of  that  time.  Dry  gangrene  is  no  indication 
for  early  amputation  and  these  patients  can  be  evac- 
I uated  without  difficulty. 

I Postoperatively  the  patients  were  watched  very 
carefully.  Rectal  temperatures  were  recorded  every 
four  hours  day  and  night.  Unexplained  fever  or 
pain  was  considered  adequate  reason  for  the  removal 
of  the  cast  and  inspection  of  the  wound.  It  must 
be  remembered  that  chemotherapy  may  complicate 
the  picture  to  the  extent  that  even  though  fever  is 
slight  or  even  absent  complete  muscle  necrosis  may 
be  present.  There  was  no  smoking  allowed  in  the 
vascular  ward  and  patients  were  given  whiskey  four 
; times  a day  in  an  effort  to  produce  peripheral  vaso- 
I dilatation.  We  have  not  been  impressed  with  para- 
sympathetic blocks  but  have  done  them  religiously 
every  twelve  hours  unless  there  was  some  contra- 
indication. We  have  noted  an  increase  in  the  skin 
temperature  but  have  felt  that  there  was  no  definite 
effect  on  the  underlying  muscle.  The  injured  ex- 
tremity was  kept  at  a slightly  lower  level  than  the 
rest  of  the  body.  We  felt  that  papaverine  was  bene- 
ficial but  it  was  not  available.  There  is  usually  a 
severe  anemia  as  a result  of  hemorrhage  and  toxemia 
in  these  cases  and  blood  in  repeated  transfusions  is 
essential.  Increasing  anemia,  not  accounted  for  by 
blood  loss,  usually  is  the  result  of  muscle  necrosis. 

''  Heparin  was  available  in  small  quantities  only 
! and  our  experience  in  its  use  was  limited.  We  know 
I that  serious  hemorrhage  can  arise  unless  heparin  is 
I used  judiciously. 


In  large  wounds  when  primary  closure  is  contra- 
indicated, heparin  should  be  used  in  small  doses,  if 
at  all.  It  would  seem  that  if  heparin  were  to  be 
used  these  wounds  should  be  closed  primarily  to 
prevent  secondary'  bleeding.  At  present,  heparin  in 
Pitkin’s  menstruum  is  available  which  should  sim- 
plify the  administration  of  this  most  powerful  and 
treacherous  drug. 

The  site  of  amputation,  as  a rule,  can  be  selected 
only  at  the  time  of  operation  when  the  status  of 
the  muscle  has  been  definitely  determined.  If  am- 
putation is  carried  out  just  above  the  line  of  demar- 
cation, one  usually  will  find  avascular  muscle  al- 
though there  may  be  a very  active  bleeding  from 
the  skin.  Amputation  is  always  carried  out  at  the 
lowest  possible  level  but  never  through  avascular 
muscle.  If  there  is  no  infection  present  the  skin 
traction  should  be  applied  immediately  with  Ace  ad- 
herent and  stockinette,  otherwise  it  is  preferable  to 
postpone  traction  for  two  or  three  days.  If  ampu- 
tation just  below  the  knee  is  done  it  may  be  prefer- 
able to  remove  the  head  of  the  fibula  with  all  of  its 
muscular  attachments.  We  feel  that  disarticulation 
(if  at  the  lowest  point  of  viability)  may  be  indicated 
as  it  is  a less  shocking  procedure.  W'^e  have  had  no 
infection  in  the  cartilages. 

COMMENT 

Any  operative  procedure  destined  to  reestablish 
blood  flow  must  be  done  early  if  good  results  are 
to  be  expected.  In  battle  casualties  the  time  factor 
must  be  considered  before  any  procedure  is  contem- 
plated. In  many  cases  the  muscle  is  in  an  irrever- 
sible state  when  the  patient  is  admitted.  Six  hours 
is  an  arbitrary  time,  we  feel,  in  which  muscle  will 
be  viable  if  a major  vessel  is  severed  and  inadequate 
collaterals  are  present.  In  most  of  these  injuries 
usually  there  is  marked  tissue  damage  besides  the 
vascular  injury,  such  as  associated  fractures  and 
nerve  injuries.  All  collateral  branches  may  he  in- 
volved in  these  cases.  Many  of  these  patients  are 
severely  shocked  as  a result  of  marked  blood  loss 
or  associated  abdominal  or  chest  wounds  and  the 
saving  of  the  patient’s  life  should  be  the  first  con- 
sideration. In  such  cases  any  immediate  attempt  to 
repair  the  vascular  damage  and  to  save  the  limb 
may  result  in  the  death  of  the  patient. 

It  would  appear  that  glass  or  plastic  tubes  result 
in  earlv  thrombosis  and  subsequent  gangrene.  Hep- 
arin has  not  been  available  in  sufficient  quantities 
but  should  prove  a valuable  adjunct  in  the  proper 
handling  of  such  cases.  Heparin  in  Pitkin’s  men- 


108 


I'he  West  Virginia  Medical  Journal 


Mny^  1946 


struiim  gi^'cn  intramuscularly  at  48  hour  intervals 
will  simplify  the  administration  of  this  useful  drug. 
With  this  method,  the  bleeding  time  usually  can  be 
maintained  between  fifteen  and  twenty-five  minutes. 

CONCLUSIONS 

1.  Our  results  in  major  vascular  injuries  in  bat- 
tle casualties  have  been  disappointing. 

2.  Gas  camrrene  is  not  an  uncommon  compli- 
cation. 

.2.  Saving  the  patient’s  life  should  he  the  pri- 
mary consideration  in  the  plan  of  treatment. 

4.  Vascular  injuries  should  have  high  priority 
in  the  triage  scale. 

5.  Glass  or  plastic  tubes  are  more  practical  in 
bridging  vascular  defects  than  the  vitallium  cups 
and  vein  grafts,  hut  the  final  results  were  discourag- 
ing. 

6.  .Active  retrograde  bleedin"-  and  motion  of  the 
toes  or  fingers  are  eood  prognostic  signs. 

7.  Skin  temperature  and  sensation  mav  be  very 
misleading  in  judging  viability  of  a limb. 

8.  Severe  anemia  is  a common  postoperative 
finding. 

9.  Site  of  amputations  cannot  be  accurately 
judged  from  the  line  of  demarcation. 

10.  Suture  of  a vascular  laceration  is  the  best 
method  of  treatment. 

11.  Heparin  may  be  a valuable  adjunct  if  used 
carefully  and  onlv  after  primary  closure  of  the 
wound  has  been  carried  out. 

12.  Circulatory  gangrene  results  almost  inva- 
riably in  cases  of  popliteal  injury,  and  in  about  50 
per  cent  of  cases  of  femoral  injurv. 


PSYCHOSOMATIC  BACKACHE 

Backache  is  a frequent  complaint  among  persons 
with  anxiety  states. 

In  a hospital  where  large  numbers  of  men  with 
anxiety  states  have  been  seen,  the  type  of  backache 
observed  is  due  in  most  cases  to  hysterical  conver- 
sion symptoms  or  to  functional  backache  caused  by 
muscular  tension  and  fatigue.  The  latter  type  of 
backache  is  by  far  the  most  frequent  one,  but  the 
two  types  are  often  associated. 

It  is  believed  that  pain  of  psychogenic  origin 
should  receive  careful  consideration  in  the  differen- 
tial diagnosis  of  any  case  of  backache,  especially 
since  it  may  be  closely  associated  with  backache 
caused  by  organic  disease  and  is  often  the  cause 
of  the  prolongation  of  symptoms. — Major  Morgan 
Sargent,  M.  C.,  in  New  England  J.  of  Med. 


OCCUPATIONAL  DISEASE  CONTROL* 

By  D.  A.  CRANCH,  M.  D„ 

Industrial  Toxicology  Department, 

Union  Carbide  and  Carbon  Corporation,  New  York. 

Refore  considering  some  of  the  more  specific 
phases  of  control  a general  discussion  of  occupational 
diseases  may  be  in  order.  From  earliest  days  the 
term  ‘occupational  disease’  has  had  a very  specific 
meaning.  This,  at  first,  was  perhaps  too  limited  but 
currently  there  is  a tendency  to  make  it  too  all  in- 
clusive and. to  consider  as  ‘occupational  diseases’  all 
sorts  of  illnesses  occurring  among  workmen.  There 
was  very  early  recognition  of  lead  and  mercury 
poisoning  and  also  of  silicosis,  but  not  by  that  name. 
.As  the  variety  of  raw  materials  used  in  industry  has 
increased  in  number  more  have  come  into  use  which 
could  affect  health.  The  effects  of  some  of  these 
were  not  recognized  for  some  time  because  the  ac- 
tion was  essentially  that  of  a cumulative  poison.  The 
problem  of  occupational  disease  has  been  far  more 
varied  during  World  War  II  than  it  w'as  during 
World  War  I.  Take  solvents  as  an  example.  Dur- 
ing World  War  I there  were  perhaps  only  a dozen 
or  so  solvents  in  general  use,  whereas  during  the 
last  few  years  solvents  alone  have  included  hun- 
dreds of  materials.  By  far  the  greatest  number  of 
occupational  diseases  come  from  absorption  of  ma- 
terial, inhaled  either  as  dust  or  as  gas,  vapor,  fume 
or  mist.  Some  other  materials  act  more  particularly 
on  the  skin  or  may  produce  illness  by  absorption 
through  the  skin.  .A  few'  occupational  diseases,  such 
as  caisson  disease  or  the  ‘hends,’  and  ‘miners’  nys- 
tagmus,’ are  due  to  physical  conditions  and  not  to 
toxic  action. 

Some  of  the  occupational  diseases  are  very  char- 
acteristic syndromes  with  quite  uniform  symptoms 
and  pathological  changes  and  a diagnosis  is  possible 
more  or  less  by  specific  tests  or  signs.  Other  are 
much  less  characteristic  hut  none  the  less  of  occu- 
pational origin.  Diagnosis  in  these  cases  may  re- 
quire as  much  clinical  skill  as  in  the  case  of  some  of 
the  most  unusual  and  obscure  nonoccupational  dis- 
eases plus  a nrr4  for  a very  carefully  taken  history, 
including  the  know’n  exposures  and  the  know-n  ef- 
fects produced  hy  the  substances  concerned.  In  some 
instances  w'e  have  to  deal  with  the  effects  of  extreme 
individual  susceptibility  even  to  the  point  of  definite 
allergy.  It  is  an  open  question  whether  a strictly 

* Presented  at  dinner  sponsored  by  Carbide  and  Carbon  Chemicals 
Corporation  in  honor  of  members  of  Kanawha  Medical  Society,  at 
Charleston,  October  23,  1945. 
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allergic  reaction  should  be  classed  as  an  occupational 
disease. 

Good  definitions  of  an  occupational  disease  are 
contained  in  many  of  our  compensation  laws.  One 
very  comprehensive  definition,  though  somewhat 
lengthy,  is  that  given  in  the  Virginia  Compensation 
Law  as  follows; 

“The  term  ‘occupational  disease’  means  a 
disease  arising  out  of  and  in  the  course  of  the 
employment.  No  ordinary  disease  of  life  to 
which  the  general  public  is  exposed  outside  of 
employment  shall  be  compensable,  except 
when  it  follows  as  an  incident  of  occupational 
disease  as  defined  in  this  law.  A disease  shall 
be  deemed  to  arise  out  of  the  employment  only 
if  there  is  apparent  to  the  rational  mind, 
upon  consideration  of  the  circumstances,  (1)  a 
direct  causal  connection  between  the  condi- 
tions under  which  work  is  performed  and  the 
occupational  disease,  (2)  it  can  be  seen  to  have 
followed  as  a natural  incident  of  the  work  as  a 
result  of  the  exposure  occasioned  by  the  nature 
of  the  employment,  (3)  it  can  be  fairly  traced 
to  the  employment  as  the  proximate  cause, 

(4)  it  does  not  come  from  a hazard  to  which 
workmen  would  have  been  equally  exposed 
outside  of  the  employment,  (5)  it  is  incidental 
to  the  character  of  the  business  and  not  inde- 
pendent of  the  relation  of  employer  and  em- 
ployee, and  (6)  it  must  appear  to  have  had  its 
origin  in  a risk  connected  with  the  employment 
and  to  have  flowed  from  that  source  as  a natu- 
ral consequence,  though  it  need  not  have  been 
foreseen  or  expected  before  its  contraction.” 

Another  very  brief  definition  is  that  contained 
in  the  Ohio  Compensation  Law,  which  defines  oc- 
cupational disease  as: 

t 

“A  disease  peculiar  to  a particular  industrial 
process,  trade  or  occupation  and  to  which  an 
employe  is  not  ordinarily  subjected  or  ex- 
posed outside  of  or  away  from  his  employ- 
ment.” 

In  spite  of  such  definitions  as  these  there  seems 
to  be  a tendency  among  some  physicians  to  jump  to 
conclusions  without  sufficient  information,  either  as 
to  actual  exposure  or  a possible  effect  which  might 
result,  to  diagnose  an  illness  as  ‘occupational.’  This 
not  infrequently  occurs  because  of  a very  erroneous 
history  given  by  the  patient,  or  perhaps  from  the 
reasoning  that  because  a workman  is  ill  his  illness 
must  be  attributable  to  his  occupation.  Unfortu- 
nately, in  some  jurisdictions,  such  haphazard  diag- 
noses seem  almost  to  have  been  encouraged  by  Com- 
pensation Commissions  who  have  granted  compen- 
sation in  some  extremely  improbable  claims.  In  any 
event  it  should  be  urged  that  the  same  care  be  taken 
in  the  diagnosis  of  an  occupational  disease  as  in  any 


other,  and  it  should  be  always  kept  in  mind  that  a 
diagno.sis  7)iust  be  based  on  a carefid  clinical  exam- 
ination flits  a reliable  history.  ^Vhen  the  attending 
physician  is  in  doubt  as  to  the  actual  history  or  the 
possible  hazards  of  materials  handled,  the  pertinent 
information  usually  can  be  obtained  by  consvdting 
the  physician  for  the  plant  at  which  the  patient  is 
employed. 

With  the  countless  increase  of  possible  toxic  ma- 
terials handled  in  industry,  there  does  not  seem  to 
have  been  a proportionate  increase  in  occupational 
illness.  This  is  because  there  is  a more  general  rec- 
ognition of  the  hazard  present  and  the  fact  that  no 
matter  how  toxic  a material  is  it  can  be  handled 
with  reasonable  safety  if  proper  precautions  are  taken. 

Theoretically,  all  occupational  diseases  should  be 
preventable.  The  difficulties  encountered  in  attain- 
ing this  goal  are: 

1.  Frequent  lack  of  appreciation  of  the  cumu- 
lative effects  after  long  exposure  to  low  concentra- 
tions of  materials  not  immediately  harmful. 

2.  Largely  because  of  this  lack  of  appreciation, 
often  difficulty  is  experienced  in  getting  full  co- 
operation from  workers  in  making  protective  meas- 
ures effective. 

3.  Especially  during  the  war,  occasionally  there 
have  been  difficulties  in  getting  necessary  protective 
equipment  or  in  having  this  properly  designed,  in- 
stalled and  maintained. 

4.  The  use  of  materials  which  ma\^  have  un- 
recognized effects. 

This  is  often  the  case,  especially  whei;c  mixtures 
of  uncertain  composition  may  be  used. 

There  are  the  same  reasons  for  preventing  occu- 
pational diseases  as  for  preventing  industrial  acci- 
dents. Both  are  potential  hazards  of  occupation. 
Every  reason,  humanitarian,  economic,  and  legal, 
which  justifies  workmen’s  compensation  laws  for 
accidental  injury  is  equally  valid  in  the  case  of  occu- 
pational disease,  provided  what  is  an  occupational 
disease  is  properly  defined.  It  should  be  always  re- 
membered that  work  is  no  guarantee  of  everlasting 
good  health  and  that  the  working  population  is  sub- 
ject to  the  same  general  disease  hazards  as  is  the 
rest  of  the  population.  Reluctance  to  support  occu- 
pational disease  compensation  laws  seems  due,  gen- 
erally, to  the  following  factors: 

1.  Employers  sometimes  say  “I  have  no  occu- 
pational disease  hazard  so  why  should  I pay  for 
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coverage  for  someone  who  hasp”  This  is  empty 
argument.  Just  because  an  employer  may  not  have 
had  a fire  or  a compensable  accident  for  a long  time, 
would  he  argue  that  he  needs  no  insurance  for 
these  hazards? 

2.  Fear  that  occupational  disease  compensation 
will  be  used  to  function  as  more  or  less  general  sick- 
ness insurance  leading  to  enormous  outlay. 

3.  In  line  with  the  above  the  claim  in  some 
quarters  as  to  the  existence  of  countless  occupa- 
tional disease  sufferers  so  that  it  is  feared  that  the 
insurance  premium  rate  wmdd  be  excessive.  .Actu- 
ally, in  states  which  have  had  blanket  coverage  for 
occupational  disease  compensation  for  vears,  intel- 
ligently administered,  the  cost  for  occupational  dis- 
ease has  never  exceeded  a very  low  percentage  of 
the  amount  spent  for  industrial  accident  compensa- 
tion. It  would  seem  that  occupational  disease  con- 
trol has  been  definitely  promoted  when  these  have 
been  included  under  workmen’s  compensation  just 
as  accident  prevention  was  promoted  by  workmen’s 
compensation  laws  for  accidental  injury. 

To  pass  from  general  to  more  specific  considera- 
tion of  control,  it  can  be  assumed  that  occupational 
disease  residts  chiefly  from  contact  with  or  absorp- 
tion of  harmful  materials  encountered  in  industry. 
If  this  is  so,  then  if  the  harmful  exposure  can  be 
avoided  there  will  be  no  occupational  disease.  The 
steps  necessary  for  any  plant  management  to  ac- 
complish this  may  be  given  as  follows: 

1 . Know  the  materials  handled  in  a plant,  and 
how  handled. 

2.  Kn  ow  the  properties  of  these  materials  with 
reference  to  their  ph)'siological  effects  and  their  de- 
gree of  hazard. 

3.  Determine  whether  the  handling  of  any 
given  material  means  only  an  exposure  or  whether 
it  constitutes  a real  hazard. 

4.  Determine  whether  materials  handled  which 
in  themselves  do  not  cause  a hazard  m.ay  result  in 
creating  one  during  their  use  in  any  given  process. 
This  sometimes  occurs  through  a combination  of 
materials  producing  a compound  with  quite  different 
effects. 

5.  Can  the  harmful  exposures  noted  be  con- 
trolled? This  calls  for  an  evaluation  of  the  hazard 
as  to  whether  it  is  due  to  inhalation,  skin  contact, 
etc.,  and  the  practicability  of  available  means  of  con- 
trolling dust  or  vapor  or  avoiding  skin  contact.  It 


might  be  mentioned  that  hazards  of  ingestion  are 
extremely  rare  in  industry. 

6.  If  the  harmful  exposure  can  not  be  satisfac- 
torily controlled  at  its  source,  a substitute  material 
should  be  considered.  Such  a substitute  must  be 
equally  applicable  for  the  purpose,  equally  available, 
and  known  to  constitute  less  physiological  hazard. 

7.  When  hazardous  materials  must  be  used  and 
the  hazard  can  not  be  controlled  at  its  source  or  by 
substitution,  such  measures  as  the  following  must 
be  considered : 

a.  Isolation  of  process  to  expose  as  few  indi- 
viduals as  possible. 

h.  Shorter  time  of  exposure  alternating  with 
some  other  hazard-free  work. 

c.  Use  of  personal  protective  equipment. 

d.  Periodic  physical  examinations  with  removal 
from  further  exposure  at  any  sign  of  an  adverse 
effect  on  the  individual.  This  shoidd  be  done  be- 
fore any  disability  has  resulted. 

8.  Proper  plant  and  personal  hygiene. 

SUMMARY 

In  summary,  the  fundamentals  of  control  may  be 
stated  as  follows: 

1 . Knowledge  of  materials  handled,  what  they 
are,  what  may  be  their  physiological  action,  what 
additional  products  may  be  formed  during  their  use 
and  the  hazards  of  these  residting  products. 

2.  Engineering  methods  to  control  all  exposures, 
as  far  as  possible,  at  the  source. 

3.  The  use  of  properly  designed  and  selected 
personal  protective  equipment  when  indicated.  Strict 
observance  of  good  personal  hygiene. 

4.  Physical  examinations.  These  are  most  es- 
sential for  proper  placement  of  men  in  such  physical 
condition  that  the  exposures  of  their  work  will  not 
constitute  an  undue  hazard  and  for  early  detection 
of  any  departure  from  the  normal  due  to  exposure. 
The  object  should  be  to  remove  the  employe  from 
exposure  before  any  disease  or  disability  is  caused. 

5.  If,  in  spite  of  the  above,  because  of  failure 
of  recognized  control  measures,  accidental  increase 
of  exposure,  the  use  of  material  of  undetermined 
hazard,  or  unusual  individual  susceptibility,  occu- 
pational disease  does  occur,  the  patient  should  be 
placed  promptly  under  properly  directed  medical 
treatment  and  a thorough  study  made  to  determine 
the  source  of  the  disease  in  order  to  prevent  its  oc- 
currence in  others. 
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OTOLARYNGOLOGIC  CONTACTS  IN 
DENTISTRY* 

By  H.  V.  KING,  IVI.  D., 

Morgantown,  West  Virginia 

In  this  paper  it  is  not  my  intention  to  introduce 
any  new  ideas.  The  field  has  been  well  covered  by 
clinicians  having  at  their  disposal  the  services  of 
many  eager  young  assistants.  Rather  it  concerns  a 
grouping  of  the  old  concepts,  an  emphasis  on  some, 
and  a general  alerting  to  the  advantages  to  be  gained 
by  a close  liaison  between  the  two  kindred  profes- 
sions. 

Consider  for  a moment  that  the  entire  anatomic 
field  of  dentonasal  relations  is  developed  from  the 
primitive  stoma.  Consider  further  that  in  the  lower 
animals  and,  to  some  extent,  in  man,  this  field  most 
directly  and  imminently  is  charged  with  the  duties 
of  self-preservation,  subsistence,  and  general  social 
activities.  One  would  presume  that  this  area  would 
be  richly  and  fully  innervated,  with  most  direct  con- 
nections between  its  several  functions.  This  is  true, 
in  some  cases  all  too  true,  by  w.ay  of  the  trigeminal 
and  facial  nerves  and  immediately  through  the 
sphenopalatine  ganglion.  The  entire  vegetable  ner- 
vous system  also  is  closely  linked.  A rich  harvest 
awaits  the  young  investigator  who  tills  this  field  and 
brings  forth  its  neurological  results. 

The  father-son  relationship  of  the  medico-dental 
groups  is  seen  most  fully  in  the  otolaryngologic  area. 
V^iewing  this  as  a mutual  and  happy  state,  let  us  see 
what  duties  we  owe  each  other,  what  diagnostic 
and  therapeutic  advantages  we  may  give  each  other, 
and  what  joint  aids  we  may  contribute  to  human 
comfort  and  welfare. 

Chronologically,  I believe  the  first  and  graver 
responsibility  lies  with  the  otolaryngologist.  He,  with 
the  general  practitioner,  sees  first  and  before  any 
permanent  dentition,  those  cases  in  which  over- 
growth of  the  pharyngofaucial  lymphoid  structures 
deprives  the  nasopalatal  region  of  its  proper  air  stim- 
ulus. This  syndrome  has  plagued  humanity  ever 
since  it  emerged  from  the  family-tribal  social  era. 
Mass  infection  and  increased  bacterial  activity  pro- 
duce a direct  response  of  tonsil  and  adenoid  hyper- 
plasia. 

•Presented  before  the  Monongalia  County  Medical  Society  at 
Morgantown,  November  6,  1945. 


^I'he  clinical  picture  we  see  is  that  of  a high  and 
narrow  palate,  a crowding  forward  of  the  premax- 
illary bone,  with  the  accompanying  forward  move- 
ment of  crowded  dentition.  This  picture  of  buck 
teeth,  a tendency  to  caries,  and  a mouth  hard  to 
clean,  is  a vicious  circle  and  is  the  primary  respon- 
sibility of  the  nose  and  throat  man.  His  obligation 
is  to  see  that  an  early  correction  of  these  bad  condi- 
tions is  made.  The  adenoid  situation  may  be  cor- 
rected very  early,  done  in  many  cases  in  the  first 
weeks  of  life  and  without  anesthesia.  At  this  age 
tissues  involved  are  quite  soft,  almost  gelatinous. 

Again,  in  the  tonsil-adenoid  operation  the  age  of 
the  patient  is  not  vital.  I have  one  infant  who  un- 
derwent tonsillectomy  at  the  age  of  13  months  and 
cases  have  been  reported  In  which  operation  was 
performed  as  early  as  7 months.  With  proper  tech- 
nic a clean  result  may  be  had.  In  any  event  the 
possibility  of  recurrence  should  not  defer  the  pro- 
cedure whenever  needed.  In  the  older  child  and 
in  adults  we  often  encounter  carious  teeth,  gingi- 
vitis, alveolar  abscesses  and  dental  cysts.  These  pa- 
tients should  be  firmly  referred  to  the  dentist  for 
treatment. 

Before  leaving  this  subject,  the  question  arises  as 
to  who  should  remove  the  damaged  deciduous  teeth 
So  often  found  at  the  time  of  tonsillectomy.  In 
many,  these  are  so  loose  that  they  are  practically 
extracted  by  the  Introduction  of  a mouth  gag.  In 
others  there  are  complications  In  the  form  of  alveolar 
infection,  and  in  still  others  the  mother  of  the  pa- 
tient wants  a dentist  called  for  the  purpose  of  ex- 
traction. During  the  rush  of  work  which  has 
pressed  all  of  us  through  the  war  years  the  den- 
tist’s day  has  been  filled  with  appointments  and  it 
has  been  difficult  for  him  to  leave  his  work  at  the 
time  the  operation  is  scheduled. 

.Also  proper  to  this  discussion  Is  the  question  of 
the  propriety  of  extracting  permanent  teeth  during 
the  general  anesthesia  of  a tonsillectomy. 

.A  joint  responsibility  arises  when  teeth  encroach- 
ing on  the  maxillary  sinus  are  extracted.  In  many 
of  these  cases  a direct  opening  is  left.  Most  of  them 
heal  without  trouble  provided  a clot  is  formed  and 
probing  and  packing  are  omitted.  At  this  point  let 
me  mention  the  fact  that  a single  standing  molar  in 
the  maxillarv  region  presents  a problem.  Removal 
of  part  of  the  sinus  wall  in  such  cases  constitutes  a 
complication  and  a threat  to  be  avoided. 
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Cases  in  which  a root  apex  has  been  lost  into  the 
sinus  are  not  rare.  Surely  the  dentist  should  be 
given  a clean  bill  of  health  and  the  presence  of  the 
bit  verified  by  x-ray,  when  its  removal  intranasally 
should  be  simple.  Dentigerous  cysts  opening  into 
the  sinus  are  a joint  problem  and  should  be  so 
handled. 

In  fractures  of  the  maxilla  the  dentist  has  con- 
tributed widelv  and  often.  The  construction  of 
dental  splints  is  properly  and  aptly  in  his  field.  Every 
case  is  an  individual  study  and  can  be  met  by  in- 
genious dental  mechanics.  The  least  we  can  do  is 
to  have  a dental  consultant  in  all  of  these  cases.  .As 
they  are  cared  for,  at  least  in  our  section,  by  the 
general  surgeons,  T pass  the  buck  to  them. 

Fracture  of  the  mandible  should  be  almost  en- 
tirely a dental  assignment.  The  many  cases  in  which 
facial  deformity  and  malocclusion  are  seen  after  a 
broken  jaw  could  be  largely  avoided.  Possibly  the 
dentists  might  select  one  of  their  number  to  engage 
in  this  work. 

Further  aid  may  be  given  by  the  dentist  in  the 
incidence  of  otalgia,  tinnitus  and  deafness.  ^Vhen 
the  usual  signs  of  otalgia  are  absent,  search  should 
be  made  for  impactions,  infected  or  necrotic  pulps, 
or  other  abnormalities,  which,  if  found,  should  be 
corrected  by  the  dentist. 

Dislocations  of  the  jaw  occur  in  both  fields.  Here 
the  otolaryngologist  has  an  advantage,  for  his  lux- 
ations are  usually  under  general  anesthesia  and  there- 
fore readily  reduced.  The  dentist,  working  with 
local,  is  not  so  fortunate. 

Deafness  and  tinnitus  may  be  due  also  to  mal- 
position of  the  temporomandibular  joint.  This  artic- 
ulation, which  assumes  its  permanent  form  at  age 
ten  or  earlier,  is  affected  by  malocclusion  and  by 
'hanges  in  the  angle  due  to  extractions  with  conse- 
(uent  atrophy  of  the  alveolar  bone. 

Brown  and  Kelley  report  a case  of  earache  in- 
reasing  in  severity  until  nightly  sedatives  were  re- 
]uired.  The  pain  also  radiated  to  the  occipital  and 
emporal  regions.  Study  of  this  case  showed  a mal- 
Kclusion,  and  when  a fourth  inch  bite  block  was 
itted,  the  symptoms  disappeared. 

Sidney  Kohn  presented  a case  of  unilateral  ear 
ind  mandibular  pain,  due  to  childhood  injury.  This 
jIso  was  relieved  following  the  removal  of  an  im- 
pacted third  molar  and  fitting  a bite  block. 


The  temporomandibular  joint  is  usually  regarded 
as  not  susceptible  to  change  after  assuming  its  per- 
manent form.  This,  if  true,  is  unusual. 

Simple  narrowing  of  the  nasal  choanae  is  some- 
times found  in  older  children,  associated  with  a high 
narrow  palate.  Some  advantages  may  be  had  in 
these  cases  by  orthodontic  spreading  of  the  palate. 

One  of  the  more  frequent  conditions  encountered 
by  both  the  otologist  and  the  dentist  is  Vincent-Plaut, 
Vincent’s,  trench  mouth,  or,  in  more  recent  nomen- 
clature, fusi-spirochetal  infection.  The  diagnosis  is 
fairly  easy  to  make.  However,  thoughts  of  diph- 
theria-streptococcic membrane  and  even  syphilitic 
mucous  patches  inti  ude  and  may  confuse  us  at  times. 
The  purely  dental  cases  are  found  as  a specific  gin- 
givitis of  considerable  intensity,  often  producing  such 
pain  and  sensitiveness  that  food  is  neglected.  In 
these  cases  a thorough  scaling  of  the  teeth  must  be 
done  in  addition  to  the  treatment  selected.  As  to 
general  measures,  the  arsenicals  are  active  and  ef- 
fective. Bismuth  fills  the  same  requirements.  The 
local  treatment  includes  nascent  oxygen  and  acids. 
To  these  now  have  been  added  the  sulfonamides 
and  penicillin,  from  the  administration  of  which, 
prompt  relief  is  claimed.  In  any  case  in  which  there 
is  no  response  after  a week’s  treatment  a serologic 
test  for  syphilis  should  be  made.  In  this  connection 
the  possibility  of  an  oral  or  faucial  primary  lesion 
should  be  mentioned.  Many  have  been  reported  but 
I have  never  seen  a case. 

Maxillary  and  dental  malignancies  are  seen  in- 
frequently. The  diagnosis  and  treatment  in  these 
cases  are  usually  a joint  concern.  Maxillary  sar- 
comas have,  and  deserve,  a particularly  bad  name 
and  are,  fortunately,  rare. 

I have  not  mentioned  the  many  cases  of  corneal 
ulcer  and  other  eye  conditions  in  which  the  teeth  are 
antecedent  or  involved.  They  might  properly  be 
made  the  subject  of  a future  discussion.  Taken  as 
a whole,  a closer  and  more  expanded  bond  between 
the  otolaryngologist  and  dentist  should  insure  better 
care  for  our  patients  and  additional  returns  for  both 
professions. 
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MESENTERIC  OCCLUSION  TREATED 
BY  MIKULICZ  TYPE  OF  RESECTION 

CASE  REPORT 

By  CHAUNCEY  B.  WRIGHT,  M.  D„ 

Huntington,  West  Virginia 

Pathological  occlusion  of  the  blood  vessels  of  the 
mesentery  has  a high  mortality  rate,  as  much  as  75 
per  cent  being  reported  in  some  instances.  In  a 
large  series  of  cases,  Trotter^  has  stated  that  arterial 
occlusion  contributes  60  per  cent  of  the  total  mesen- 
tetric  occlusions  and  thrombosis  of  the  mesenteric 
veins  occur  in  40  per  cent  of  the  cases.  Bockus= 
states  that  circulatory  disease  plavs  a most  important 
role  as  an  etiological  factor  and  quite  often  venous 
thrombosis  is  associated  with  appendicitis,  pelvic  in- 
flammatory disease,  carcinoma  of  the  pancreas  and 
strangulated  hernia.  The  exact  cause  is  obscure. 
In  arterial  occlusion  due  to  embolism  or  thrombosis, 
mitral  stenosis  and  idcerative  endocarditis  have  been 
reported.  Other  causes  which  have  been  listed  are 
ai'terial  sclerosis  and  traumatic  injuries  of  the  ab- 
domen. Whitaker  and  Pemberton®  have  listed  the 
source  of  mesenteric  vascular  occlusion  in  a series  of 
60  cases.  Klemp^  has  emphasized  the  importance 
of  thrombosis  due  to  trauma.  Dunphy^  Englebert 
and  Whitfield"'  have  presented  a study  of  30  cases 
of  mesenteric  vascular  disease,  where  arterial  throm- 
bosis accounted  for  over  50  per  cent  of  the  cases 
and,  in  over  80  per  cent  of  the  cases,  the  ileum 
was  involved.  In  a large  proportion  of  their  arterial 
cases  there  was  extensive  coronarj'  artery  disease  or 
cerebral  arterial  sclerosis,  and  in  60  per  cent  of  the 
venous  group,  cirrhosis  of  the  liver  was  recognized. 
In  104  cases.  Brown"  reported  71  deaths  and  the 
associated  pathology  revealed  appendicitis  in  1 7 per 
cent  of  the  cases  in  the  arterial  group. 

.•\lthough  treatment  by  enterostomy  has  been  ad- 
vocated by  some,  primary  resection  with  anastomosis 
is  the  probable  method  of  choice. ■'*  Luke"  reports 
a case  of  mesenteric  thrombosis  with  recover!’  treated 
with  heparin  alone.  Doran^“  recently  has  reported 
a recovery  following  an  ileocolostomy.  Wangen- 
steen” reported  recovery  in  a patient  that  was  treated 
fur  seven  days  b)'  e.xteriorization  of  the  involved 
bowel. 

Primary  excision  of  the  involved  bowel,  followed 
by  a lateral  anastomosis,  is  obviously  the  ideal  pro- 
cedure. On  the  other  hand,  as  in  the  case  reported 
below,  where  the  lines  of  demarcation  between 
normal  and  pathologic  bowel  are  poorly  defined, 


exteriorization  with  resection  of  the  necrotic  bowel 
seems  indicated. 

CASE  REPORT 

J.P.,  white,  male,  age  47,  was  admitted  to  St. 
.Mary’s  Hospital  on  the  evening  of  july  1,  1943. 
Twelve  hours  before  admission  to  the  hospital  he 
had  been  awakened  from  his  sleep  by  sharp  excru- 
ciating pain  over  the  epigastrium.  He  immediately 
became  nauseated  but  did  not  vomit.  The  pain  was 
colicky  in  character  and  continued  in  severity  until 
he  was  seen  by  his  famih’  physician  at  2 p.m.  He 
was  given  morphine  sulphate  gr.  34-  At  the  time 
of  admission  to  the  hospital,  he  appeared  to  be  in 
shock.  His  temperature  was  98  F.,  pidse  101  and 
respiration  22.  The  blood  count  and  the  urine 
were  essentially  normal.  There  was  marked  ten- 
derness and  board-like  rigidity  over  the  epigastrium. 
There  was  no  distention  and  no  mass  could  be  pal- 
pated. A diagnosis  of  perforated  duodenal  idcer  was 
made  and  an  operation  was  performed  immediately. 
There  was  bloody  fluid  in  the  peritoneal  cavity.  The 
jejunum,  from  near  its  proximal  end,  was  gangren- 
ous, and  the  ileum  had  a bluish  appearance  which 
extended  as  far  as  the  ileocecal  junction.  A Mikulicz 
ti’pe  of  resection  of  3 34  feet  of  the  jejunum  was 
done.  The  blood  chlorides  and  blood  proteins  were 
maintained  by  infusions  and  transfusions.  On  July 
6,  the  continuity  of  the  intestines  was  restored  tem- 
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porarily  by  connecting  the  two  loops  with  a rubber 
tube,  but  this  was  discontinued  in  five  hours  because 
of  abdominal  cramps  and  distention.  A crushing 
clamp  was  applied  between  the  two  loops  on  July 
15,  and  secondary  closure  of  the  wound  was  done 
on  August  3 1 . The  pathologic  diagnosis  of  Dr. 
S.  Werthammer  was  as  follows:  “Necrosis  and  hem- 
orrhagic infarction  of  a section  of  the  jejunum  due 
to  thrombosis  of  a branch  of  the  mesenteric  artery.” 
In  November,  1943,  the  patient  returned  to  his 
work  as  a machine  operator  in  a shoe  factory. 

CONCLUSIONS 

There  are  many  contributory  factors  causing 
mesenteric  thrombosis,  although  the  exact  etiology 
is  not  known.  The  different  methods  of  treatment 
have  been  reviewed,  and  a report  of  a case  in  which 
treatment  by  exteriorization  with  resection  of  the 
bowel  resulted  in  recovery,  is  presented. 
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AMERICAN  PEOPLE  CANCER  CONSCIOUS 

According  to  the  Gallup  Poll,  more  than  seventy- 
five  per  cent  of  our  population  is  in  favor  of  an 
appropriation  by  the  government  of  $200,000,000 
for  the  study  and  treatment  of  cancer.  This  shows 
that  the  American  people  are  alive  to  the  import- 
ance of  the  cancer  problem.  After  all,  the  physi- 
cians of  America  are  solely  responsible  for  the 
outstanding  knowledge  possessed  by  our  folk  con- 
cerning cancer,  this  through  every  form  of  pub- 
licity, including  newspaper  and  magazine  articles, 
radio  talks,  and  personal  appearance  before  various 
groups  throughout  the  country. — J.  Ind.  State  Med. 
Assn. 


VENTRICULOCISTERNOSTOMY 
(REPORT  OF  FOUR  CASES) 

By  ARCHER  A.  WILSON,  M.  D.,  F.  A.  C.  S.* 

Charleston,  West  Virginia 

T'he  aqueduct  of  Sylvius  is  a short,  small  tube 
situated  deep  in  the  mid-brain,  connecting  the  third 
and  fourth  ventricles.  T hrough  it  cerebrospinal 
fluid  must  pass  from  its  source  in  the  lateral  and 
third  ventricles  to  the  fourth,  and  thence  to  its  ab- 
sorptive field.  This  area  is  extremely  important  in 
that  lesions  here  obstruct  the  flow  of  fluid  through 
this  narrow  passage  and  thereby  produce  an  internal 
hydrocephalus  with  all  its  terrible  consequences  and 
implications.  It  is,  therefore,  an  area  of  much  con- 
cern to  the  neurosurgeon  in  his  attempt  to  deal  with 
lesions  which  have  produced  an  obstruction  at  this 
point.  Tumors  in  or  under  the  third  ventricle  (with 
the  exception  of  the  so-called  colloid  cysts  which  are 
located  in  the  anterosuperior  part  of  the  third  ven- 
tricle in  the  immediate  vicinity  of  the  foramen  of 
.Monro)  are  most  hazardous  for  surgical  removal. 
The  same  applies  to  tumors  above  the  aqueduct, 
such  as  pineal  tumors,  which  may  be  of  relatively 
slow  growth.  Another  type  of  lesion  found  in  this 
area  may  be  a malformation  of  the  aqueduct  itself 
or  stricture  of  this  passage  as  the  result  of  inflam- 
matory change.  There  long  has  been  the  need  of 
some  palliative  short  circulating  procedure  which 
would  relieve  the  internal  hydrocephalus  and  its  con- 
sequent symptoms  in  such  lesions,  particularly  those 
due  to  slow  growing  tumors  in  the  area  or  mal- 
formation of  the  aqueduct  itself,  so  that  such  patients 
might  be  offered,  for  a time  at  least,  a happy  and 
useful  life  after  alleviation  of  an  obstructed  flow  of 
cerebrospinal  fluid.  Quite  obviously,  the  ultimate 
outcome  depends  upon  the  nature  of  the  obstructive 
lesion.  Tumors  of  the  brain  stem  often  terminate 
fatally  by  direct  encroachment  upon  vital  centers 
before  they  have  grown  large  enough  to  cause  an 
obstructioi!,  and  in  such  instances,  neither  the  pro- 
cedure described  below  nor  any  other  measure  will 
materially  alter  the  outcome,  either  as  to  relief  of 
s\inptoms  or  prolongation  of  life.  Nevertheless, 
there  are  many  instances  in  which  the  procedure 
will  alleviate  distressing  symptoms,  avert  a disaster, 
and  enable  the  patient  to  enjoy  a comfortable  respite 
or  perhaps,  in  some  instances,  effect  a cure. 


'From  the  Neurosurgical  Services,  Charleston  General  and  St. 
Francis  Hospitals,  Charleston,  West  Virginia. 
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'rnrkildsen',  on  September  27,  1937,  operated 
on  a 1 3 )'ear  old  girl  who  gave  a history  (if  head- 
aches and  occasional  vomiting  of  four  years’  dura- 
tion. She  showed  a marked  bilateral  papilledema 
and  a slight  hemiparesis  of  the  right  side.  Ventric- 
ulography revealed  symmetrically  enlarged  lateral 
and  third  ventricles.  Upon  cerebellar  craniotomy, 
no  tumor  was  found,  but  when  a small  catheter 
was  passed  into  the  aqueduct  from  the  fourth  ven- 
tricle, an  obstruction  was  encountered  after  about 
1 cm.  of  free  passage.  Confronted  with  such  a 
problem,  he  devised  a procedure  known  as  ventric- 
ulocisternostomy which  he  reported  in  1939,  and 
four  \ears  later,  he  reported  that  this  girl  was  living 
and  well  and  had  shown  no  evidence  of  her  former 
increased  intracranial  pressure.  In  September,  1938, 
he  did  a similar  operation  on  a 23  year  old  man 
who  consulted  him  because  of  headaches,  vomiting, 
and  a chc.'ked  disc  of  3 diopters.  Ventriculography 
disclosed  a tumor  in  the  pineal  region.  With  such 
findings,  this  man  certainly  had  little  to  look  for- 
ward to.  Ventriculocisternostomy  permitted  him 
complete  relief  of  his  symptoms,  enabled  him  to 
complete  his  education  and  to  become  a teacher. 
Thirty-two  months  later  the  author  reported  . . . 
“He  performs  his  duty  at  two  different  schools, 
necessitating  regular  and  long  travels  by  foot  over 
the  mountains.  Thus  he  leads  a strenuous  life,  is 
a hard  working  man  and  feels  quite  fit  for  his  work.” 
The  other  five  cases  originally  reported  in  1938 
were  followed  for  a shorter  period  of  time.  The 
success  of  the  procedure,  of  course,  depends  upon 
the  nature  of  the  lesion  causing  the  obstruction.  If 


the  tunif)!'  is  of  rapid  growth,  then  the  period  of 
postoperative  survival  must  necessarily  he  of  limited 
duration. 

Ventricidocisternostomy  is  a simple  procedure  to 
carry  out  in  association  with  a cerebellar  craniotomy. 
It  consists  of  introducing  a small  catheter  into  the 
posterior  horn,  securing  it  to  the  dura  in  one  of  the 
burr  openings  which  always  must  be  made  over  the 
posterior  horns  in  cerebellar  tumeu"  suspects.  A tun- 
nel is  then  made  in  the  skull  from  the  burr  opening 
to  the  cerebellar  wound  and  the  catheter  passed 
through  this  tunnel  under  the  scalp;  its  other  end 
is  then  secured  under  the  cerebellar  dura  and  over 
the  cisterna  magna,  and  the  overlying  dura  is  then 
closed  tightly.  Thus  the  trapped  supratentorial  fluid 
is  short  circuited  around  the  obstructed  Svlvian  aque- 
duct to  the  subtentorial  basal  cisterns  whence  it  is 
free  to  reach  its  absorptive  field. 

I'our  cases  are  presented  in  which  this  palliative 
procedure  has  been  carried  out  with  gratifying  re- 
sults. Four  other  cases  have  been  similarly  treated 
in  known  malignant  lesions  of  the  brain  stem  area 
but  these  are  not  reported  for  the  reason  that  the 
survival  period,  owing  to  the  nature  and  location 
of  the  lesions,  was  short  and  it  was  not  felt  that  any 
significant  benefit  was  derived  from  the  procedure. 

Case  1. — B.  J.  L.,  male,  age  8,  was  admitted 
to  the  neurosurgical  service  of  the  St.  Francis  Hos- 
pital, May  16,  1942,  at  the  suggestion  of  Dr.  A.  E. 
McClue,  because  of  nausea,  vomiting,  headache  and 
staggering. 


Case  No.  1,  showing  tube  and  patient  four  years  after  operation. 
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This  patient  was  supposedly  well  until  five  weeks 
before  admission,  when  he  had  mumps.  This  dis- 
ease was  associated  with  drowsiness,  headache,  nau- 
sea and  vomiting  which  was  projectile  in  character 
and  which  persisted  until  the  day  of  his  admission 
to  the  hospital.  Diplopia  had  been  present  for  three 
weeks,  and  staggering,  in  no  particular  direction, 
had  been  severe  for  three  weeks. 

His  gait  was  very  ataxic  and  there  was  marked 
decomposition  of  all  coordinated  movement,  about 
equal  on  both  sides.  There  was  no  nystagmus  or 
ocular  muscle  palsies.  His  optic  nerve  heads  showed 
marked  papilledema  with  hemorrhages.  There  was 
a positive  .MacEwen’s  sign,  and  bilateral  subocci- 
pital  tenderness  was  present.  The  blood  pressure 
was  90  systolic  and  60  diastolic.  The  general  lab- 
oratory studies  showed  normal  findings.  An  x-ray 
of  the  skull  revealed  widening  of  the  frontoparietal 
and  parieto-occipital  sutures  and  some  mottling  of 
the  inner  table.  He  was  suspected  of  having  a mid- 
line  posterior  fossa  tumor. 

Ventricular  estimation  revealed  extremely  dilated 
lateral  ventricles  with  a prompt  crossing  of  the  dye. 
Cerebellar  craniotomy  was  then  carried  out.  When 
the  dura  was  opened,  the  cisterna  magna  was  found 
to  he  full  of  fluid.  The  cerebellar  lobes  and  vermis 
appeared  to  be  normal  and  no  cyst  or  solid  tumor 
was  encountered  upon  brain  puncture.  The  lateral 
angles  revealed  no  tumor.  The  fourth  ventricle 
was  explored  and  found  to  be  normal  but  no  dye- 
colored  fluid  could  be  seen  coming  from  the  aque- 


duct. V^entriculocisternostomy  was  then  carried  out, 
a small  catheter  beimr  passed  into  the  right  posterior 
horn,  anchored  to  the  dura  and  brought  out  under 
the  scalp,  and  secured  to  the  undersurface  of  the 
dura  over  the  cisterna  magna.  The  dura  was  closed 
in  the  usual  manner  as  was  the  wound. 

His  postoperative  convalescence  was  quite  stormy. 
-Approximately  two  weeks  after  operation,  his  con- 
dition still  not  being  satisfactory,  1 cc.  of  indigo 
carmine  was  injected  into  the  left  posterior  horn 
and  three  hours  later  a good  concentration  of  the 
dye  was  obtained  upon  lumbar  puncture,  indicating 
the  patency  of  the  tube.  He  left  the  hospital  June 
29,  1942,  by  which  time  his  choked  discs  had  greatly 
receded  although  the  cerebellar  herniation  wound 
was  quite  tense.  His  attacks  of  vomiting  were  much 
less  frequent. 

He  was  examined  December  17,  1945,  and  ap- 
peared to  be  bright  and  alert,  and  in  excellent  phys- 
ical health.  His  base  was  a little  wide,  perhaps, 
but  his  gait  was  normal,  his  station  was  steady  and 
there  was  no  evidence  of  any  decomposition  of  co- 
ordinated movement.  He  has  sustained  some  visual 
deterioration  from  his  chronic  intracranial  pressure 
as  manifested  by  a pallor  of  his  nerve  heads.  He 
stated  he  was  playing  outdoor  games  with  other 
children  of  his  age,  had  no  complaints,  and  his 
mother  stated  that  in  spite  of  his  visual  loss,  he  is 
an  “A”  student  in  school. 

It  seems  hardly  possible  that  this  boy  could  har- 
bor a tumor  in  so  vital  an  area  as  the  region  of  the 


Case  No.  2,  showing  tube  and  patient  three  -years  after  operation. 
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aqueduct  and  still  he  so  well  four  years  after  opera- 
tion. 

Case  2 — R.  G.,  male,  age  9,  was  admitted  to 
the  neurosurgical  service  of  the  Charleston  General 
Hospital,  April  14,  1943,  upon  the  suggestion  of 
Dr.  E.  C.  Hartman  of  Parkersburg,  W.  Va.,  be- 
cause of  headache,  vomiting,  staggering  and  a 
marked  papilledema  with  retinal  hemorrhages. 

He  had  complained  of  headache,  more  or  less 
constant  for  seven  months,  with  nausea  and,  upon 
occasion,  vomiting.  Recently  his  parents  noticed 
that  he  staggered  and  medical  aid  was  sought.  There 
was  no  history  of  recent  injury  or  infection.  There 
were  no  physical  findings  of  note  and  his  past  and 
family  histories  were  noncontributory. 

He  presented  the  following  neurological  signs  and 
symptoms:  Extreme  edema  of  both  optic  nerve  heads 
with  retinal  hemorrhages  but  wnth  no  field  defects. 
No  nystagmus  or  ocular  muscle  palsies  were  present 
and  all  cranial  nerves  were  intact.  There  were  no 
motor,  sensory  or  reflex  changes.  His  gait  was  some- 
what ataxic,  especially  when  attempting  to  walk 
a straight  line,  although  there  was  no  lateral  pulsion. 
His  finger  to  nose  and  heel  to  knee  tests  were  car- 
ried out  with  great  difficulty.  There  was  subocci- 
pital  tenderness,  about  equal  on  both  sides.  Mac- 
Ewen’s  sign  was  positive.  His  routine  laboratory 
studies  were  negative  while  x-rays  of  the  skull 
showed  a widening  of  the  sutres,  and  irregular  thin- 
ning  of  the  bones  of  the  skull,  indicative  of  increased 
intracranial  pressure. 


Operation  was  carried  out  April  21,  1943,  under 
avertin-ether  anesthesia.  Ventricular  estimation  re- 
vealed both  lateral  ventricles  dilated  with  a prompt 
crossing  of  the  dye.  The  usual  cerebellar  cranio- 
tomy was  then  carried  out  and  the  dura  opened, 
exposing  both  cerebellar  lobes.  The  cisterna  magna 
was  obliterated  by  the  backward  bulging  of  a grayish- 
red  tumor  mass  occupying  the  entire  vermis.  The 
solid  tumor  mass  was  well  demarcated  and  was 
subtotally  removed  by  suction. 

Because  of  the  expected  recurrence  of  this  tumor, 
it  was  felt  that  ventriculocisternostomy  might  be  of 
value  later,  so  a No.  8 French  catheter  was  placed 
in  the  left  posterior  horn,  secured  to  the  dura,  and 
then  passed  under  the  scalp  and  sutured  to  the  under- 
surface of  the  dura  over  the  cisterna  magna.  The 
dura  was  closed,  and  the  wound  was  closed  in  lay- 
ers in  the  usual  manner.  The  paraffin  sections  later 
confirmed  the  diagnosis  by  frozen  section  of  proto- 
plasmic astrocytoma.  His  postopeiative  recovery  w'as 
uneventful  and  he  left  the  hospital  May  11,  1943. 

His  mother  reports  that  he  is  now  an  “A”  stu- 
dent in  school  while  Doctor  Hartman  reports  De- 
cember 28,  1945  (2j4  years  after  operation):  “He 
has  had  no  symptoms  whatsoever  that  would  indi- 
cate his  old  trouble.  Upon  questioning  him  the  only 
indication  he  has  had  is  a slight  headache  following 
extreme  exertion,  like  w'restling,  boxing,  and  play- 
ing as  a boy  of  his  age  would  do.  His  vision  is  20/20 
in  each  eye  wdth  no  limitation  of  the  fields  of  vision. 


Case  No.  3,  showing  lube  and  patient  18  months  after  operation, 
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He  is  going  to  school  every  day  and  apparently  is 
in  the  best  of  health.” 

Case  J — N.  C.  H.,  female,  age  6,  was  admitted 
to  the  neurosurgical  service  of  the  Charleston  Gen- 
eral Hospital,  September  26,  1944,  at  the  sugges- 
tion of  Drs.  A.  M.  Jones  and  M.  Gilmore  of 
I’arkersburg,  Va. 

'I'he  patient’s  mother  stated  that  the  child  was 
thought  to  he  pcrfectl\-  well  until  January,  1944, 
when  she  had  a head  cold,  and  about  two  weeks 
later,  a bilateral  otitis  media.  Jn  June  or  July  it 
was  noticed  that  she  was  staggering,  and  for  about 
three  weeks  before  admission  she  suffered  consider- 
ably from  headache  but  there  had  been  very  little 
vomitinir.  She  had  complained  of  dizziness  since 
July.  She  was  quite  ata.xic  in  her  gait,  tending  to 
fall  to  either  side  or  backward,  there  being  a marked 
decomposition  of  coordinated  movement,  about 
ecjual  on  both  sides.  There  was  no  nystagmus  but 
her  optic  nerve  heads  showed  moderate  edema. 
I here  were  no  motor,  sensory  or  reflex  changes. 
Skull  plates  revealed  a suture  separation,  irregular 
thinning  of  the  inner  table  of  the  skull,  with  erosion 
of  the  anterior  and  posterior  clinoids  as  well  as  the 
floor  of  the  sella,  indicating  an  increased  intracranial 
pressure.  Routine  laboratory  studies  were  normal. 
Sbe  was  suspected  of  having  a midline  posterior  fossa 
tumor. 

Operation  was  performed  September  27,  1944, 
under  intratracheal  ether  anesthesia.  \^entricular  es- 
timation revealed  symmetrically  dilated  ventricles 
with  a prompt  crossing  of  the  dye.  This  was  fol- 
lowed b\'  the  usual  cerebellar  craniotom\'.  After 
the  dura  w'as  opened,  it  was  noted  that  the  cisterna 
magna  w'.as  fvdl  of  fluid.  The  vermis  and  both  cere- 
bellar lobes  were  normal  upon  inspection  and  pal- 
pation, and  brain  needle  puncture  revealed  no  ct'St 
or  solid  tumor.  The  angles  revealed  no  evidence 
of  tumor.  The  vermis  w'as  split  and  the  fourth  ven- 
tricle was  explored.  No  dye  colored  fluid  could  be 
seen  com.mg  from  the  aqueduct,  so  a ventriculo- 
cisternostomy was  done,  the  catheter  being  placed 
in  the  left  posterior  horn,  secured  to  the  dura,  car- 
ried under  the  scalp,  and  anchored  to  the  under 
surface  of  the  dura  over  the  cisterna  magna.  The 
dura  was  closed,  and  the  wound  closed  in  lai'ers 
in  the  usual  manner.  Her  postoperative  convales- 
cence was  uneventful  and  she  was  allowed  to  return 
to  her  home  by  ambulance  on  October  8,  1944. 


Her  pressure  signs  soon  abated  and  in  due  season 
her  ataxia  and  decomposition  of  coordinated  move- 
ment almost  completely  disappeared.  Her  mother 
writes  under  date  of  December  1 5,  1945,  as  fol- 
lows: “She  has  grown  about  seven  inches  taller. 
She  is  slim  but  weighs  58  pounds.  She  can  hop  on 
one  leg  or  walk  a straight  line  which  she  could  not 
do  before.  Her  gait  is  perfect  . . . and  she  has  no 
fear  of  falling  while  walking  or  going  downstairs 
as  she  did  before  operation.  She  is  more  active  than 
she  has  ever  been  in  her  life.  She  loves  to  study  and 
learns  casih'.  The  teacher  reports  to  me  that  she 
is  doing  fine  work  and  is  an  student.  She  is 

apparently  as  healthv  as  the  average  child.” 

Case  4 — W.  M.,  male,  age  15,  was  referred  to 
the  neurosurgical  service  of  the  Charleston  General 
Hospital  by  Dr.  J.  S.  Haiman  of  Huntington,  W. 
Va.,  because  of  headache,  and  nausea  and  vomiting 
of  two  weeks’  duration. 

The  only  finding  of  any  significance  upon  either 
physical  or  neurological  examination  was  a papille- 
dema of  considerable  degree.  .“Ml  other  crania] 
nen  es  were  intact  and  there  were  no  motor,  sensory 
or  reflex  changes.  There  was  no  evidence  of  any 
decomposition  of  coordinated  movement.  His  past 
history  revealed  only  that  he  had  been  struck  in  the 
left  cheek  with  a board,  five  weeks  previously  but 
he  had  not  been  knocked  down  or  rendered  uncon- 
scious, and  apparently  had  suffered  no  ill  effects 
from  this  injury.  He  had  been  quite  athletic  and 
had  always  enjoyed  excellent  physical  health.  Rou- 
tine laboratory  studies  were  all  within  normal  range. 
.A  ventricular  air  study  was  carried  out  December 
11,  1945,  after  skull  x-rays  had  shown  no  path- 
ological change.  One  hundred  cc.  of  ventricular 
fluid  was  removed  from  the  right  posterior  horn, 
left  side  up,  and  replaced  with  a like  quantity  of  air. 
Vcntriculographv  showed  a moderate  diffuse  en- 
largement of  the  lateral  and  third  ventricles.  Neither 
the  aqueduct  nor  the  fourth  ventricle  was  visualized. 

A cerebellar  craniotomy  was  th.en  carried  out  and 
upon  opening  the  dura  the  cisterna  magna  was 
found  to  be  full  of  fluid.  The  vermis  and  both  cere- 
bellar lobes  appeared  to  be  normal  on  both  inspec- 
tion and  palpation,  and  the  cannula  failed  to  show 
cyst  or  solid  tumor  in  either.  'I'hc  angles  were  nega- 
tive, and  the  vermis  was  split  and  the  fourth  ven- 
tricle was  explored  and  found  to  be  negative.  One- 
half  cc.  of  indigo  carmine  was  injected  into  the  pos- 
terior horn  but  no  dye  colored  fluid  was  seen  com- 
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ing  from  the  aqueduct.  A small  catheter  was  then 
placed  in  the  right  posterior  horn,  secured  to  the 
dura,  then  carried  out  under  the  scalp  and  sutured 
to  the  undersurface  of  the  dura  over  the  cisterna 
magna.  The  dura  was  closed  as  tightly  as  possible 
and  the  wound  closed  in  the  usual  manner.  He 
was  promptly  relieved  of  his  headaches,  and,  when 
he  left  the  hospital,  his  choked  disc  was  subsiding, 
and  his  convalescence  was  pro.gressing  nicely. 

SUMWIARY 

h'our  cases  are  reported  in  which  the  palliative 
procedure  of  ventriculocisternostomv,  as  devised  by 
I'orkildsen,  was  carried  out.  All  four  patients  were 
children:  three  boys  and  one  girl,  ages  6,  8,  9 and 
1 5 vears.  Their  apparent  preserit  good  health  thor- 
oughly justifies  this  procedure.  The  exact  nature  of 
the  obstructive  lesions  in  cases  1,  3,  and  4 was  not 
verified  at  operation,  but  case  2 was  that  of  a pro- 
toplasmic astrocytoma  of  the  vermis  which  was  sub- 
totally  removed.  Cases  1,  2,  and  3 presented  symp- 
toms suggesting  a posterior  fossa  tumor  while  case 
4 showed  no  localizing  neurological  signs  and  pre- 
sented only  a choked  disc.  Cases  1,  3,  and  4 showed 
a full  cisterna  magna  upon  opening  the  dura,  while 
case  2 (astrocytoma  of  vermis)  showed  this  space 
to  be  obliterated. 

It  is  interesting  to  note,  in  view  of  the  internal 
In  drocephalus  of  considerable  degree  present  in  these 


cases,  that  three  of  the  patients  have  returned  to 
school  and  are  “.A”  students.  Case  4 is  of  too  recent 
origin  to  justify  any  conclusions. 

The  indication  for  ventriculocisternostomy  in 
cases  1,  3,  and  4 was  that  the  dye  placed  in  the  ven- 
tricle could  not  be  obtained  from  the  acpieduct  wheji 
ventricular  estimation  or  ventriculography  had 
shown  the  foramina  of  Monro  to  be  patent.  The 
procedure  in  case  2 should  prove  useful  when  there 
is  a recurrence  of  his  known  tumor  of  the  vermis 
which  was  subtotally  removed. 

Comparison  of  the  preoperative  skull  plates  and 
those  made  nearly  four  years  postoperatively  in  case 
1,  confirms  the  observations  of  Oldberg*  as  to  the 
regressive  bone  changes  following  relief  of  increased 
intracranial  pressure  after  a ventriculocisternostomy. 
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Case  No.  4,  showing  symmetrically  dilated  lateral  and  third  ventricles  without  shift  and  cast  of  ventricular 

system  with  tube  in  place. 


120 


The  West  Virginia  Medical  Journal 


May^  1946 
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The  membership  of  our  Association  cannot  be  unconcerned  with 
the  trends  of  our  modern  society  today.  If  we  remain  aloof  from  all 
the  activities  dealing  with  our  status,  we  most  surely  will  live  to  regret 
our  indifference.  Moreover,  we  may  find  ourselves  embarrassed  by 
defeatist  legislation  or  arbitrary  regimentation.  We  may  soon  witness 
an  already  tax-burdened  citizenry  further  taxed  to  support  unwise 
and  dubious  projects.  Our  hands  may  be  so  tied  that  our  professional 
efficiency  may  be  handicapped. 

No  useful  purpose  is  served  by  spending  money  foolishly.  Experi- 
ments ought  not  to  be  undertaken  where  an  economic  need  has  not 
been  shown  to  exist  or  where  the  chance  for  success  is  doubtful. 
Change  is  not  justified  unless  there  is  some  proven  reason  for  it 
beyond  a restless,  unmotivated  desire  to  change. 

All  this  leads  up  to  the  relationship  of  politics  to  medicine.  On 
every  side  one  hears  the  phrase  “No  Politics  in  Medicine.”  I am  one 
of  those  who  feel  that  if  we  look  at  politics  in  its  original  meaning, 
medicine  has  plenty  of  room  for  it.  It  ought  to  mean  not  only  the 
desire  to  rule,  but  also  the  desire  to  serve.  And  the  willingness  to 
serve  ought  to  be  dominant. 

The  care  of  the  public  health  is  the  first  duty  of  the  statesman. 
The  safeguarding  and  improvement  of  public  health  is  rightly  an 
important  function  of  the  state.  It  is  my  belief  that  the  term  “politics” 
has  been  degraded  from  its  original  meaning.  Properly  it  is  a part 
of  the  philosophy  which  deals  with  sound  government,  the  attempt  of 
men  to  work  out  satisfying  relations  with  their  fellowmen  as  they 
struggle  to  live  together  harmoniously. 

To  all  these  things  we  cannot  longer  be  indifferent.  If  the  social 
and  economic  changes  promulgated  are  to  contribute  wisely  to  medical 
progress,  the  physician  should  play  a leading  role  in  determining  what 
changes  are  needed  in  our  present  system  of  practice.  Just  more  doc- 
tors, more  hospitals,  and  more  money  given  to  the  people  to  spend 
for  health  is  not  assurance  of  better  health.  Better  facilities  in  teach- 
ing institutions,  as  well  as  better  teachers  in  these  institutions,  would 
make  better  doctors,  who  in  turn  would  give  better  service  to  their 
patients. 
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HUNTINGTON  IN  MAY 

T his  is  the  last  call  for  the  annual  convention  at 
Huntington,  May  13-15.  Members  of  the  State 
Medical  Association  and  the  Woman’s  Auxiliary 
who  have  hesitated  in  the  least  about  making  the 
trip  to  that  city  need  but  a glance  at  the  programs 
that  are  printed  in  this  issue  of  The  Journal  to  con- 
vince them  that  this  is  one  meeting  that  they  cannot 
afford  to  miss. 

The  biggest  “headaclie”  in  making  preparations 
for  this  annual  event  has  been  the  matter  of  hotel 
accommodations.  Most  of  the  hotels  are  booked  to 
capacity,  but  Dr.  James  S.  Klumpp,  of  Huntington, 
and  the  members  of  his  committee  on  g;eneral 
arrangements,  are  doing  a fine  job  providing  rooms 
for  doctors  and  their  wives  who  have  failed  to  obtain 
reservations.  They  give  us  the  assurance  that 
rooms  will  be  found  for  all  members  who  come  to 
the  meeting,  but  it  is  important  that  wants  be  made 
known  immediately. 

Many  doctors  and  members  of  the  auxiliary  who 
live  in  nearby  cities  will  commute  to  Huntington 
daily  during  the  convention,  and  we  have  no  doubt 
that  those  from  a distance  will  be  able  to  find  suit- 


able accommodations  in  the  city  that  is  known  the 
country  over  for  its  hospitality. 


THANKS.  STATE  HEALTH  OFFICERS! 

We  have  information  to  the  effect  that  the  ques- 
tion of  Federal  sickness  insurance,  as  provided  for 
in  one  section  of  the  Murray- Wagner-1  )ingell  Bill, 
was  presented  to  the  recent  Conference  of  State  and 
Territorial  Health  Officers  in  Washington  and 
unanimously  rejected  by  that  body.  WTile  we  have 
watched  the  daily  press  for  some  report  of  this 
action  and  seen  none,  we  believe  this  information  to 
be  correct.  Our  congratulations  to  these  officials 
upon  the  sanity  of  their  attitude  towards  this  very 
controversial  subject. 


DOCTOR  WEST  RETIRES 

Dr.  Olin  West,  for  almost  a quarter  of  a century 
secretary  of  the  American  Medical  .A.ssociation,  re- 
cently tendered  his  resignation  to  the  Board  of 
Trustees  of  that  organiation,  effective  April  1 . Prob- 
ably no  contemporary  name  in  medicine  is  more 
familiar  to  the  rank  and  file  of  physicians  than  is 
that  of  Olin  W^est,  who  has  stood  as  the  sentinel  of 
medicine  during  the  trying  decade  and  a half  just 
preceding  today. 

Doctor  West  was  born  in  Gadsden,  Alabama, 
July  12,  1874,  and  received  his  preliminary  educa- 
tion at  Howard  College  in  that  state.  He  was  the 
son  of  a Methodist  minister.  Reverend  Anson  West, 
who  was  a great  admirer  of  the  intrepid  pioneer 
Methodist,  Stephen  Olin.  [Hence  the  name  Olin. 

After  1 eaving  Howard  College  Doctor  W^est  en- 
tered Vanderbilt,  where  he  received  a Ph.  G.  in 
1895  and  an  M.  D.  in  1898.  A member  of  the 
teaching  staff  even  before  he  received  his  doctorate, 
he  retained  his  teaching  affiliation  until  1910  when 
he  became  director  of  the  Rockefeller  Sanitary  Com- 
mission and  International  Health  Board  in  Tennes- 
see. In  1918  he  was  appointed  secretary  of  the 
Te  nnessee  State  Board  of  Health,  but  resigned  tliat 
position  to  become  field  secretary  of  the  American 
.Medical  Association  in  1922.  Dr.  Alexander  R. 
Craig,  who  was  secretary  at  the  time  of  Doctor 
West’s  appointment  as  field  secretary,  died  shortly 
afterwards  and  Doctor  \^’est  was  elected  his  suc- 
ce.ssor.  When  Dr.  George  H.  Simmons  resigned 
as  Editor  and  General  Manager  in  1924,  Doctor 
West  became  Secretary-General  .Manager,  which 
position  he  has  since  held. 
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It  is  not  an  overstatement  to  say  that  the  present 
commanding  position  of  the  American  Medical  Asso- 
ciation, not  only  in  the  medical  world  but  among 
professional  organizations  generally,  is  very  largely 
due  to  the  untiring  efforts  of  Olin  West.  While  he 
has  been  the  sentinel  of  medicine,  he  has  been  its 
guidepost  as  well.  His  clear  foresight,  outstanding 
ability,  unceasing  work,  sterling  honesty,  and  above 
all  his  human  characteristics — friendliness,  geniality, 
ready  wit,  and  aptness  as  a storyteller^have  en- 
deared him  to  thousands  of  physicians  throughout 
.America.  Our  best  wishes  go  with  him  in  his  re- 
tirement. 


THE  STATE  CANCER  PROGRAM 

Cancer  can  be  treated  effectively  only  when  it  is 
discovered.  Delav  in  discovery  may  mean  death. 
’That  is  why  those  uho  know  plead  with  you  to 
have  a regular,  complete  health  examination  at  least 
once  a year,  and  preferably  twice.  And  those  same 
authorities  give  this  comforting  advice:  “Don’t  be 
afraid  of  cancer;  just  be  afraid  of  not  discovering  it 
early ! ” 

In  1943,  the  West  Virginia  Legislature,  on  the 
personal  plea  of  Governor  Neely,  instituted  a cancer 
control  program  for  the  state.  It  was  financed  by  a 
small  appropriation,  only  $50,000  a year;  but  so 
well  has  it  been  planned  and  carried  out  that  the 
taxpayers  have  gotten  more  for  their  money  than 
they  ever  have  from  any  other  public  expenditure. 

T he  program  was  started  modestly  and  moder- 
ately. It  was  arranged  to  give  aid  to  those  who 
need  it,  but  only  to  the  extent  of  the  need.  A person 
able  to  pay  his  own  w.ay,  is  required  to  pay  it;  those 
who  can  pay  part,  but  not  all,  are  required  to  con- 
tribute their  part.  The  plan  is  cooperative,  not 
paternalistic.  TTiere  are  no  hand-outs. 

'Three  of  the  vital  ingredients  of  the  program 
are  courage,  hope  and  education.  The  doctors  of 
W'est  Virginia  are  cooperating,  and  they  are  be- 
coming cancer  conscious.  Seven  tumor  clinics  have 
already  been  established,  not  by  the  state,  but  by 
private  hospitals  and  medical  societies.  More  are  in 
the  making. 

Having  demonstrated  how  much  good  they  could 
do  with  the  modest  appropriation  with  which  they 
started,  those  in  charge  of  the  program  now  need 
more  money;  and  they  will  ask  the  next  Legislature 
for  it.  Limited  funds  now  mean  that  the  doctor 
with  an  indigent  cancer  patient  must  deliver  the 


hard  judgment  of  life  or  death  for  that  patient.  He 
must  choose  cases  which  he  believes  are  curable; 
he  cannot  take  on  all  the  cases.  No  doctor  should 
be  forced  to  make  such  a decision  because  of  lack 
of  money.  Even  the  apparently  incurable  case  some- 
times yields  successfully  to  treatment. 

Sentiment  among  those  concerned  with  cancer 
control  is  strong  for  the  enactment  by  Congress  of 
the  Neely  bill  providing  federal  funds  for  aiding  can- 
cer control  programs.  T hat  money  is  needed  desper- 
ately ; and  rui  money  appropriated  by  Congress  could 
be  used  in  a more  beneficent  cause. — Calvert  L. 
Estill  in  Wheeling  Intelligencer. 


ELECTROSHOCK  TREATMENT 

In  psychiatry  itself,  one  of  the  most  effective 
treatments  yet  devised  is  the  electroshock  treat- 
ment for  depressions.  The  skill  comes  not  in 
giving  the  treatment  but  in  diagnosing  the  disorder, 
particularly  in  its  early  stages,  when  the  first 
symptoms  are  likely  to  be  somatic  in  nature.  Loss 
of  sleep,  gastro-intestinal  complaints,  and  loss  of 
energy  are  the  early  symptoms.  Because  of  the 
danger  of  suicide  and  sometimes  of  homocide,  the 
illness  is  not  one  that  can  lightly  be  dismissed. 
The  treatment,  which  is  highly  effective,  is  much 
more  closely  related  to  physical  medicine  than 
psychotherapy.  Yet  most  general  hospitals  are 
not  equipped  to  give  such  patients  protection  or 
nursing  care.  Such  patients  are  not  “insane”  in 
the  generally  accepted  meaning  of  the  word,  and 
in  the  majority  of  cases  come  to  a psychiatric 
clinic  as  “voluntary”  patients  as  opposed  to  “com- 
mitted.”— Wilbur  R.  Miller,  M.  D.,  in  Jr.  Iowa  St. 
Med.  Soc. 


ORIGIN  OF  CESAREAN  SECTION 

Palmer  Findley,  in  his  Priests  of  Lucina,  says 
that  “so  far  as  the  records  show  the  cesarean  opera- 
tion was  not  performed  on  the  living  woman  in  the 
time  of  Julius  Caesar.  This  fact  should  effectually 
dispose  of  the  popular  belief  that  the  name  of  the 
operation  was  derived  from  the  alleged  manner 
of  birth  of  Julius  Caesar.  It  is  the  censensus  that 
the  name  was  derived  from  the  lex  regia,  in  which 
it  was  ordered  that  an  abdominal  section  must  be 
performed  on  all  dead  and  dying  women  when  in 
the  advanced  state  of  pregnancy.  Later,  the  lex 
regia  became  known  as  the  lex  cesaria  and  from 
this  law  the  name  cesarean  was  derived.” 

The  earliest  authenticated  cesarean  on  a living 
woman  was  performed  in  1500  by  Jacob  Nufer, 
a butcher  who  specialized  in  the  gelding  of  sows. 
In  Bauhin’s  account  of  the  event  (Fr.  Rousset, 
Basle,  1588)  at  Sigerhausen,  it  is  recorded  that 
he  “locked  the  door,  offered  prayer,  placed  his 
wife  on  the  table,  and  cut  her  abdomen  open.  The 
cut  was  so  skillfully  done  that  the  child  was  re- 
moved at  once  without  injury  . . . Later  his  wife 
gave  birth  to  twins,  and  gave  birth  four  times 
more.  The  child  which  was  cut  from  her  body 
lived  77  years.” 

The  Julius  Caesar  legend  does  not  hold  up  in 
the  light  of  the  historic  facts. — Medical  Times. 
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STATE  MEDICAL  ASSOCIATION  READY 
FOR  ANNUAL  MEETING  AT  HUNTINGTON 

The  79th  annual  meeting  of  the  West  Virginia 
State  Medical  Association,  at  Huntington,  May 
13-15,  will  be  a “Victory  Meeting”  in  more  ways 
than  one. 

For  the  first  time  since  1941,  a full  three-day 
meeting  will  be  held.  The  idea  of  having  general 
sessions  instead  of  section  meetings  has  proved  to 
be  so  popular  that  the  scientific  work  committee 
has  again  eliminated  meetings  of  sections  and 
scheduled  general  sessions  instead. 

Opening  ceremonies  are  scheduled  for  9:30 
o’clock  Monday  morning.  May  13,  with  Dr.  Andrew 
E.  Amick,  of  Charleston,  president  of  the  State 
Medical  Association,  presiding.  The  first  general 
session  will  begin  at  10:00  o’clock  with  Dr.  R.  Glen 
Spurling,  of  Louisville,  presenting  a paper  on, 
"Intervertebral  Disc  Surgery.” 

Services  Represented 

Prominent  among  the  speakers  accepting  invita- 
tions are  several  who  just  recently  saw  service  in 
World  War  II.  Dr.  R.  Glen  Spurling,  of  Louisville, 
clinical  professor  of  neuro-surgery  at  the  University 
of  Louisville  School  of  Medicine,  served  as  chief  of 
the  neurological  division  at  Walter  Reed  General 


Dr.  Andrew  E,  Amick,  President 


Governor  Clarence  W.  Meadows 


Hospital  from  1942  to  1944,  and  was  senior  con- 
sultant in  neuro-surgery  in  the  ETO  for  over  a 
year.  It  will  be  recalled  that  Doctor  Spurling,  then 
Lieutenant  Colonel  in  the  Army  Medical  Corps, 
was  called  by  plane  to  the  bedside  of  General 
George  W.  Patton  in  Germany  after  the  automobile 
accident  in  which  he  sustained  injuries  which 
finally  resulted  in  his  death. 

Dr.  Edmund  Eastwood,  director  of  the  out-patient 
service  of  the  veterans  administration,  and  Dr. 
George  F.  Lull,  secretary  of  the  American  Medical 
Association,  will  both  be  present.  During  World 
War  II,  Doctor  Lull  served  as  deputy  surgeon 
general  of  the  army,  with  the  rank  of  Major  Gen- 
eral. 

Dr.  William  M.  Sheppe,  of  Wheeling,  was  just 
recently  released  from  the  navy  with  the  rank  of 
Captain;  Major  Victor  Kugel  (MC)  is  still  serving 
as  chief  of  the  cardiovascular  section  at  Ashford 
General  Hospital,  and  Colonel  J.  E.  Ash  (MC)  is 
the  director  of  the  Army  Institute  of  Pathology,  at 
Washington.  Lt.  Col.  Howard  A.  Swart  (MC)  of 
Charleston,  who  is  on  the  program  for  May  15,  is 
chief  of  the  orthopedic  section  at  the  Newton  D. 
Baker  General  Hospital,  in  Martinsburg. 

Governor  Meadows  on  Program 

Governor  Clarence  W.  Meadows  will  address  a 
general  assembly  Tuesday  night.  May  14,  at  8 P.  M. 
His  subject  will  be  “Whose  Responsibility?”  He 
will  discuss  the  responsibility  of  both  the  state  and 
the  medical  profession  for  providing  good  medical 
care  for  all  of  the  people  of  West  Virginia. 

Dr.  Frank  H.  Krusen,  of  the  Mayo  Clinic,  will 
follow  Governor  Meadows  on  the  program.  His 
subject  is  “Physical  Rehabilitation  in  Civilian  Prac- 
tice. Dr.  Krusen  is  Professor  of  Physical  Medicine 
at  the  Mayo  Foundation,  University  of  Minnesota. 
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Question  and  Answer  Periods 

The  program,  which  is  printed  in  this  issue  of 
The  Journal,  shows  that  some  of  the  most  out- 
standing doctors  in  the  country  have  accepted  in- 
vitations as  speakers  at  the  meeting.  The  com- 
mittee has  arranged  two  interesting  night  sessions, 
and  the  meetings  of  the  House  of  Delegates  will 
be  held  Monday  and  Tuesday  in  the  afternoon. 

There  will  be  no  discussion  period  following 
presentation  of  papers,  but  there  will  be  a question 
and  answer  period  of  several  minutes,  with  the 
guest  speaker  in  charge. 

All  sessions  will  begin  and  end  promptly  on  time. 
It  is  necessary  that  the  schedule  be  maintained  if 
all  speakers  are  to  have  the  time  allotted  to  them. 
Luncheons  will  end  ten  minutes  before  the  begin- 
ning of  the  afternoon  sessions  in  order  that  all 
present  may  return  to  the  ballroom  in  time  for  the 
beginning  of  the  afternoon  session. 

Golf  Tournamenl 

For  the  first  time  in  several  years,  a golf  tourna- 
ment has  been  arranged,  with  play  scheduled  for 
the  Guyan  Country  Club.  The  banquet,  which  will 
be  held  Wednesday  evening,  will  be  followed  by  a 
dance.  There  will  be  no  formal  addresses  at  the 
banquet,  but  a floor  show  will  be  staged  during 
the  dinner  hour. 

Rehabilitation  Dinner 

In  addition  to  the  usual  luncheons  of  sections, 
societies,  and  alumni  associations,  a “Rehabilitation 
Dinner,”  sponsored  by  the  American  Legion,  has 
been  arranged  for  the  second  day  of  the  meeting. 
May  14,  at  the  Prichard  Hotel,  at  6:00  P.  M. 
Arrangements  for  the  dinner  are  being  made  by 
Dr.  Benjamin  I.  Golden,  chairman  of  the  Medical 
Advisory  Committee  of  the  American  Legion,  De- 
partment of  West  Virginia.  All  members  of  the 
West  Virginia  State  Medical  Association  are  in- 
vited to  attend.  Short  addresses  will  be  delivered 
by  Dr.  Donald  A.  Covalt,  assistant  medical  director 
of  the  Veterans  Administration;  Dr.  Leonard  Rown- 
tree,  chief  medical  advisor  of  the  American  Legion; 
and.  Dr.  H.  D.  Shapiro,  senior  medical  consultant. 
A complete  list  of  all  breakfasts,  luncheons,  and 
dinners  is  printed  in  this  issue  of  The  Journal  in 
connection  with  the  program  for  the  annual  meet- 
ing. 

The  matter  of  rooms  is  still  causing  a great  deal 
of  concern,  but  the  committee  on  local  arrange- 
ments, of  which  Dr.  James  S.  Klumpp,  of  Hunting- 
ton,  is  chairman,  has  succeeded  in  finding  satis- 
factory accommodations  for  many  doctors  who 
have  been  unable  to  obtain  rooms  at  Huntington 
hotels. 

Registration  on  Sunday 

The  annual  meeting  of  the  publication  committee 
will  be  held  at  11:30  A.  M.  Sunday,  May  12,  fol- 
lowed by  the  preconvention  meeting  of  the  Council 
at  1 :00  P.  M.  The  registration  booth  in  the  lobby  at 
the  Prichard  Hotel  will  be  opened  at  3 o’clock 
Sunday  afternoon,  and  doctors  are  urged  to  regis- 
ter just  as  soon  as  they  reach  Huntington.  There 
will  be  no  registration  fee. 


STATE  MEDICAL  ASSOCIATION  DENIED 
RIGHT  TO  APPEAR  AT  W-M-D  HEARINGS 

The  application  of  the  West  Virginia  State  Medi- 
cal Association  for  time  for  representatives  to  be 
heard  before  the  Senate  committee  on  education 
and  labor  in  opposition  to  the  Wagner-Murray- 
Dingell  Bill  has  been  denied. 

Considerable  preparation  had  been  made  by  the 
Association  for  the  appearance  of  its  representa- 
tives before  the  committee,  and,  while  it  had  been 
thought  doubtful  that  all  members  of  the  commit- 
tee would  be  heard,  it  was  assumed  that  the  State 
Medical  Association  would  be  allotted  a definite 
period  of  time  to  be  used  as  the  committee  deemed 
wise.  The  refusal  of  the  chairman.  Senator  James 
E.  Murray,  to  allot  time  to  this  state  was  un- 
expected, but  it  now  develops  that  no  time  has 
been  allotted  to  any  State  Medical  Association. 
Chairman  Murray,  in  a wire  dated  March  28,  stated 
that,  “there  will  not  be  time  for  representatives  of 
State  Medical  Associations  to  appear  in  person. 
Nevertheless,  I am  looking  forward  to  receiving 
your  written  statement  at  the  earliest  possible 
time.”  This  wire  followed  a form  letter  from  Sen- 
ator Murray,  in  which  it  was  indicated  that  the 
state  representatives  would  not  be  heard. 

Subsequently,  no  doubt  due  to  the  pressure  that 
has  been  exerted  by  State  Medical  Associations 
over  the  country,  a sub-committee  was  appointed 
by  Chairman  Murray  “to  review  the  large  number 
of  applications  for  time  that  has  been  received 
from  various  organizations.”  The  committee  was 
instructed  by  the  chairman  to  report  to  the  full 
committee  which  organizations  at  state  and  local 
levels  should  be  invited  to  present  witnesses. 

It  is  still  hoped  that  the  opportunity  will  be 
afforded  the  State  Medical  Association  to  present 
oral  testimony  in  opposition  to  the  Wagner-Murray- 
Dingell  Bill.  The  committee,  which  has  been  pre- 
paring for  the  hearings,  is  composed  of  Drs.  Ray  M. 
Bobbitt,  D.  A.  MacGregor,  Bert  Bradford,  Jr., 
William  R.  Laird,  Frank  V.  Langfitt,  Thomas  L. 
Harris,  and  James  P.  McMullen. 


HEALTH  OFFICERS  OPPOSE  W-M-D  BILL 

At  a meeting  of  the  state  and  territorial  health 
officers  held  at  WashingtdVi,  April  8,  those  present 
voted  unanimously  against  the  provisions  of  the 
Wagner-Murray-Dingell  Bill  that  provides  for  the 
socialization  of  medicine.  It  was  ordered  that  the 
report  of  the  action  taken  be  presented  to  the 
Children’s  Bureau,  the  United  States  Public  Health 
Service,  and  appropriate  committees  of  Congress. 
Dr.  Bruce  H.  Pollock,  deputy  health  commissioner, 
represented  West  Virginia  at  the  meeting. 


DR.  HUNTER  NAMED  TO  BOARD 

Dr.  J.  Ross  Hunter,  of  Charleston,  has  been  named 
a member  of  the  executive  board  of  the  American 
Cancer  Society.  He  is  chairman  of  the  cancer 
committee  of  the  West  Virginia  State  Medical 
Association  and  has  long  been  identified  with  local, 
state,  and  national  organizations  engaged  in  the 
fight  against  cancer. 


Mc/y,  1946 


125 


'J’he  West  Virginia  Medical  Journal 


DR.  LULL  SUCCEEDS  DR.  WEST 

Dr.  George  Fairless  Lull  has  been  named  Acting 
Secretary  and  General  Manager  of  the  American 
Medical  Association  to  complete  the  unexpired 
term  of  Dr.  Olin  West  who  resigned  effective 
April  1. 

Dr.  Lull,  who  is  a native  of  Scranton,  Pennsyl- 
vania, graduated  at  Jefferson  Medical  College  in 
1909.  In  1912  he  was  admitted  to  the  Medical 
Corps  of  the  United  States  Army.  During  World 
War  II  he  was  Deputy  Surgeon  General  with  the 
rank  of  Major  General.  He  retired  from  the  Army 
December  31,  1945. 

Dr.  Lull  is  a Fellow  of  the  College  of  Physicians 
and  also  of  the  College  of  Surgeons,  and  a wearer 
of  the  Purple  Heart.  He  brings  to  the  American 
Medical  Association  a wealth  of  experience  in 
organization. 


HEALTH  EDUCATION  WORKSHOPS 

The  state  health  department  and  the  department 
of  education  have  jointly  set  up  a coordinating  com- 
mittee for  health  education.  The  principal  objec- 
tives are  to  study  recent  developments  and  trends 
in  health  education,  including  school-community 
organization  for  health  education  and  health  wel- 
fare, community  resources  for  health  education, 
functional  activities  for  students  in  health  educa- 
tion, and  health  education  materials. 

Health  education  workshops  are  being  offered  at 
the  summer  terms  at  West  Virginia  University, 
Marshall  College,  West  Virginia  State  College,  and 
Bluefield  State  College.  Undergraduate  and  gradu- 
ate credit  on  renewal  of  teacher’s  certificates  will 
be  given  for  the  two  weeks  spent  in  the  workshops. 
Consultants  will  be  specialists  from  the  state  health 
department,  the  department  of  education,  and  vari- 
ous colleges. 

The  courses  offered  are  designed  to  aid  school 
administrators,  nurses,  community  leaders,  and 
teachers  interested  in  health  education  to  obtain 
assistance  and  guidance  in  developing  plans  for 
improving  health  programs  in  accordance  with 
modern  health  education  procedures. 

Mrs.  Ruth  J.  Frantz,  publicity  director  of  the 
bureau  of  public  health  education  and  public  rela- 
tions of  the  state  health  department,  and  Miss 
Katherine  Steinbicker,  consultant  for  the  com- 
munity health  service  project  of  the  department  of 
education,  are  co-chairman  of  the  new  committee. 


DOCTOR  HEDRICK  HONORED 

Dr.  E.  H.  Hedrick,  of  Beckley,  Representative  in 
Congress  from  the  Sixth  District,  has  been  ap- 
pointed a member  of  the  World  War  Veterans’ 
Legislative  Committee  in  the  House.  His  appoint- 
ment was  made  upon  the  recommendation  of 
Congressman  Robertson,  of  Virginia,  member  of  the 
House  Ways  and  Means  Committee,  after  the  vet- 
erans’ committee  requested  that  a doctor  be  named 
as  a member. 

At  the  time  of  his  election  to  Congress,  Doctor 
Hedrick  was  serving  as  superintendent  of  Pinecrest 
Sanitarium,  at  Beckley.  Previously  he  had  served 
as  medical  examiner  for  the  veterans’  administra- 
tion and  as  city  health  officer  at  Beckley. 


WOMAN’S  AUXILIARY  COMPLETES 

PLANS  FOR  HUNTINGTON  MEETING 

The  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association  resumes  its  annual  meet- 
ing this  year  at  Huntington.  Last  year’s  meeting 
was  cancelled  on  account  of  the  ODT  ban  on  con- 
ventions and  transportation,  but  instead  a meeting 
of  the  executive  board  was  held  at  Clarksburg. 
The  last  general  session  was  held  at  Wheeling  in 
1944. 

Mrs.  U.  G.  McClure,  the  president,  and  the  mem- 
bers of  her  convention  committee,  have  arranged 
an  interesting  two-day  program,  high-lighted  by 
the  presence  of  Mrs.  W.  W.  Potter,  of  Knoxville, 
Tennessee,  president  of  the  Woman’s  Auxiliary  to 
the  Southern  Medical  Association.  Mrs.  Potter  will 
install  the  new  officers  on  Wednesday  morning. 
May  15,  and  will  be  the  guest  speaker  at  the 
luncheon  at  the  Hotel  Governor  Cabell  that  after- 
noon at  one  o’clock.  Her  subject  will  be  the  “Jane 
Todd  Crawford  Memorial.” 

On  Tuesday,  May  14,  Col.  J.  E.  Ash  (MC),  direc- 
tor of  the  Army  Institute  of  Pathology,  at  Washing- 
ton, will  deliver  the  principal  address  at  a luncheon 
at  the  Governor  Cabell  Hotel.  The  honor  guests  at 
the  luncheon  will  include  Dr.  Andrew  E.  Amick, 
president  of  the  West  Virginia  State  Medical  Asso- 
ciation, Dr.  J.  H.  Barker,  president  of  the  Cabell 
County  Medical  Society,  and  members  of  the  aux- 
iliary advisory  board. 

The  registration  booth  will  be  opened  in  the 
lobby  of  the  Governor  Cabell  Hotel,  Monday  after- 
noon, May  13,  at  two  o’clock,  and  a pre-convention 
meeting  of  the  board  is  scheduled  for  4:00  P.  M. 

Mrs.  U.  G.  McClure,  who  has  served  as  president 
of  the  auxiliary  during  the  past  year,  will  preside 


Mrs.  U.  G.  McClure,  Auxiliary  President 
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Mrs.  W.  W.  Potter 


at  all  of  the  sessions.  The  incoming  president,  Mrs. 
Delmas  E.  Greeneltch,  of  Wheeling,  will  be  in 
charge-of  the  post-convention  meeting  of  the  board 
immediately  after  the  luncheon  on  Wednesday. 

The  Cabell  County  Auxiliary  will  be  hostess  at 
an  open  house  at  the  Hotel  Governor  Cabell  at 
three  o’clock  Tuesday  afternoon.  May  14. 


THIRD  REFRESHER  COURSE 

The  third  of  four  refresher  courses  given  con- 
jointly and  alternately  by  the  Medical  College  of 
Virginia  and  the  department  of  medicine  of  the 
University  of  Virginia  every  three  months  for 
one  year  will  be  held  at  Charlottesville,  June  3-15. 
The  courses  are  designed  primarily  as  intensive 
courses  in  general  medicine.  They  consist  of  lec- 
tures and  ward  rounds  by  local  staff  members. 

While  medical  veterans  will  be  given  priority  in 
acceptance,  the  courses  are  open  to  all  physicians 
up  to  a quota  of  fifty  registrants.  Interested  doc- 
tors should  write  Box  1725,  University  Station, 
Charlottesville,  Virginia,  for  application  blank  and 
program.  The  tuition  for  the  two  weeks’  course  is 
$■10.00. 


GOLF  TOURNAMENT 

A golf  tournament  for  doctors  attending  the 
annual  meeting  at  Huntington,  May  13-15,  has  been 
arranged  by  the  Junior  Medical  Review  Society  of 
the  Cabell  County  Medical  Society.  Tournament 
play  is  scheduled  for  Monday,  Tuesday,  and  Wed- 
nesday, with  prizes  for  low  gross  and  low  net,  and 
a blind  bogey  trophy.  The  trophy  and  prizes  will 
be  presented  at  the  annual  banquet  Wednesday 
evening.  May  15.  Doctors  who  expect  to  play  in 
the  tournament  are  requested  to  present  a certified 
copy  of  their  handicap. 


RELOCATIONS 

Dr.  W.  P.  Warden,  of  Wardensville,  has  moved  to 
Charles  Town. 

Dr.  L.  Williams  has  moved  to  Meadow  Bridge. 
He  was  formerly  located  at  Beelick  Knob. 

* * 

Dr.  Joseph  L.  Greene,  formerly  of  Huntington, 
is  located  at  Logan. 

^ ^ 

Dr.  J.  H.  Murry  has  moved  from  Eckman  to 
Kimball. 

* Jj*  ♦ 

Dr.  Thomas  B.  Pope,  formerly  of  Kingston,  is 
now  located  at  Petersburg,  Virginia. 

Dr.  W.  J.  Judy,  formerly  of  Beckley,  who  has 
been  located  at  Salisbury,  North  Carolina,  has 
relocated  for  the  practice  of  his  profession  at 
Parkersburg. 

i(i  ifi 

Dr.  M.  G.  Magnussen,  who  has  been  on  the  staff 
at  St.  Luke’s  Hospital,  at  Bluefield,  has  relocated 
at  Ashland,  Kentucky,  where  he  has  offices  in  the 
Second  National  Bank  Building. 

* * * 

Dr.  William  W.  Davis,  of  Oak  Hill,  has  moved 
to  Parkersburg  and  has  located  at  922  Market 
Street. 


FELLOWSHIPS  IN  HEALTH  EDUCATION 

The  United  States  Public  Health  Service  is 
offering  fellowships  for  one  year  of  graduate  study 
in  health  education,  leading  to  a master’s  degree 
in  public  health,  through  funds  made  available  by 
the  National  Foundation  for  Infantile  Paralysis. 
Training  will  be  provided  in  an  accredited  school 
of  public  health,  and  a stipend  of  $100.00  per  month 
will  be  provided  for  the  entire  period  of  academic 
and  field  training.  Tuition  and  travel  expenses  for 
field  experience  are  also  provided.  The  fellow- 
ships are  effective  for  the  academic  year  beginning 
in  the  fall  of  1946.  Application  blanks  may  be  ob- 
tained from  the  Surgeon  General  of  the  USPHS, 
Washington  25,  D.  C.  Applications  must  be  filed  not 
later  than  June  1,  1946. 


ANNUAL  BANQUET 

Dr.  Robert  J.  Reed,  Jr.,  of  Wheeling,  past  presi- 
dent of  the  State  Medical  Association,  has  been 
selected  as  toastmaster  for  the  annual  banquet  to  be 
held  in  connection  with  the  79th  annual  meeting 
of  the  State  Medical  Association  at  Huntington. 
The  banquet  js  scheduled  for  Wednesday  evening. 
May  15,  at  7:30  P.  M.  No  formal  addresses  will  be 
presented,  but  a high-class  floor  show  will  be  staged 
during  the  banquet  hour. 

The  Cabell  County  Medical  Society  will  be  host 
at  an  open  house  to  be  held  at  the  Prichard  Hotel  at 
6:30  P.  M.  the  evening  of  the  banquet. 


DR.  OFFNER  RECOVERING 

Dr.  J.  E.  Offner,  state  health  commissioner,  has 
been  absent  from  his  desk  in  Charleston  since  late 
in  March,  when  he  underwent  a major  operation 
at  Fairmont.  He  is  convalescing  satisfactorily  at 
his  home  in  that  city  and  expects  to  resume  his 
duties  in  Charleston  early  in  May. 
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CONVENTION  PROGRAM 

79th  Annual  Meeting 

of  the 

West  Virginia  State  Medical  Association 

PRICHARD  HOTEL,  HUNTINGTON 
May  13-15,  1946 


/ 


SUNDAY  MORNING 
May  1 2 

I 1 :30 — Meeting  of  the  Publication  Committee, 
Prichard  Hotel. 

Dr.  AValter  E.  Vest,  f rending. 

SUNDAY  AFTERNOON 

1 :0n — Pre-Convention  meeting  of  the  Council, 
Prichard  Hotel. 

Dr.  Thomas  L.  Harris,  fresiding. 

.3:00 — Registration,  Lobby,  Prichard  Hotel. 

SUNDAY  EVENING 

6:30 — Past  President’s  Dinner,  Guyan  Country 
Club. 

Hosts,  Drs.  James  R.  Bloss,  T.  W.  Moore, 
^Valter  E.  Vest,  Ray  M.  Bobbitt,  and 
R.  J.  \\^ilkinson. 

MONDAY  MORNING 
May  13 

9:30 — Call  to  Order — Dr.  Andrew  E.  Amick, 
President,  Charleston. 


Invocation — The  Rev.  Andrew  D.  Bird, 
Pastor,  First  Presbyterian  Church,  Hunt- 
ington. 

.Address  of  ^^^elcome — J.  F.  Barker,  Presi- 
dent, Cabell  County  Medical  Society. 

Response — Ben  T.  Golden,  M.  D.,  Elkins. 

10:00 — “Intervertebral  Disc  Surgery” — R.  Glen 
Spurling,  M.  D.,  Louisville,  Ky. 

The  diagnosis  and  surgical  management 
ol  lumbar  intervertebral  discs  and  the  less 
common  cervical  discs  will  be  discussed. 

^^’m.  R.  Laird,  M.  D.,  presiding. 

1 1 :00 — “Pediatric  Allergy”  — Robert  Chobot, 
M.  D.,  New  York,  N.  Y. 

The  problem  of  therapy  in  Pediatric  Al- 
lergy depends  on  an  accurate  diagnosis.  The 
diagnosis  of  most  allergic  conditions  in  chil- 
dren can  be  summarized  by  saying  that  they 
arc  cither  the  result  of  sensitivity  to  foods 
or  inhalant  substances  or  to  bacteria.  The 
one  test  most  freuently  overlooked  is  that  of 
clinical  contact  with  the  allergen.  By  the 
proper  use  of  diagnostic  measures  and  ade- 
quate th:rcapy  as  applied  to  foci  of  infection 
as  well  as  to  the  hypersensitive  state,  we  are 
usually  able  to  cope  with  most  of  the  clinical 
problems. 

■A.  A.  Shawkev,  M.  D.,  presiding. 


CONV  ENTION  SPEAKERS 


R.  Glen  Spurling,  M.  D. 


Robt.  Chobot.  M.  D. 


.1.  Morrison.  Hutcheson.  M.  D.  W.  M.  Sheppe.  M.  D 
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MONDAY  AFTERNOON 

12;15 — Society  and  Section  Luncheons  (As  An- 
nounced). 

2 .nn— ORATION  IN  SURGERY. 

“Spontaneous  Rupture  of  the  Normal  and 
Abnormal  Spleen” — Hugh  A.  Bailey, 
M.  D.,  Charleston,  W.  Va. 

Andrew  E.  Amick,  M.  D.,  frending. 

2:45 — “The  Evolution  of  the  Art  of  Medicine” 
— J.  Morrison  Hutcheson,  M.  D.,  Rich- 
mond, Va. 

Medical  practice  had  its  beginning  in  belief 
in  the  supernatural  and  was  dominated  by  this 
principle  for  many  centuries.  Though  man’s 
knowledge  has  grown  immensely,  his  fun- 
damental nature  has  changed  little.  Regard- 
less of  the  growth  of  science,  emancipation 
ficm  magic  and  superstition  has  been  diffi- 
cult. Evidence  of  this  common  heritage  of 
patient  and  doctor  in  modern  practice  is  dis- 
cussed. 

Raymond  Sloan,  M.  D.,  frestding. 

.8:00 — “Some  Observations  on  Renal  Neoplasms” 

— Ray  M.  Bobbitt,  M.  D.,  and  Ivan  R. 
Harwood,  M.  D.,  Huntington,  W.  Va. 

This  paper  will  include  observations  made 
on  a large  series  of  renal  tumors  over  a period 
of  twenty-fiv;  years,  with  particular  refer- 
ence to  symtomology,  pathology,  diagnosis, 
prognosis  and  treatment. 

Herbert  M.  Beddow,  M.  D.,  presiding. 

4:15— HOUSE.  OF  DELEGATES  (First  Ses- 
sion) Ballroom. 


MONDAY  EVENING 

8:00— ADDRESS  OF  THE  PRESIDENT. 

“Up  to  Now” — Andrew  E.  Amick,  M.  D., 
Charleston,  W.  Va. 

B.  S.  Brake,  M.  D.,  fresiding. 

8:30 — Introduction  of  Mrs.  U.  G.  McClure, 
President,  Woman’s  Auxiliary  to  the 
West  Virginia  State  Medical  Association. 

8:40 — Address  by  George  F.  Lull,  M.  D.,  Acting 
Secretary  and  General  Manager,  Ameri- 
can Medical  Association,  Chicago,  111. 

I'homas  L.  Harris,  M.  D.,  fres'td'tng. 

TUESDAY  MORNING 
May  14 

9:30— ORATION  IN  MEDICINE. 

“The  Place  of  Penicillin  in  the  Treatment 
of  Syphilis”— W.  M.  Sheppe,  M.  D., 
Wheeling,  5V.  Va. 

Andrew  E.  Amick,  M.  D.,  fresiding. 

10:15 — “Clinical  and  Electrocardiographic  Obser- 
vations in  Cardiac  Surgery” — Major 
Victor  Kugel,  M.  C.,  AUS,  Ashford 
General  Hospital,  W.  Va. 

Clinical  and  electrocardiographic  observa- 
tions arc  reported  of  two  cases  cured  by  sur- 
gery of  heart.  One  case  had  a typical  con 
strictive  pericarditis:  the  other  a bullet  slug 
in  the  right  ventricle.  The  effects  of  anes- 
thesia. incision  of  heart  and  aseptic  peri- 
carditis on  the  EKG  are  described. 

Frank  J.  Holroyd,  M.  D.,  fresiding. 

1 1 :00 — “Medical  Care  of  Veterans” — Dr.  Ed- 
mund Eastwood,  Director  of  Out-Pa- 
tient Service,  Veterans  .Administration, 
\5'^ashington,  D.  C. 

Claude  B.  Smith,  M.  D.,  fresidmg. 


CONVENTION  SPEAKERS 


Maj.  Victor  Kugel,  M.  C.  Chevalier  L.  Jackson,  M.  D.  A,  C.  Corcoran,  M.  D. 


Col.  J,  E.  Ash,  M.  C. 
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TUESDAY  EVENING 


12:15 — Society  and  Section  Luncheons  (As  An- 
nounced). 

2:00 — “Bronchoscopy  as  a Diagnostic  Aid  in  Di- 
seases of  the  Chest” — Chevalier  L. 
Jackson,  M.  D.,  Philadelphia,  Pa. 

Verne  L.  Lance,  M.  D.,  fresiding. 

2:45 — “The  Advances  in  Treatment  of  flyper- 
tension  and  Renal  Disease”^ — -A.  C.  Cor- 
coran, M.  D.  Cleveland,  Ohio. 

The  pathogenesis  of  hypertension  has  been 
gieatly  clarified  by  advances  in  both  experi- 
mental and  clinical  study  of  the  disease.  The 
experimental  approaches  concern  principally 
the  mechanisms  of  renal  hypertension  and  the 
nature  of  the  renal  pressor  system:  the  clin- 
ical approaches  deal  with  the  newer  methods 
of  renal  functional  study  and  other  aspects 
of  appraisal  and  prognosis,  which  include 
the  ballistocardiogram  and  the  pressor  and 
the  sedation  tests.  Such  tests  may  have  par- 
ticular significance  in  selection  of  patients  for 
sympathectomy.  The  use  of  kidney  extracts, 
vitamin  A and  thiocyanate  in  treatment  can 
now  in  some  degree  also  be  evaluated. 

W'^m.  C.  Stewart,  M.  D.,  fresiding. 

.3:.10 — “Filarial  Infections” — Col.  J.  E.  Ash, 
M.  C.,  Director,  .Army  Institute  of 
Pathology,  Washington,  D.  C. 

This  is  a short  discussion  on  the  main 
species  of  filariae  infecting  man,  including 
the  geographic  distribution,  made  of  trans- 
mission, clinical  manifestations,  and  path- 
ology. Emphasis  is  placed  on  the  two  more 
important  species  — Wuchereria  bancrofti, 
which  was  a problem  during  the  war,  and 
Onchocerca  volvulus,  of  great  economic  im- 
portance in  the  endemic  centers,  and  an  inter- 
esting story. 

\y.  G.  L Putschar,  M.  D.,  fresidmg. 

4:15— HOUSE  OF  DELEGATES  (Second 
Session)  Ballroom. 

I'.lcction  of  Officers. 


8:00 — “Whose  Responsibility.^” — Governor  Clar- 
ence W.  Meadows,  Charleston,  W.  Va. 

Andrew  fi.  Amick,  M.  D.,  fresiding. 

8:.30 — “Physical  Rehabilitation  in  Civilian  Prac- 
tice”— Frank  H.  Krusen,  M.  D.,  Mayo 
Clinic,  Rochester,  Minn. 

Rehabilitation  fills  the  gap  between  the 
customary  end  point  of  medical  attention  and 
the  real  necessities  of  many  patients.  Intelli- 
gent employment  of  physical  therapy,  occu- 
pational therapy,  psycho-social  readjustment, 
and  vocational  training  is  essential  for  ade- 
quate rehabilitation.  Good  rehabilitation 
programs  are  now  developing.  Physicians 
should  familiarize  themselves  with  the  recent 
advances  in  convalescent  care. 

Andrew  P',.  Amick,  M.  D.,  fresiding. 

WEDNESDAY  MORNING 
May  15 

9:.30 — “Abortion:  Etiology,  Prevention  and  Treat- 
ment” — Thaddeus  L.  Montgomery, 
AT.  D.,  Philadelphia,  Pa. 

Abortion  in  its  various  phases — the  abor- 
tion problem  in  general,  differential  diagnosis 
of  the  stages  of  abortion,  and  a consideration 
of  the  special  problems  in  septic  abortion  and 
in  habitual  abortion. 

G.  .A.  Ratcliff,  M.  D.,  fresiding. 

10:15 — “Hernia” — John  E.  Cannaday,  M.  D., 
Charleston,  W.  Va. 

Hernia:  direct,  indirect,  femoral — the  m 
itial  cause  usually  a misplaced  embryonal 

rLUinant . 


CONVENTION  SPEAKERS 


Frank  H.  Krusen,  M.  D.  T.  L.  Montgomery.  M.  D.  John  E.  Cannaday,  M.  D. 


A.  C.  Ivy,  M.  D. 


130 


The  West  Virginia  Medical  Journal 


May^  1946 


Reducible  or  strangulated:  treatment. 

Cure:  isolation,  excision  sac;  closure  open- 
ing and  reenforcement  aponeurotic  wall. 

Technics:  various  methods  dealing  with 
various  types  of  sac.  MeVay  method.  Ex- 
ternal oblique  and  transversalis  fascia  methods. 

Suture  materials:  other  types.  Cutis  Graft. 

Ray  mond  Sloan,  M.  D.,  presiding. 

1 1 :00- — “The  Physiology  of  Respiratory  Diseases” 
— A.  C.  Ivy,  M.  D.,  Chicago,  111. 

The  mechanism  of  the  major  symptoms 
and  signs  of  pulmonary  disease  will  be  ex 
plained.  For  example,  why  does  cyanosis 
occur  early  in  some  cases  of  pneumonia? 
Why  is  persistant  cough  an  early  symptom 
of  cancer  of  the  lung  and  hoarseness  of  can- 
cel of  the  larynx?  The  mechanism  of  why 
oxygen  therapy  is  a life  saving  procedure  in 
certain  conditions  and  not  others  will  be 
explained. 

Herbert  M.  Reddow,  M.  D.,  presiding. 


WEDNESDAY  AFTERNOON 

12:15 — Society  and  Section  Luncheons  (As  An- 
nounced). 

2:00 — “Recent  Progress  in  Thoracic  Surgery” 
— Ralph  Adams,  M.  I).,  Lahey  Clinic, 
Boston,  Mass. 

A presentation  of  the  accumulated  experi- 
ence and  present  practice  in  the  diagnosis  and 
surgical  treatment  of  various  intrathoracic 
lesions.  The  diseases  considered  will  be  bron- 
chiectasis, carcinoma  of  the  lung,  lung  ab- 
scess, benign  tumors  of  the  lung  and  eso- 
phagus, carcinoma  of  the  esophagus,  myas- 
thenia gravis,  certain  mediastinal  tumors  and 
a few  lesions  of  the  heart  amenable  to  sur- 
gical therapy. 

Guy  H.  Michael,  M.  D.,  presiding. 

2:45 — “Reconstructive  Surgery  in  an  Army  Gen- 
eral Hospital” — Lt.  Col.  Howard  A. 


Swart,  M.  C.,  AUS,  Newton  D.  Baker 
General  Hospital,  Martinsburg,  W.  Va. 

The  results  of  over  200  cases  of  massive 
bonegrafts  to  the  long  bones,  400-500  cases 
of  chronic  osteomyelitis,  including  the  new 
treatment  by  means  of  saucerization,  imme- 
diate split  skin  grafting,  followed  by  later 
pedicle  or  tube  grafts  and  use  of  bone  chips, 
if  necessary.  I will  also  touch  on  our  results 
in  cases  of  loose  bodies  of  the  knee,  arthro- 
plasty of  the  elbow,  arthrodesis  of  the  hip, 
knee,  ankle,  shoulder  and  elbow,  and  triple 
arthrodesis  of  the  foot. 

Guy  H.  Michael,  M.  D.,  presiding. 

3:30 — Psychiatric  Seminar — Third  and  Final  of  a 
Series  of  Seminars  Arranged  by  the 
Psychiatric  Committee  for  1945-46. 

“Non-directive  Psychotherapy” — -John  H. 
Mitchell,  M.  D.,  and  the  Rev.  Father 
Charles  Curran,  Ph.  D.,  Ohio  State 
LLiiversity  School  of  Medicine,  Colum- 
bus, Ohio. 

O.  B.  Biern,  M.  D.,  presiding. 

WEDNESDAY  EVENING 

6:30 — Reception,  Prichard  Hotel,  Cabell  County 
■Medical  Society,  Host. 

7:30 — Annual  Banquet,  Ballroom,  Prichard  Hotel. 

Robert  J.  Reed,  Jr.,  M.  D.,  Wheeling, 
T oast??inster. 

9:00 — Dance,  Ballroom. 


GOLF  TOURNAMENT 
Giiyan  Country  Club,  Huntington 
May  13-14-15 

Under  auspices  of  Junior  Medical  Review  Society 
of  the  Cabell  County  Medical  Society.  Prizes  for 
low  gross  and  low  net.  Blind  bogey  trophy.  Doctors 
wishing  to  enter  tournament  will  be  expected  to 
present  certified  copy  of  club  handicaps. 


CONVENTION  SPEAKERS 


Lt.  Col.  H.  A.  Swart,  M.  D. 


Ralph  Adam.s,  M.  D. 


Edmund  Eastwood,  M-  D,  John  H,  Mitchell,  M.  D. 
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CONVENTION  SPEAKERS 

DR.  RALPH  ADAMS,  general  and  thoracic  sur- 
geon at  the  Lahey  Clinic,  Boston,  since  1941;  M.  D. 
Harvard  1933;  training  at  Massachusetts  General 
Hospital,  Boston,  1933  to  1941;  author  of  some  35 
articles  in  the  literature  of  general  and  thoracic 
surgery. 

DR.  ANDREW  E.  AMICK,  Charleston,  West  Vir- 
ginia, graduated  from  Medical  College  of  Virginia; 
interned  Willard  Parker  Hospital,  and  served  two 
years’  residency  at  Babies  Hospital,  New  York  City; 
President,  West  Virginia  State  Medical  Association. 

COL.  J.  E.  ASH,  M.  C.,  Director,  Army  Institute 
of  Pathology,  Washington,  D.  C.;  graduated  Uni- 
versity of  Pennsylvania  School  of  Medicine;  in- 
structor in  pathology  for  three  years  at  Harvard 
Medical  School;  entered  Army  in  1916  and  served 
in  Army  laboratories  in  Washington,  San  Francisco, 
and  the  Philippine  Islands  ever  since;  past  eight 
years  Director  of  the  Army  Institute  of  Pathology; 
awarded  the  Legion  of  Merit  for  work  in  World 
War  II. 

DR.  HUGH  A.  BAILEY,  Charleston,  West  Vir- 
ginia; graduated  University  of  Maryland  School  of 
Medicine;  Buford-Bailey  Surgical  Clinic;  Fellow 
American  College  of  Surgeons. 

DR.  RAY  M.  BOBBITT,  Huntington,  West  Vir- 
ginia; graduated  University  of  Maryland  School  of 
Medicine;  Diplomate  American  Board  of  Urology; 
American  Urological  Association;  past  president 
West  Virginia  State  Medical  Association. 

DR.  JOHN  E.  CANNADAY,  Charleston,  West 
Virginia;  director  Charleston  General  Hospital  and 
chief  of  surgical  staff  since  1922;  graduate  Univer- 
sity College  of  Medicine,  Richmond,  Virginia;  Fel- 
low and  member  of  Board  of  Governors  for  several 
years  of  American  College  of  Surgeons;  member 
Southern  Surgical  Association. 

DR.  ROBERT  CHOBOT,  New  York,  N.  Y.;  Assist- 
ant Clinical  Professor  of  Pediatrics,  Columbia  Uni- 
versity; Director  of  Children’s  Allergy  Clinic,  New 
j York  Post  Graduate  Hospital;  Consultant  in  Al- 
lergy, Downtown  Hospital;  and  Assistant  Chief  of 
Allergy  at  Roosevelt  Hospital,  New  York  City; 
first  president  of  the  American  Academy  of  Allergy; 
American  Board  of  Internal  Medicine,  and  certified 
as  a specialist  in  allergy. 

DR.  A.  C.  CORCORAN,  Cleveland  Clinic,  Cleve- 
land, Ohio;  born  in  Waterloo,  Quebec;  graduated 
from  McGill  University  School  of  Medicine;  volun- 
tary Fellow  at  the  Hospital  of  Rockefeller  Institute 
in  the  department  of  Dr.  D.  D.  Van  Slyke;  Indian- 
apolis City  Hospital,  Lilly  Laboratories  for  Clinical 
Research  for  studies  on  hypertension  and  renal  di- 
sease until  January,  1945;  now  with  Research 
Division  of  the  Cleveland  Clinic. 

DR.  IVAN  R.  HARWOOD,  Huntington,  West  Vir- 
ginia; graduated  Medical  College  of  Virginia,  Rich- 
mond, 1930;  interned  C.  and  O.  Hospital,  Hunting- 


ton; Urologist  associated  with  Dr.  Ray  M.  Bobbitt, 
at  Huntington. 

DR.  J.  MORRISON  HUTCHESON,  Richmond, 
Virginia;  Professor  of  Clinical  Medicine  at  Medical 
College  of  Virginia  for  past  twenty  years;  past 
president  of  the  Richmond  Academy  of  Medicine 
and  the  Medical  Society  of  Virginia;  past  governor, 
past  vice  president,  and  past  regent  of  the  American 
College  of  Physicians. 

DR.  A.  C.  IVY,  Nathan  Smith  Davis  Professor  of 
Physiology,  Northwestern  University  Medical 
School;  graduated  Rush  Medical  College;  Chief, 
Scientific  Director,  Naval  Medical  Research  Insti- 
tute, 1942-43;  Associate  Editor,  American  Journal 
of  Physiology;  American  Physiological  Society 
(President  1939-42);  author  of  some  500  papers 
dealing  with  physiology  and  experimental  medi- 
cine; discovered  the  gall-bladder  hormone  chole- 
cystokinin  and  the  chalone  for  fat  inhibition  of 
gastric  function. 

DR.  CHEVALIER  L.  JACKSON,  professor  of 
broncho-esophagology.  Temple  University  School 
of  Medicine,  Philadelphia,  Pa.;  graduated  Univer- 
sity of  Pennsylvania  School  of  Medicine;  developed 
technics  of  peroral  endoscopy  and  laryngeal  sur- 
gery; gave  post  graduate  courses  broncho-esopha- 
gology in  Paris,  France,  1937-39,  Mexico  City,  1942; 
Fellow  American  Academy  Ophthalmology  and 
Otolaryngology,  American  Laryngological  Associ- 
ation; American  Broncho-Esophagological  Associ- 
ation; American  Association  of  Thoracic  Surgeons, 
etc. 

DR.  FRANK  H.  KRUSEN,  Mayo  Clinic,  Roches- 
ter, Minnesota;  graduated  Jefferson  Medical  Col- 
lege; Associate  in  medicine  and  director  of  depart- 
ment of  physical  medicine.  Temple  University, 
1929-35;  associate  dean.  Temple  University  Medical 
School.  1925-35;  entered  Mayo  Clinic  as  head  of 
Section  on  Physical  Medicine,  1935;  professor  of 
physical  medicine,  Mayo  Foundation,  University  of 
Minnesota,  1941  to  date;  past  president  of  the 
American  Congress  of  Physical  Medicine  and  re- 
cipient of  its  gold  key  award  in  1944;  chief  con- 
sultant in  physical  medicine  to  the  Veterans  Ad- 
ministration; author  of  over  100  articles  on  various 
phases  of  medicine  and  physical  medicine  and  of 
three  books:  Light  Therapy,  Physical  Therapy  in 
Arthritis,  and  Physical  Medicine. 

MAJ.  VICTOR  H.  KUGEL,  M.  C.,  Chief,  Cardio- 
vascular Section,  Ashford  General  Hospital,  West 
Virginia;  graduated  Yale  Medical  School;  fellow- 
ship at  Rockefeller  Hospital,  New  York  City;  pri- 
vate practice  in  New  York  City  limited  to  Internal 
Medicine  and  Cardiology;  American  Board  of  In- 
ternal Medicine;  Associate  Attending  Physician  of 
City  Hospital,  New  York  City,  and  Chief  of  Medical 
and  Consultation  Clinics,  Welfare  Clinic;  entered 
active  duty  December,  1942,  and  stationed  at  vari- 
ous Army  general  hospitals;  chief  of  cardiovascular 
section  Fletcher  General  Hospital,  May,  1944  to 
February,  1946.  Ashford  General  Hospital  since 
February,  1946. 
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DR.  GEORGE  F.  LULL,  Chicago,  Illinois;  gnadu- 
ated  Jefferson  Medical  College;  Deputy  Surgeon 
General  of  the  Army  with  rank  of  Major  General, 
World  War  II;  retired  from  the  Army,  December  31, 
1945;  Acting  Secretary  and  General  Manager  of  the 
American  Medical  Association. 

CLARENCE  W.  MEADOWS,  Governor  of  West 
Virginia;  born  in  Beckley,  West  Virginia;  academic 
and  pre-law  work  at  Washington  and  Lee  Univer- 
sity; graduate  of  University  of  Alabama,  1927, 
LL.  B.;  honorary  degree  of  LL.  D.,  West  Virginia 
University,  1945;  Prosecuting  Attorney  of  Raleigh 
County,  1933-36;  Attorney  General  of  West  Vir- 
ginia, 1937-40,  and  served  until  appointed  Judge 
of  the  Tenth  Judicial  Circuit.  May  16,  1942;  elected 
Judge  of  this  Circuit,  November,  1942;  elected  the 
twenty-second  Governor  of  the  State  in  1944.  for 
term  ending  January  17,  1949. 

DR.  THADDEUS  L.  MONTGOMERY,  Philadel- 
phia, Pa.;  Professor  Obstetrics  and  Gynecology, 
Temple  University  School  of  Medicine;  Professor 
of  Obstetrics  and  Gynecology,  Jefferson  Medical 
College;  American  Board  of  Obstetrics  and  Gyne- 
cology; American  Association  of  Obstetricians  and 
Gynecologists;  American  Gynecological  Society; 
Obstetrician  and  Gynecologist  to  Philadelphia 
General  Hospital  since  1944;  author  of  Textbook  of 
Practical  Obstetrics  (two  editions)  and  many  papers 
pertaining  to  obstetrics  and  gynecology. 

DR.  W.  M.  SHEPPE,  Wheeling,  West  Virginia; 
graduate  University  of  Virginia  Department  of 
Medicine,  Charlottesville;  Director  of  Peterson 
Laboratory  at  Ohio  Valley  General  Hospital,  Wheel- 
ing, 1923-26;  Department  of  Internal  Medicine, 
Wheeling  Clinic;  active  duty  U.  S.  Navy,  July  12, 
1941,  to  February  15,  1946;  Captain  (MC),  USNR; 
American  Board  of  Internal  Medicine;  American 
Society  of  Clinical  Pathologists. 

DR.  R.  GLEN  SPURLING,  Louisville,  Kentucky; 
Clinical  Professor  of  Neurosurgery,  University  of 
Louisville  School  of  Medicine;  Chief  of  Neuro- 
surgical Division,  Walter  Reed  Hospital,  1942-44; 
Senior  Consultant  in  Neurosurgery  for  the  Euro- 
pean Theater  of  Operations,  March,  1944,  to  July, 
1945;  Senior  Consultant  in  Neurosurgery  to  the 
Veterans  Administration,  Central  Office;  author  of 
some  one  hundred  articles  on  neurosurgical  sub- 
jects, and  three  books:  Practical  Neurological 

Diagnosis  (three  editions);  The  Intervertebral  Disc 
(two  editions);  and  Cranial  Cerebral  Trauma,  The 
Bancroft  System  of  Surgery. 

LT.  COL.  HOWARD  A.  SWART,  M.  C.,  Charles- 
ton, West  Virginia;  Chief,  Orthopedic  Section, 
Newton  D.  Baker  General  Hospital,  Martinsburg, 
W.  Va.;  graduated  University  of  Toronto,  Canada; 
interned  Buffalo  City  Hospital,  Buffalo,  N.  Y.;  one 
year  at  the  hospital  for  Ruptured  and  Crippled, 
New  York  City;  six  years  in  Orthopedic  Surgery 
at  Mayo  Clinic,  Rochester,  Minn.;  entered  Army 
Medical  Corps  in  October  1943. 


DELEGATES  AND  ALTERNATES 

B-R-T  (3) — Delegates,  Drs.  Donald  R.  Roberts, 
Elkins;  Hu  C.  Myers,  Philippi;  and  Guy  H.  Michael, 
Parsons. 

Boone  County  (2) — Delegates,  Drs.  H.  H.  Howell, 
Madison,  and  A.  C.  Lewis,  Seth.  Alternates,  Drs. 
F.  G.  Prather,  Wharton,  and  W.  F.  Harless,  Madi- 
son. 

Brooke  County  (1) — Delegate,  Dr.  F.  L.  Matson, 
Wellsburg. 

Cabell  County  (6) — Delegates,  Drs.  C.  A.  Hoff- 
man, Oscar  B.  Biern,  Frank  Hodges,  John  J.  Brand- 
abur,  Chauncey  B.  Wright,  and  Don  Kessler,  of 
Huntington.  Alternates,  Drs.  Warren  Parsons,  R.  M. 
Wylie,  Dorsey  Ketchum,  Raymond  Sloan,  and  Gil- 
bert Ratcliff,  of  Huntington. 

Central  West  Virginia  (3) — Delegates,  Drs.  J.  M. 
Cofer,  Bergoo;  B.  L.  Page,  Buckhannon;  and  R.  M. 
Fisher,  Weston.  Alternates,  Drs.  T.  H.  Millman, 
Richwood;  George  D.  Hill,  Camden  on  Gauley; 
and  M.  T.  Morrison,  Sutton. 

Doddridge  County  (1) — Delegate,  Dr.  A.  Poole, 
West  Union. 

Eastern  Panhandle  (2) — Delegates,  Drs.  G.  O. 
Martin,  Martinsburg;  and  M.  H.  Porterfield,  Mar- 
tinsburg. Alternates,  Drs.  W.  L.  Haltom,  Martins- 
burg; and  Elizabeth  McFetridge,  Shepherdstown. 

Fayette  County  (3) — Delegates,  Drs.  W.  W.  Scott, 
Oak  Hill;  J.  B.  Thompson,  Oak  Hill;  and  G.  A. 
Smith,  Montgomery.  Alternates,  Drs.  Claude 
Frazier,  Winona;  and  Eugene  S.  Carter,  Jr.,  Mont- 
gomery. 

Greenbrier  Valley  (2) — Delegate,  Dr.  A.  G.  Lan- 
ham,  Ronceverte. 

Hancock  County  (2) — Delegates,  Drs.  E.  R.  Mc- 
Ninch,  Hollidays  Cove;  and  Anthony  Yurko,  Holli- 
days Cove.  Alternates,  Drs.  J.  M.  Brand,  Chester; 
and  T.  H.  Bruce,  New  Cumberland. 

Harrison  County  (4) — Delegates,  Drs.  Wm.  H. 
Allman,  H.  V.  Thomas,  S.  S.  Hall,  and  C.  O.  Post, 
Clarksburg.  Alternates,  Drs.  D.  H.  Lough,  E.  B. 
Wright,  and  L.  E.  Neal,  Clarksburg. 

Kanawha  County  (10) — Delegates,  Drs.  T.  P. 
Mantz,  H.  M.  Beddow,  H.  A.  Bailey,  W.  W.  Point, 
P.  A.  Haley,  W.  F.  Shirkey,  G.  F.  Grisinger,  R.  L. 
Anderson,  Russel  Kessel,  and  Claude  B.  Smith, 
Charleston.  Alternates,  Drs.  V.  L.  Peterson,  John 
Lutz,  Wm.  A.  Thornhill,  Jr.,  W.  L.  Cooke,  Ray 
Kessel,  Bert  Bradford,  Jr.,  Joe  Rucker,  A.  Spates 
Brady,  Jr.,  John  C.  Condry,  and  John  W.  Hash, 
Charleston. 

Logan  County  (3) — Delegate,  Dr.  W.  P.  Hamilton, 
Chapmanville. 
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Marion  Counly  (3) — Delegates,  Drs.  E.  D.  Wise, 
Fairmont;  J.  J.  Jenkins,  Farmington;  and  John  P. 
Helmick,  Fairmont.  Alternates,  Drs.  J.  P.  Trach 
and  E.  O.  Wright,  Fairmont. 

Marshall  County  (2) — Delegates,  Drs.  J.  A.  Strie- 
bich  and  Harold  B.  Ashworth,  Moundsville.  Alter- 
nates, Drs.  Don  S.  Benson  and  R.  B.  Grimm,  Cam- 
eron. 

Mason  Counly  (1) — Delegate,  Dr.  C.  Leonard 
Brown,  Point  Pleasant. 

Mercer  County  (3)— Delegates,  Drs.  Frank  J. 
Holroyd,  Princeton;  Wade  H.  St.  Clair  and  Harry 
G.  Steele,  Bluefield.  Alternates,  Drs.  W.  C.  Slusher 
and  C.  M.  Scott,  Bluefield. 

Mingo  County  (2) — Delegates,  Drs.  John  C.  Law- 
son  and  George  W.  Easley,  Williamson.  Alternates, 
Drs.  F.  J.  Burien  and  G.  B.  Irvine,  Williamson. 

Monongalia  County  (3) — Delegates,  Drs.  Mar- 
garet Stemple,  E.  F.  Heiskell,  and  E.  B.  Tucker, 
Morgantown.  Alternates,  Drs.  C.  C.  Romine  and 
Charles  F.  Dent,  Morgantown. 

McDowell  County  (4) — Delegates,  Drs.  Irvine 
Saunders,  Hendricks  Bracey,  Welch;  J.  A.  Bennett, 
Davy;  and  J.  Howard  Anderson,  Hemphill.  Alter- 
nates, Drs.  W.  R.  Counts,  Altamont  Bracey,  A.  J. 
Villani,  and  E.  O.  Gates,  Welch. 

Ohio  County  (5) — Delegates,  Drs.  D.  E.  Green- 
eltch,  E.  E.  Clovis,  W.  P.  Sammons,  R.  C.  Bond, 
and  M.  B.  Williams,  of  Wheeling. 

Parkersburg  Academy  (4) — Delegates,  Drs.  F.  L. 
Blair,  C.  L.  Goodhand,  and  W.  R.  Yeager,  Parkers- 
burg. Alternates,  Drs.  A.  C.  Woofter  and  Richard 
Hamilton,  Parkersburg. 

Potomac  Valley  (2) — Delegates,  Drs.  Thomas 
Bess,  Keyser;  and  P.  R.  Wilson,  Piedmont.  Alter- 
nates, Drs.  R.  W.  Love  and  O.  V.  Brooks,  Moore- 
field. 

Preston  County  (2) — Delegates,  Drs.  J.  C.  Arnett, 
Rowlesburg;  and  John  F.  Lehman,  Kingwood. 
Alternates,  Drs.  David  Salkin,  Hopemont;  and  W. 
Parke  Johnson,  Arthurdale. 

Raleigh  County  (4) — Delegates,  Drs.  James  Co- 
ram, Clark  Kessel.  R.  E.  Newman,  and  L.  G. 
Houser,  Beckley.  Alternates,  Drs.  R.  G.  Broaddus, 
T.  U.  Vermillion,  S.  A.  Ford,  and  Doff  D.  Daniel, 
Beckley. 

Summers  County  (1) — Delegate,  Dr.  D.  W.  Ritter, 
Hinton,  and  Dr.  C.  L.  Howard,  Hinton.  Alternate, 
Dr.  F.  L.  McNeer,  Hinton. 

Taylor  County  (1) — Delegate,  Dr.  Paul  P.  War- 
den, Grafton. 

Wetzel  County  (1) — Delegate,  Dr.  Allen  M.  Dyer, 
Jr.,  Pine  Grove.  Alternate,  Dr.  E.  C.  Blum,  New 
Martinsville. 

Wyoming  County  (2) — Delegate,  Dr.  J.  F.  Biggart, 
Mullens. 


BREAKFAST,  LUNCHEON  AND  DINNER 
MEETINGS 

(Prichard  Hotel) 


Monday,  May  13 

12:15 — Section  on  Pediatrics.  Robert  Chobot,  M.  D., 
New  York,  guest  speaker.  (A.  A.  Shawkey, 
M.  D.,  in  charge.) 

12:15 — Orthopedic  Luncheon.  (Randolph  L.  Ander- 
son, M.  D.,  in  charge.) 

12:15 — Medical  Veterans.  R.  Glen  Spurling,  M.  D., 
Louisville,  Ky.,  George  F.  Lull,  M.  D., 
Chicago,  and  W.  M.  Sheppe,  M.  D.,  Wheel- 
ing, guest  speakers.  (Bert  Bradford,  Jr., 
M.  D.,  in  charge.) 


Tuesday,  May  14 

8:30  A.M. — Medical  College  of  Virginia  Alumni 
Breakfast.  (B.  S.  Brake,  M.  D.,  in  charge.) 

12:15 — West  Virginia  Heart  Association,  Section  on 
Internal  Medicine,  and  American  College  of 
Physicians.  Major  Victor  Kugel,  M.  C., 
Ashford  General  Hospital,  and  A.  C.  Cor- 
coran, M.  D.,  Cleveland,  Ohio,  guest  speak- 
ers. (Frank  J.  Holroyd,  M.  D.,  Wm.  C. 
Stewart,  M.  D.,  and  Walter  E.  Vest,  M.  D., 
in  charge.) 

12:15 — Section  on  Eye,  Ear,  Nose  and  Throat. 
Chevalier  L.  Jackson,  M.  D.,  Philadelphia, 
Pa.,  guest  speaker.  (Verne  L.  Lance,  M.  D., 
in  charge.) 

6:00  P.M. — Rehabilitation  Dinner.  Donald  A.  Co- 
valt,  M.  D.,  Leonard  G.  Rowntree,  M.  D., 
and  H.  D.  Shapiro,  M.  D.,  Washington, 
D.  C.,  honor  guests.  (Benjamin  I.  Golden, 
M.  D.,  in  charge.) 


Wednesday,  May  15 

12:15 — West  Virginia  Obstetrical  and  Gynecologi- 
cal Society.  Thaddeus  L.  Montgomery, 
M.  D.,  Philadelphia,  Pa.,  guest  speaker. 
(G.  A.  Ratcliff,  M.  D.,  in  charge.) 

12:15 — Section  on  Surgery.  Ralph  Adams,  M.  D., 
Boston,  Mass.,  guest  speaker.  (Guy  H. 
Michael,  M.  D.,  in  charge.) 
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SCIENTIFIC  EXHIBITS 

Scientific  Exhibits  will  be  set  up  in  the  Bridge 
Room,  just  off  the  mezzanine  at  the  Hotel  Prichard. 
The  exhibits  will  be  arranged  under  the  super- 
vision of  the  Committee  on  Scientific  Exhibit,  com- 
posed of  Dr.  Hu  Myers,  Philippi,  Chairman,  and 
Drs.  Chauncey  B.  Wright,  Huntington,  and  C.  C. 
Fenton,  Morgantown.  The  following  is  a list  of 
the  exhibits: 

1.  WEST  VIRGINIA  UNIVERSITY  SCHOOL  OF 
MEDICINE  DEPARTMENT  OF  PHYSIOLOGY 

"The  Eff3ct  of  Various  Agents  on  the  Motility  of  the 
Stomach  and  Small  Intestine  in  Man  and  Animal.”  The 
effect  of  certain  agents  (glucose,  choral,  bromural)  on  the 
motility  of  the  stomach  of  man  will  be  shown  graphically. 
The  effect  of  intravenous  glucose  on  the  motility  of  the 
small  intestine  of  the  dog  will  also  be  shown  graphically. 

2.  TUMOR  CLINIC.  ST.  MARY’S  HOSPITAL, 
HUNTINGTON — Mounted  pathologic  specimens,  koda- 
chrome  transparencies,  placards,  etc.,  demonstrating  the 
work  of  the  Tumor  Clinic. 

3.  THE  WEST  VIRGINIA  STATE  NUTRITION 
COMMITTEE  — An  exhibit  emphasizing  the  "basic 
seven  " groups  of  foods  with  pamphlets  on  the  normal 
diet  of  children  and  the  nutritional  survey  conducted  by 
the  State  Nutrition  Committee  with  school  children  in 
three  counties  as  subjects. 

4.  K.  G.  KHOROZIAN.  M.D..  PINEVILLE,  W. 
VA. — "Microkaryocytes  and  Some  of  Their  Functions.” 
Exhibit  demonstrating  the  microkaryocytic  structure  of 
cells  (blood,  tissue,  and  neoplastic  cells)  : functions  of 
microkaryocytes  as  disseminators  of  arsenic,  bismuth,  iron, 
sulfathiazole.  penicillin,  and  their  function  as  antibodies. 

5.  NATIONAL  FOUNDATION  FOR  INFANTILE 
PARALYSIS — “The  National  Foundation  at  Work.” 
Charts,  graphs,  and  descriptive  literature. 

6.  A.  P.  HUDGINS,  M.D.  — "Office  Method  for 
Hysterosalpingography.”  .A  new  self-retained,  screw- 
type  cannula  with  valve,  which  permits  the  injection  of 
the  opaque  media  in  the  physician’s  office.  The  patient 
walks  to  the  x-ray  office,  has  one  thirty-minute  flat  plate, 
and  returns  for  removal  of  cannula.  The  cannula  may  be 
retained  for  twenty-four  hours  for  therapeutic  effect. 

7.  PAUL  H.  HARMON,  M.D. — "Arthroplastic  Op- 
erations on  Hip  and  Knee  in  Chronic  Arthritis,  Technique 
and  End  Results.”  Kodachrome  and  other  transparencies 
illustrating  the  appearance  of  hips  and  knees  suitable  for 
arthroplastic  operations:  also  giving  end  results. 

8.  STAFF  OF  MORRIS  MEMORIAL  HOSPITAL 
FOR  CRIPPLED  CHILDREN — "Services  for  Crippled 
Children  at  the  Morris  Memorial  Hospital  for  Crippled 
Children.”  Kodachrome  transparencies  permitting  views 
of  the  hospital  and  the  services  and  activities  within  it. 

9.  WALTER  G.  J.  PUTSCHAR,  M.D.  — “Liver 
Pathology.”  Exhibit  of  gross  specimens  illustrating  the 
various  types  of  liver  pathology. 

10.  DIVISION  OF  CANCER  CONTROL,  WEST 
VIRGINIA  STATE  HEALTH  DEPARTMENT— "The 
General  Practitioner  and  the  Cancer  Patient.”  An  exhibit 
demonstrating  "Cancer  Detection  Aids  for  the  Office.” 


M.  AMERICAN  MEDICAL  ASSOCIATION  — 
“Malaria.” 

12.  AMERICAN  MEDICAL  ASSOCIATION  — 
"Food  Poisoning.” 

13.  BUREAU  OF  DENTAL  HYGIENE,  WEST 
VIRGINIA  STATE  HEALTH  DEPARTMENT — "Th. 
History  of  Dental  Health.”  Twelve  pictures  depicting 
the  progress  of  dental  health  through  the  ages. 

14.  DIVISION  OF  VITAL  STATISTICS,  WEST 
VIRGINIA  STATE  HEALTH  DEPARTMENT— "In- 
adequacy of  Birth  Registration  in  West  Virginia.”  Brings 
out  the  fact  that  14  out  of  every  100  babies  born  in 
West  Virginia  are  not  registered;  shows  average  number 
of  babies  not  registered,  by  counties  per  100  births,  and 
what  may  be  wrong  with  the  86  birth  certificates  out  of 
every  100  filed. 


TECHNICAL  EXHIBITS 

Space  Exhibitor 

29  A.  S.  Aloe  Company 

1  8 The  Borden  Company 

6 Burroughs  Wellcome  ftf  Company 
9 Ciba  Pharmaceutical  Products,  Inc. 

3  2 Coca-Cola  Company 

4 F.  A.  Davis  Company 

27  Feick  Brothers 

26  H.  G.  Fischer  U Company 
3 General  Electric  X-Ray  Corporation 

30  Kloman  Instrument  Company 

1 2 Lanteen  Medical  Laboratories,  Inc. 

14  Lederle  Laboratories 

20  Liebel-Flarsheim  Company 

1 9 Eli  Lilly  and  Company 

28  J.  B.  Lippincott  Company 
10  Mead  Johnson  and  Company 

1 Medical  Arts  Supply  Company 

24  McLain  Surgical  Supply  Company 

2 5 National  Drug  Company 
22  Nestle’s  Milk  Products,  Inc. 

8 Ortho  Pharmaceutical  Corporation 

1 6 Parke.  Davis  and  Company 

17  Philip  Morris  Si  Co.,  Ltd.,  Inc. 

5 Powers  and  Anderson 

1 5 W.  B.  Saunders  Company 

1 1 Sharpe  Si  Dohme 

2 3 U.  S.  Vitamin  Corporation 

2 Van  Pdt  Si  Brown 

3 1 Westinghouse  X-Ray  Company,  Inc. 

2 1 White  Laboratories,  Inc. 

1 3 Max  Wocher  Si  Son  Co. 

7 X-Ray  Supply  Company  of  West  Virginia 
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description  of  technical  exhibits 

Booths  for  technical  exhibits  will  be  erected  on 
the  mezzanine  and  in  rooms  adjoining  the  mez- 
zanine on  the  Ninth  Street  side  of  the  Prichard 
Hotel.  The  following  is  a list  of  the  exhibitors  with 
brief  description  of  each  exhibit: 

♦ ♦ ♦ 


' A.  S.  ALOE  COMPANY 

Booth  29 

I 

The  A.  S.  Aloe  Company,  in  Booth  29,  is  exhibiting 
, a small  cross-section  of  its  complete  line  of  surgical,  physio- 
therapy and  laboratory  equipment.  Our  representative, 
Mr.  R.  F.  Hightower,  is  in  charge  of  the  booth. 

* 


THE  BORDEN  COMPANY 
Booth  1 8 

Spend  a few  minutes  with  Borden  at  Booth  No.  18. 
Refresh  your  memory  on  our  prescription  products.  Meet 
the  new  concentrated  Biolac:  New  Improved  Dryco  with 
its  formula  flexibility;  Mull-Soy  for  your  milk  allergic 
patients:  powdered  whole  milk  Klim:  the  improved  milk 
sugar.  Beta  Lactose;  and  the  Merrell-Soule  Protein  and 
Lactic  Acid  Milk.  Borden  men  are  pleasant  men! 

I ♦ ♦ * 


BURROUGHS  WELLCOME  H CO 
Booth  6 

Burroughs  Wellcome  W Co.  (U.S.A.)  Inc.,  New  York, 
cordially  invite  physicians  to  their  exhibit  of  a representa- 
tive group  of  fine  pharmaceuticals  and  chemicals.  Of  par- 
ticular interest  are  GLOBIN  INSULIN,  a new  advance  in 
diabetic  control : DIGOXIN,  a pure,  stable,  cystalline 

glycoside  of  Digitalis  lanata.  combining  constant,  uniform 
potency  with  rapidity  of  action:  “DEXIN”  High  Dex- 
trin Carbohydrate,  the  milk  modifier  in  which  the  non- 
fermentable  portion  predominates:  and  “LUBAFEX" 

Brand  Surgical  Lubricant,  our  newest  preparation. 


♦ * 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 

Booth  9 

Ciba  invites  you  to  visit  its  display  at  Booth  No.  9. 
Among  the  products  displayed  will  be  PRIVINE.  a nasal 
vasoconstrictor:  METANDREN  Linguets,  Ciba's  unique 
fo  rm  of  androgenic  therapy  for  absorption  through  the 
membranes  of  the  mouth;  NUPERCAINE,  a spinal  anes- 
thetic; VIOFORM,  a non-irritating  antiseptic,  and  many 
others.  Samples  and  literature  will  be  available  and  rep- 
resentatives will  be  in  attendance  to  answer  your  questions. 


THE  COCA-COLA  COMPANY 
Booth  32 

Coca-Cola  will  be  served  through  the  joint  courtesy  of 
the  Huntington  Coca-Cola  Bottling  Company  and  the 
Coca-Cola  Company. 

♦ * ♦ 


F.  A.  DAVIS  COMPANY 
Booth  4 

When  you  visit  Booth  4 to  see  the  F.  A.  Davis  Com- 
pany display,  you  will  want  to  examine  these  new  books: 
Alpers  Clinical  Neurology.  Albee  Surgery  of  the  Spinal 
Column.  McCrea  Clinical  Cystoscopy,  Thorek  The  Face 
in  Health  and  Disease,  Rotweiler  Nursing  in  Pictures,  and 
McCrea  Clinical  Urology.  Also,  Pillmorc  Clinical  Radio- 
ology,  with  52  eminent  contributors,  will  be  shown  in 
part. 

Among  the  new  editions  will  be  The  Cyclopedia  of 
Medicine.  Surgery  and  Specialties:  Reimann  Treatment  in 
General  Medicine:  Stroub  Cardiovascular  Disease:  Litch 
field-Dembo  Pediatric  Therapy:  Loewenberg  Medical  Di- 
agnosis: Judovich  and  Bates  Segmental  Neuralgia;  Smith 
Proctology;  and  Murphy  Diagnosis  and  Treatment  of 
Acute  Medical  Disorders, 


♦ ♦ * 


FEICK  BROTHERS  COMPANY 
Booth  27 

We  will  have  on  exhibit  a varied  line  of  supplies,  in- 
cluding furniture,  physiotherapy  equipment,  surgical  in- 
struments. laboratory  supplies,  etc. 


♦ * * 


H G,  FISCHER  H COMPANY 
Booth  26 

Due  to  present  conditions  we  are  showing  one  item 
only — a powerful  mobile  x-ray  unit  developing  30  M.A. 
and  96  K.V.K.  This  may  be  used  on  1 1 0 or  220  volt 
line.  Electric  timer  and  electric  release  for  a Bucky.  Oil 
immersed  tube,  of  course.  Our  new  radio  short  wave  is 
available  complying  with  all  requirements  of  F.C.C. 


4:  * 


GENERAL  ELECTRIC  X-RAY  CORPORATION 
Booth  3 

General  Electric  X-Ray  Corporation  will  have  mem- 
bers of  the  Cincinnati  and  Pittsburgh  offices  to  greet  their 
many  friends  and  customers.  Movies  of  the  application 
of  Stader  Splints  will  be  shown. 
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KLOMAN  INSTRUMENT  COMPANY.  INC. 

Booth  30 

Our  exhibit  will  consist  of  Surgical  Instruments  and 
Diagnostic  and  Physiotherapy  equipment. 

* * * 

LANTEEN  MEDICAL  LABORATORIES.  INC. 

Booth  1 2 

Our  exhibit  will  include  the  improved  Lanteen  Flat 
Spring  Diaphragm  Set.  Lanteen  Douche  Powder.  Hexes- 
trol  (Lanteen),  Hexypheem  (Hexestrol  Lanteen  with 

Phenobarbital) . as  well  as  our  entire  line  of  Vi-teens 
vitamin  products,  including  our  new  Vi-teens  Homo- 
genized vitamins,  a multiple  vitamin  emulsion  'dietary 
supplement  for  infant  and  child  feeding. 

* ❖ * 

LEDERLE  LABORATORIES.  INC. 

Booth  14 

We  will  present  box  type  exhibits,  which  will  display 
three  or  four  different  Pharmaceuticals  and  Biologies, 
namely.  Pencillin  Products.  Sulfonamides.  Rhinazine 

Poison  Ivy  Extract.  Influenza  Virus  Vaccine.  Folvite 
(Folic  Acid),  Immune  Globulin.  Pertussis  Antigen.  Rocky 
Mountain  Spotted  Fever  and  Anti-Rh  Serum. 

* ♦ * 


THE  LIEBEL-FLARSHEIM  COMPANY 
Booth  20 

The  Liebel-Flarsheim  Company  considers  it  a privilege 
to  exhibit  models  of  their  BOVIE  Electrosurgical  Units 
and  Short  Wave  Diathermies  at  the  West  Virginia  State 
Medical  Association’s  1 946  meeting.  Our  West  Virginia 
representative.  Mr.  Grover  C.  Barkdoll,  cordially  invites 
you  to  visit  the  Liebel-Flarsheim  Booth  No.  20  for  exam- 
ination and  demonstration  of  their  latest  electrosurgical 
and  diathermy  apparatus. 

* ❖ * 

ELI  LILLY  « COMPANY 
Booth  19 

The  Lilly  ex/hibit  will  feature  an  interesting  demon- 
stration in  miniature  on  penicillin  culture.  Many  Lilly 
products  will  be  on  display,  and  attending  Lilly  medical 
service  representatives  will  be  present  to  assist  visiting 
physicians  in  every  possible  way. 

* * * 

.1.  B.  LIPPINCOTT  COMPANY 
Booth  28 

You  are  cordially  invited  to  visit  the  exhibit  of  LIP- 
PINCOTT SELECTED  PROEESSIONAL  BOOKS, 
where  many  interesting  new  books  and  new  editions  will 
be  available  for  your  inspection.  Books  of  particular  in- 
terest include:  Bancroft-Murray's  new  two-volume  work 
on  SURGICAL  TREATMENT  OF  THE  MOTOR 
SKELETAL  SYSTEM:  Bancroft-Pilcher’s  SURGICAL 
TREATMENT  OF  THE  NERVOUS  SYSTEM;  Berens 
and  Zuckerman,  DIAGNOSTIC  EXAMINATION  OF 


THE  EYE:  Pitkin’s  CONDUCTION  ANESTHESIA: 
Eoot’s  PATHOLOGY  IN  SURGERY:  Groff  and  Houtz, 
DIAGNOSIS  AND  TREATMENT  OF  PERIPHERAL 
NERVES:  Stern  and  Rosenthal.  DIABETIC  CARE  IN 
PICTURES:  and  Bucket’s  ORAL  MEDICINE. 

* * ♦ 

MEAD  .JOHNSON  « COMPANY 

Booth  1 0 

" Servamus  Fidem"  means  We  are  Keeping  the  Faith. 
Almost  every  physician  thinks  of  Mead  Johnson  Com- 
pany as  the  maker  of  Dcxtri-Maltose.  Pablum,  Oleum 
Percomorphum.  and  other  infant  diet  materials- — -includ- 
ing the  new  precooked  oatmeal  cereal.  Pabena.  But  not 
all  physicians  are  aware  of  the  many  helpful  services  this 
progressive  Company  offers  physicians.  A visit  to  Booth 
No.  1 0 will  be  time  well  spent. 

* * 5(t 

MEDICAL  ARTS  SUPPLY  COMPANY 

Booth  1 

Equipment  for  the  physician’s  entire  office,  clinic  or 
laboratory — X-Rays.  Diathermies.  Metabolors.  Sterilizers. 
Pumps,  Diagnostic  Instruments,  and  Furniture.  Also  fea- 
turing American  made  and  Stille  stainless  steel  surgical 
instruments. 

* * * 

McCLAIN  SURGICAL  SUPPLY  COMPANY 

Booth  24 

Surgical  supplies  currently  available  will  be  shown, 
together  with  a general  line  of  supplies  and  drug  specialties. 

* ♦ * 

THE  NATIONAL  DRUG  COMPANY 
Booth  25 

In  addition  to  National’s  time-tested.  Council  Accepted 
biologicals,  newest  developments  in  both  the  biological 
and  pharmaceutical  fields  will  be  presented. 

Of  specific  interest  will  be  our  Amino  Acids  and  Allan- 
tomide  products,  plus  National’s  series  of  multiple  antigens 
for  simultaneous  immunization.  Mr.  A B.  Ginden  and 
trained  representatives  will  be  available  for  discussion. 

* * * 

NESTLE’S  MILK  PRODUCTS,  INC, 

Booth  22 

Nestle’s  Milk  Products.  Inc. — the  first  Company  to 
offer  the  medical  profession  a new  improved  evaporated 
milk  containing  400  U.S.P.  units  of  pure  vitamin  D» 
per  pint — now  presents  two  new  complimentary  services 
to  the  busy  physician:  Nestle’s  “Nutrition  Briefs,”  a 
quarterly  publication  containing  abstracts  of  papers  on 
nutrition  appearing  in  the  current  medical  literature  both 
here  and  abroad,  and  Nestle’s  “Your  Baby’s  Record,” 
a valuable  record  for  baby’s  first  four  years  of  life. 

* * * 

ORTHO  PHARMACEUTICAL  CORPORATION 

Booth  8 

Ortho  Pharmaceutical  Corporation  will  display  their 
well-known  line  of  gynecic  pharmaceuticals,  including 
Triple  Sulfa  Vaginal  Cream — specifically  designed  for  bac- 
terial vaginitis. 
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PARKE.  DAVIS  « COMPANY 

Booth  1 6 

Representativc.s  of  PARKE.  DA\'IS  W COMPANY, 
well  informed  concerning  progress  in  Pharmaceutical  Re- 
search. and  desirous  of  presenting  new  advancements  to 
you.  will  b?  in  attendance  at  our  Technical  Exhibit  to 
discuss  the  nature  and  employment  of  new  and  present 
products.  Displayed  will  be  such  outstanding  products  as 
THEELIN.  MAPHARSEN.  and  ADRENALIN  PREP- 
ARATIONS. The  latest  type  of  BIOLOGICALS  will 
be  on  display.  Likewise,  PENICILLIN  and  other  thera- 
peutic ag-nts  of  antibiotic,  biological,  and  chemothera- 
peutic interest  will  be  shown.  We  sincerely  invite  your 
visit  to  this  exhibit. 

^ ^ * 

PHILIP  MORRIS  W CO.,  LTD..  INC. 

Booth  1 7 

Philip  Morris  Ef  Company  will  demonstrate  the  method 
bv  which  it  was  found  that  Philip  Morris  Cigarettes,  in 
which  diethylene  glycol  is  used  as  the  hygroscopic  agent, 
are  less  irritating  than  other  cigarettes.  Their  representa- 
tive will  be  happy  to  discuss  researches  on  this  subject 
and  problems  on  the  physiological  effects  of  smoking. 

❖ * ♦ 

POWERS  « ANDERSON.  INC. 

Booth  5 

Powers  Ef  Anderson  will  exhibit  various  surgical  in- 
struments and  supplies  which  are  now  available  for  the 
physician's  office.  Included  will  be  sample  lines  of  the 
famous  Stille  instruments,  and  other  new  and  improved 
items.  Mr.  E.  G.  Johnson.  West  Virginia  representative, 
and  Robert  E.  Anderson.  Jr.,  will  be  in  charge  of  the 
exhibit. 

ifi  ^ ^ 

W.  B.  SAUNDERS  COMPANY 

Booth  1 5 

This  publishing  house  will  exhibit  its  complere  line 
of  books,  including  Bockus'  3-volume  work  on  "Gastro- 
enterology". new  (5th)  edition  of  Beckman's  "Treat- 
ment”, new  (3rd)  edition  of  Andrews'  "Disease  of  the 
Skin”,  new  (5th)  edition  of  Curtis'  "Gynecology”, 
Jackson  E(  Jack.son's  ‘Diseases  of  the  Nose.  Throat  and 
Ear  ",  new  (4th)  edition  of  Mitchell  E3  Nelson's  "Pedi- 
atrics”. Herrell's  "Penicillin  and  Streptomycin".  Wohl’s 
"Dietotherapy  " . Mackie’s  "Manual  of  Tropical  Medi- 
cine”. new  (3rd)  edition  of  Levine's  "Clinical  Heart 
Disease”.  Conant  W Smith’s  "Manual  of  Mycology”,  new 
(3rd)  edition  of  Stokes,  Beerman  Ei  Ingraham's  "Syphil- 
ology  ".  Orr's  "Operation  of  General  Su'gery”.  Cantarow 
Ef  Trumper's  "Clinical  Bioch  mistry",  Allen.  Barker  E( 
Hines'  "Peripheral  Vascular  Diseases",  new  (2nd)  edition 
of  Mason's  "Preoperative  and  Postoperative  Care”,  new 
(2nd)  edition  of  Graybiel  Ed  White's  "Electrocardiog- 
raphy”. and  many  others, 

^ 

SHARP  Ef  DOHME 

Booth  1 1 

Sharp  Ed  Dohme  will  have  their  display  at  Booth  11. 
featuring  Tyrothricin  Concentrate  for  Human  Use,  "Ly- 
ovac"  Normal  Human  Plasma.  "Sulfathalidine”,  "Sul- 
fasuxidine”.  and  "Caligesic  " Ointment,  a greaseless  anes- 
thetic and  analgesic  ointment  which  possesses  definite 
antipruritic  action.  A cordial  welcome  awaits  all  visitors. 


U.  S.  VITAMIN  CORPORATION 

Booth  23 

Pull  color  illustrated  brochure  "Diagnosing  Vitamin 
Deficiencies”  together  with  professional  samples  and  lit- 
erature on  VI-SYNERAL.  POLY  - B.  VI  - LITRON, 
HYPERVITAM.  LIPO  HEPLEX.  DALSOL.  DESI- 
VER,  and  others. 

:}!  * 

\’ANPELT  Ed  BROWN,  INC. 

Booth  2 

You  are  cordially  invited  to  visit  the  \'anPelt  Ed  Brown 
booth  where  \'^EdB  specialities  will  b”  displayed,  including 
RARBIDONNA,  THEOBARB,  BELLASPRO,  GLUCO 
FERRUM.  \'IAZOI.E  AND  VIRGITALIS.  .Me.ssrs, 
George  J.  Hulcher.  W J.  Hargis,  and  R.  G.  H.  Yeatman 
will  be  in  charge  of  the  exhibit, 

4;  ;ji 

WESTINGHOUSE  X-RAY  COMPANY,  INC. 

Booth  3 1 

A complete  modern  shockproof  diagnostic  x-ray  equip 
ment  suitable  for  installation  either  in  hospital,  medical 
clinic,  or  private  office,  including  tilt  fluroscopic  buckv 
table  and  100  MA  g nerator. 

Newly  designed  types  of  x-ray  film  viewing  equipment. 

Translite  illuminated  slides  showing  representative  West- 
inghouse  equioment  and  installations  in  this  section. 

Descriptive  literature  covering  new  developments  in  the 
x'-ray  field  p'rfected  in  some  cases  because  of,  and  during, 
the  war. 

* 4:  * 

WHITE  LABORATORIES.  INC. 

Booth  2 I 

White  Laboratories.  Inc.,  at  Booth  21  present  informa- 
tion regarding  White's  Sulfathiazole  Gum — expressly 
formulated  for  topical  chemotherapy  i"'  oropharyngeal 
infections:  White's  Otomide — a more  effective  means  of 
topical  chemotherapy  in  ear  infections  — and  a NEW 
specialty.  White's  Mol-Iron  Tablets,  a new  and  definite 
advance  in  the  treatment  of  iron  deficiency  anemias. 

White's  ethically  promoted  vitamin  specialties  arc  also 
featured.  You  will  find  a very  cordial  welcome  by  White's 
Medical  Service  Representatives  in  charge  of  the  exhibit. 

4:  4^ 

THE  MAX  WOCHER  Ef  SON  CO. 

Booth  1 3 

Visitors  to  the  exhibit  of  the  Max  W'oeher  E3  Son  Co. 
(Wocher's)  will  have  an  opporTinity  to  view  the  new 
line  of  treatment  furniture  now  being  made  in  quantity 
by  this  company.  Wocher's  will  display,  in  addition,  all 
the  new  models  of  surgical  instruments  — both  general 
surgical  and  specialists'. 

Leslie  E.  Boehme.  known  to  West  \'irginians  for  25 
years  as  "the  Wocher  Man  ".  will  be  in  charge  of  the  dis- 
play. Mr.  Boehme  invites  you  to  make  the  Wocher  booth 
your  headquarters. 

4: 

THE  X-RAY  SUPPLY  COMPANY  OF  W.  VA. 

Booth  7 

We  will  display  Kclckct  200  ,MA  Multicron  Frans 
former  and  Control,  and  Kelekct  Fluorescent  Illuminators. 
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CONVENTION  PROGRAM 
22ud  Annual  Meeting 
W oman’s  Auxiliary  to  the 
W est  Virginia  State  Medical  Association 
Hotel  Governor  Cabell,  Huntington 
May  13-15,  1946 


Hostess 

WOMAN’S  AUXILIARY  TO  THE 
CABELL  COUNTY  MEDICAL  SOCIETY 


MONDAY  AFTERNOON 
May  13 

2:00 — Registration  (Lobby). 

4:00 — Preconvention  Board  Meeting. 

TUESDAY  MORNING 
May  14 

10:00 — Formal  Opening  of  Convention. 

Invocation — Rev.  Rolla  Kenaston,  Pastor  of 
Johnson  Memorial  Church,  Huntington. 

Salute  to  the  Flag — Mrs.  Herbert  M.  Bed- 
dow.  Charleston. 

Address  of  Welcome — Mrs.  C.  O.  Reynolds, 
Huntington. 

Response — Mrs.  F.  C.  Chandler,  Bridgeport. 

Report  of  Convention  Committee — Mrs. 
Harry  E.  Beard,  Huntington. 

Presentation  of  Cabell  County  Convention 
Chairman — Mrs.  J.  F.  Barker,  Hunting- 
ton. 

Registration  Report — Mrs.  J.  R.  Brown, 
Huntington. 

Rules  of  Procedure — Mrs.  H.  V.  Thomas, 
Clarksburg. 

Roll  Call. 

Reports  of  Officers. 

Reports  of  Standing  Committees. 

Reports  of  Special  Committees. 

Report  of  President’s  Meeting — Mrs.  D.  E. 
Greeneltch,  Wheeling. 

Announcements. 

In  Memoriam — Mrs.  John  W.  Hash,  Charles- 
ton. 

Adjournment. 


TUESDAY  AFTERNOON 

1 :00 — Luncheon,  Ballroom,  Hotel  Governor  Cabell. 
Cabell  County  Auxiliary,  Hostess. 

Address  by  Col.  J.  E.  Ash,  M.  C.,  Director, 
Army  Institute  of  Pathology,  Washington, 
D.  C. 

Honor  Guests:  Dr.  Andrew  E.  Amick,  Presi- 
dent, West  Virginia  State  Medical  Asso- 
ciation; Drs.  Hu  C.  Myers,  Harry  V. 
Thomas,  John  P.  Helmick,  Scott  A.  Ford, 
and  U.  G.  McClure,  members  of  the  Ad- 
visory Board;  Dr.  J.  H.  Barker,  President, 
Cabell  County  Medical  Society;  and  Mr. 
Charles  Lively,  Executive  Secretary,  West 
Virginia  State  Medical  Association. 

3:00 — Open  House,  Hotel  Governor  Cabell. 

Cabell  County  Auxiliary,  Hostess. 

WEDNESDAY  MORNING 
May  15 

9:30 — Salute  to  the  Flag — Mrs.  H.  M.  Beddow. 

Reading  of  the  Minutes. 

Presentation  of  Mrs.  W.  W.  Potter,  of  Knox- 
ville, President  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Society,  and 
other  honor  guests. 

Credentials  and  Registration. 

Roll  Call. 

Roll  Call  of  Delegates  by  Counties. 

Treasurer’s  Report — Mrs.  G.  A.  Ratcliff, 
Huntington. 

Auditor’s  Report. 

Report  of  Budget  Committee. 

Reports  of  County  Presidents. 

Reports  of  Credits  and  Awards — Mrs.  Scott 
A.  Ford,  Beckley. 

Announcements. 

Election  of  Delegates  to  National  Conven- 
tion. 

Report  of  Nominating  Committee. 

Election  of  Officers. 

Installation  of  Officers — Mrs.  W.  W.  Potter. 

Presentation  of  Gavel  to  Mrs.  Delmas  E. 
Greeneltch — Mrs.  Ulysses  G.  McClure. 

President’s  Address — Mrs.  Greeneltch. 

Adjournment. 

WEDNESDAY  AFTERNOON 

1 :00 — Luncheon,  Ballroom,  Hotel  Governor  Cabell. 

Address  by  Mrs.  W.  W.  Potter — “Jane  Todd 
Crawford  Memorial.” 

2:30 — Post-convention  Board  Meeting — Mrs.  Del- 
mas  E.  Greeneltch,  Presiding. 
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UP  TO  NOW* 

By  ANDREW  E.  AMICK,  M.  D., 

President,  West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

Chapter  VI,  Section  I,  of  the  By-Laws  of  the 
West  Virginia  State  Medical  Association  imposes 
upon  the  President  the  duty,  and  extends  to  him  the 
privilege  of  delivering  an  address  at  its  Annual  Meet- 
ing; a task  that  is  a duty  because  our  law  imposes  it, 
and  a privilege  because  it  gives  to  one  about  to  make 
his  final  official  appearance,  the  opportunity  to  com- 
I municate  to  his  fellow  members  any  thoughts  which 
he  may  hold  to  be  significant. 

For  months  it  has  been  my  pleasant  task  to  re- 
view the  annual  addresses  of  most  of  my  predeces- 
sors. Such  a study  has  convinced  me  that  to  refer 
to  the  accomplishments  of  the  past  would  be  but  a 
repetition  of  what  has  already  been  said,  and  in  far 
more  gracious  language  than  I possess.  Therefore, 
I feel  that  it  is  imperative  that  the  few  remarks  I 
make  should  be  confined  to  situations  right  at  hand. 

First  of  all,  it  is  my  pleasure  to  thank  the  members 
of  this  Association  for  the  signal  honor  they  con- 
ferred on  me  in  selecting  me  for  the  presidency.  It 
is  a real  joy  to  tell  you  of  mv  very  deep  appreciation 
of  this  confidence  which  perhaps  I do  not  merit. 
I say  this  advisedly  for  I realize,  far  better  than  any- 
one else,  how  many  more  mistakes  I would  be  mak- 
ing did  I not  have  the  able  guidance  of  our  most 


‘Annual  Address  of  President,  West  Virginia  State  Medical 
Association,  79th  Annual  Meeting,  Huuntington,  West  Virginia, 
May  13,  1946. 


capable  Executive  Secretary,  the  Hon.  Charles 
Lively. 

Mr.  Lively  is  efficiency  personified.  At  the  same 
time,  he  is  so  gentle  and  persuasive  that  he  has  made 
me  know  that  every  thought  he  had  was  right,  before 
I had  an  opportunity  to  do  much  thinking  myself, 
and  thus  saved  me  a tremendous  amount  of  work! 
I believe  he  is  the  most  thoughtful,  thorough,  and 
sincere  man  I have  ever  known,  and  also  one  of  the 
most  considerate  and  consecrated.  His  value  to  this 
Association  can  never  be  measured  in  dimes  and 
dollars. 

The  Council  of  this  Association  is  the  most  im- 
personal and  the  most  effective  body  I have  yet  seen. 
The  sincerity  and  frankness  with  which  they  dis- 
cuss your  affairs,  the  thoroughness  with  which  they 
know  what  you  are  thinking  about,  and  the  interest 
they  are  taking  in  building  up  a purely  friendly  serv- 
ice organization  of  men  with  like  interests,  is  one 
of  the  most  delightful  things  I have  had  the  oppor- 
tunity of  observing. 

To  Dr.  W'alter  F.  Vest,  and  the  members  of  the 
Publication  Board;  E.  J.  Van  Liere,  W.  E.  Sheppe, 
G.  G.  Irwin,  and  R.  H.  Edwards,  I say  that  the 
value  of  their  services  to  each  of  us  in  our  practice 
is  absolutely  incalculable,  because  of  the  way  they 
select  from  a tremendous  volume  of  scientific  litera- 
ture those  things  which  are  of  the  most  help  to  us, 
ture  those  things  which  are  of  the  most  help  to  us. 
'Ellis  is  a service  for  which  every  West  Virginia 
physician  is  grateful. 

Through  Mrs.  Ulysses  G.  McClure,  as  Presi- 
dent of  the  Auxiliary,  I want  to  express  our  appre- 
ciation to  that  body  for  the  very  delightful  way  they 
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have  carried  on  the  work  which  has  been  assigned 
to  them  from  time  to  time.  I do  not  think  they  do 
as  well  as  they  could  do,  but  they  look  so  lovely  while 
doing  it  that  we  forget  any  deficiencies  they  might 
have  shown. 

The  effectiveness  of  this  Association  may  be  said 
to  be  determined  largely  by  the  men  who  compose 
its  committees.  This  large  group  of  men  has  labored 
diligently  for  the  general  good  of  the  Association. 
In  them  we  have  before  us  always  a standard  of 
merit  for  the  appraisement  of  our  value  to  the  people 
whom  we  serve. 

What  do  we  need  most  in  this  present  turbulent, 
uncertain  situation?  Preeminently,  an  appreciation 
of  its  seriousness.  The  situation  calls  for  patience 
and  good  will,  but  not  for  vacillation.  We  have 
allowed  our  moral  leadership  to  lapse. 

UP  TO  NOW  we  have  been  disinclined  to  be 
realistic,  or  quite  frank  in  the  admission  of  our  fail- 
ures, more  especially  in  calling  attention  to  those 
things  that  made  the  failures.  Our  long  standing 
lethargic  reaction  to  the  distress  of  our  fellow  man 
in  his  problem  of  securing  good  medical  care  for 
himself  and  his  family  convinces  me  that  we  have 
been  facing  down  the  road  to  hell,  lured  by  the 
mirage  of  personal  prosperity  and  security. 

An  honest  confession,  I am  told,  is  usually  helpful. 
In  other  words,  I am  frank  to  say  in  passing  that 
I have  one  big  regret,  namely,  that  I have  given  so 
little  to  the  problems  of  our  Association.  Medicine 
has  been  good  to  me,  as  I am  convinced  she  has 
been  to  each  of  you.  What  of  our  reciprocity.?  In 
my  blissful  state  of  intellectual  ignorance,  I have  the 
effrontery  to  point  out  to  you  some  of  the  reasons 
why  I think  we  are  missing  much  well  earned  im- 
mortality. This,  I hold,  is  because  UP  TO  NOW 
we  are  doing  a job  just  half  well. 

In  the  main,  our  attitude  over  the  last  decade  has 
been:  “We  can  coast  along  and  win.”  True  enough, 
we  have  been  “coasting,”  but  you  coast  downhill. 
All  of  us  know  or  should  know  that  we  cannot  in 
this  manner  maintain  the  “status  quo” — retain  our 
liberty  and  the  right  to  express  our  honest  views,  or 
fulfill  our  desire  to  see  the  continuation  of  “free” 
medicine  in  West  Virginia  and  the  nation. 

UP  TO  NOW,  we  have  gone  on  the  assumption 
that  we  are  superior  to  other  laboring  groups.  The 
fact  is  that  the  physician  by  and  large  differs  little 
from  the  average  human  being. 

UP  TO  NOW,  we  have  wasted  much  time  in 
telling  the  world  how  enlightened  we  are.  We 


point  to  the  progress  of  our  scientific  medicine  in  the 
last  two  decades  as  if  this  progress  implied  that  the 
people  are  not  worthy  of  a voice  in  the  determination 
of  the  type  of  medical  care  they  desire.  Since  scien- 
tific progress  doubtless  has  been  just  as  great  in  other 
fields  of  endeavor,  there  is  no  need  for  our  progress 
to  center  in  our  heads. 

UP  TO  NOW,  we  have  ignored  the  social  impli- 
cations in  our  medical  progress,  its  needs  and  possi- 
bilities, its  opportunities  and  dangers. 

The  endeavors  of  an  individual,  an  organization, 
or  a nation  have  a central  idea.  If  and  when  this 
idea  becomes  exhausted,  a crisis  results.  Here  and 
now  we  are  face  to  face  with  such  a crisis.  For  a few 
decades  we  have  gone  on  the  assumption  that  the 
patient  exists  for  the  doctor,  rather  than  that  the 
doctor  exists  for  the  patient.  An  organization  must 
be  judged  by  the  point  from  which  it  starts,  the  goal 
which  it  sets,  and  the  progress  which  it  makes.  A 
self-righteous  attitude  on  our  part  ignores  those  reali- 
ties and  creates  a gulf  of  misunderstanding  between 
us  and  other  organizations,  between  us  and  the  peo- 
ple whom  we  are  supposed  to  serve.  We  need  not 
waste  more  time  in  pointing  to  the  achievements  we 
have  attained  in  medicine  in  the  last  thirty  years 
as  if  they  signified  that  the  people  need  have  no  voice 
in  determining  the  type  of  medical  care  they  need 
today.  The  point  at  issue  is  how  to  bring  the  social 
applications  of  modern  medicine  in  line  with  scien- 
tific progress  in  eradicating  and  preventing  disease. 

UP  TO  NOW,  our  attitude  toward  preventive 
medicine  and  its  procedures  has  been  negligible  and 
indifferent. 

I have  a profound  faith  in  the  youth  of  our  Asso- 
ciation, particularly  that  large  group  of  noble  men 
returned  to  us  from  the  Armed  Services,  who,  with 
the  tremendous  experience  of  war  behind  them, 
know  full  well  that  the  “status  quo”  together  with 
the  spirit  of  “isolation”  must  be  abolished  forever  if 
we  are  to  keep  even  fragments  of  “free”  medicine 
in  West  Virginia  and  the  nation. 

Four  hundred  twenty  of  our  doctors  have  con- 
tributed their  full  share  of  the  best  medical  care  that 
some  twelve  million  men  and  women  have  ever 
known.  For  the  last  four  years  these  men  and 
women  have  not  been  impressed  by  “free  choice  of 
doctor”  and  “doctor-patient  relationship.”  They 
expected  and  received  good  medical  care.  Our 
medical  officers  have  carried  good  medical  care  to 
them.  Their  location  was  of  no  concern.  Good 
medical  care  for  four  years  was  on  the  march. 
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These  twelve  million  men  and  women  expect 

I continued  good  medical  care, 
i ^ . 

I Our  role  in  this  drama  is  to  arrange  ourselves  into 
I oToups  and  to  associate  such  groups  with  voluntary 

prepaid  medical  and  hospital  insurance  plans.  Coun- 
ty medical  societies  must  assume  such  responsibility. 
A “Brotherhood  of  Doctors”  must  become  the 
watchword.  Medical  or  health  centers  and  rural 
clinics  must  do  the  routine  treatment  and  preven- 
tive work.  Cases  requiring  more  specialized  care 
must  be  sent  to  general  hospitals. 

Such  a program  means  that  counties,  or  groups  of 
counties,  must  assume  responsibility  for  the  building 
and  equipping  of  such  centers  and  clinics,  as  well  as 
for  the  fee-for-service  rendered  their  medically  in- 
digent. 

Today  an  informed  public  is  debating  the  ques- 
tion: Which  will  give  better  results,  our  individualis- 
I tic  concept  of  medical  practice  that  permits  the 
physician  complete  freedom  to  act  as  he  pleases 
without  ever  taking  the  welfare  of  Society  as  a whole 
i into  consideration,  or  a carefully  planned,  organized 
medical  service  directed  not  for  the  individual  gain 
of  a few  but  with  the  needs  of  the  entire  population 
I in  mind.^  The  Supreme  Court  of  the  United  States 
has  held:  “There  is  sufficient  historical  evidence  of 
^ professional  inadequacy  to  justify  occasional  popular 
protests.  The  better  educated  laity  of  today  ques- 
tions the  adequacy  of  present  day  medicine.” 

! I pose  the  question  here  and  now:  Are  we  in- 
! adequate  in  quality  or  quantity?  Are  we  to  continue 
as  a part  of  the  problem,  or  as  a part  of  the  solution 
of  the  problem? 

Every  doctor  should  be  in  limited  practice,  that 
is,,  he  should  limit  has  practice  to  just  what  he  is 
qualified  to  do. 

The  Army  maintained  a consultant  system  in  an 
attempt  to  make  sure  that  its  medical  officers  did  the 
work  they  were  qualified  to  do.  Today  in  West 
Virginia  and  the  rest  of  America  most  doctors  do  the 
I work  they  have  the  intestinal  fortitude  to  undertake. 
Commendable  though  their  courage  may  be,  their 
zeal  is  often  regrettable  in  its  results.  It  is  my  belief 
that  the  same  safeguards  should  be  applied  to  doc- 
tors in  their  care  of  civilian  patients  as  were  provided 
for  the  army  medical  officers  in  their  care  of  military 
personnel. 

For  a quarter  of  a century  we  have  been  told 
that  our  West  Virginia  Medical  practice  Act  was 
the  model  of  the  nation.  Yet  my  medical  license  per- 
mits me  to  practice  medicine  and  surgery  without 
qualification  other  than  to  have  graduated  from  a 
class  A medical  school! 


Our  soldiers  and  sailors  were  protected  from  the 
“incompetent”  doctor.  In  recent  weeks  General 
Omar  Bradley  has  announced  that  the  “thoroughly” 
incompetent  doctor,  dentist,  and  nurse,  will  be  dis- 
charged from  the  Services.  Quacks  are  not  allowed 
to  practice  medicine  in  the  Army  or  Navy.  Not  a 
single  one  of  these  pseudodoctors,  faith  healers  or 
manipulators  was  commissioned  in  the  Medical  Corps 
of  the  Army  or  Navy  in  World  War  II,  yet  they  are 
permitted  to  practice  and  prey  on  a gullible  public. 

Our  long  outmoded  and  antiquated  Medical 
Practice  Act  should  be  rewritten  and  brought  up 
to  date.  Every  applicant  for  a license  to  practice 
medicine  should  be  required  to  state  just  what  his 
training  qualifies  him  to  do,  and  be  so  licensed.  To 
be  licensed  to  practice  both  medicine  and  surgery 
imposes  on  one  man  more  responsibility  than  he 
should  be  required  to  assume,  in  justice  to  his  health 
as  well  as  the  health  of  his  patients.  Clearly  stipu- 
lated intervals  for  post-graduate  or  refresher  train- 
ing periods  should  also  be  required.  This  is  necessary 
because  medicine  is  the  least  static  of  all  sciences. 
Surely,  all  of  us  will  agree  that  what  was  theory 
yesterday  is  fact  today,  and  tomorrow  will  be  history'. 

Our  hallowed  Code  of  Professional  Ethics  should 
be  more  carefully  interpreted  and  administered  lest  it 
shield  the  unworthy.  We  should  admit  to  its  noble 
provisions  only  those  who  in  sincerity  and  compe- 
tence minister  to  the  public.  We  need  to  hold  their 
confidence  by  means  more  strictly  ethical  than  secret 
consultations  and  Latin  placebos.  They  witness  our 
testimony  given  in  court  proceedings  when  a fellow 
physician  is  involved  and  are  not  impressed  by  its 
sincerity.  Beyond  dispute,  we  sorely  need  to  find  a 
more  excellent  way  to  maintain  confidence  in  the 
honor  of  our  profession. 

We  are  face  to  face  with  the  greatest  social  crisis 
since  the  fall  of  the  Roman  Empire.  Ours  may  be 
the  tragic  privilege  but  it  is  also  the  magnificent 
opportunity,  the  opportunity  to  lead  and  direct  the 
forces  which  might  otherwise  mean  the  curtailment 
of  medical  progress  in  this  state  and  nation. 

Every  one  of  us  should  subscribe  to  the  belief  that 
there  is  and  must  be  some  power  higher  than  mere 
man,  state,  government,  or  groups  of  nations.  With- 
out such  a firm  belief  all  theories  of  government  or 
types  of  medical  practice  must  and  will  fail.  Civili- 
zation looks  to  us  as  members  of  a learned  and 
honored  profession  to  play  a leading  role  in  the  pres- 
ervation of  such  a belief,, and  this  is  a subject  on 
which  we  should  not,  and  must  not,  and  with  Gqd’s 
help  will  not  be  neutral. 
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Over  the  last  decade  our  most  outstanding  char- 
acteristic has  been  the  immense  increase  in  the  print- 
ing and  talking  we  have  permitted,  or  to  which  we 
have  contributed  on  the  subject  of  medical  care. 
With  the  passing  years  we  have  become  more  pro- 
lific. In  wordiness,  effusiveness,  and  confusion  of 
public  and  private  discussions  we  have  not  put  service 
above  self. 

Drifting  is  merely  a cowardly  mode  of  choice. 
The  time  is  come  when  we  must  “lay  it  on  the 
line.”  The  battle  hour  has  struck!  I repeat: 
Never  in  the  whole  history  of  America  has  there 
been  such  an  opportunity  for  any  group  of  men  and 
women  as  is  ours  tonight ! Then  to  your  tents, 
Israel ! 


GOLDEN  AGE  OF  CHILD  HEALTH 

The  remarkable  gains  achieved  in  controlling 
death  and  disease  among  children  constitutes  one 
of  the  brightest  chapters  in  the  recent  history  of 
American  medicine  and  public  health  administra- 
tion. The  gains  also  reflect  the  economic  and 
social  advances  which  have  greatly  raised  our 
standard  of  living.  What  has  been  accomplished 
in  reducing  mortality  among  youngsters  in  the 
United  States  and  Canada  is  well  illustrated  by  the 
experience  among  children  insured  in  the  Indus- 
trial Department  of  the  Metropolitan  Life  Insur- 
ance Company.  The  death  rate  among  these 
children  at  ages  1 to  14  dropped  sharply  and  almost 
continuously  in  the  past  35  years.  The  fact  that 
this  great  improvement  has  been  accomplished  in 
a period  during  which  there  were  two  world  wars 
and  a major  economic  depression,  gives  added 
signiflcance  to  the  achievement. 

For  a number  of  diseases  the  improvement  in 
mortality  has  been  truly  amazing.  For  example, 
the  death  rate  from  the  principal  communicable 
diseases  of  childhood — measles,  scarlet  fever, 
whooping  cough,  and  diphtheria — has  declined  well 
over  90  percent  among  white  children  in  the  period 
under  review.  It  is  a striking  fact  that  at  ages  1 to 
14  years  the  death  rate  from  all  causes  combined 
now  is  considerably  less  than  the  mortality  from 
the  four  communicable  diseases  only  3^  decades 
ago.  The  decrease  of  97  percent  for  diphtheria  is 
an  outstanding  example  of  what  can  be  accom- 
plished in  conserving  life  when  knowledge  per- 
taining to  prevention  and  treatment  of  disease  is 
available  and  fully  utilized.  There  are  an  ap- 
preciable number  of  large  communities  in  the 
United  States  that  have  not  lost  a single  child  by 
diphtheria  for  a series  of  years. 

Another  signal  victory  for  the  public  health 
movement  has  been  the  decline  of  95  percent  in  the 
death  rate  from  diarrhea  and  enteritis.  For  every 
child  that  now  dies  from  this  cause  were  20  a 
little  more  than  a generation  ago.  The  principal 
factors  in  achieving  this  result  have  been  the 
pasteurization  of  milk,  the  greater  purity  of  drink- 
ing water  and  foods,  modern  refrigeration,  and  the 
widespread  education  of  mothers  regarding  the 
care  and  feeding  of  young  children. 


PRIMARY  OMENTAL  TORSION- 
CLINICAL  ASPECTS 

(WITH  CASE  REPORT) 

By  SEYMOUR  W.  MEYER,  M.  D.,  and 
BENJAMIN  I.  GOLDEN,  M.D., 

Elkins,  West  Virginia* 

The  greater  omentum,  frequently  involved  in 
various  intra-abdominal  pathological  conditions,  is 
the  occasional  site  of  acute  primary  disease.  The 
relative  infrequency  of  such  occurrence,  and  the 
tendency  to  simulate  other  more  common  acute 
intra-abdominal  conditions,  usually  result  in  an 
erroneous  preoperative  diagnosis  (1,  2,  3). 

The  greater  omentum  is  a large  apron  of  fat, 
containing  blood  vessels,  lymphatics,  and  nerves. 
The  acute  disease  processes  of  this  structure  are 
those  principally  related  to  vascular  disturbances, 
secondary  to  either  torsion  or  intravascular  throm- 
bosis or  embolism.  The  pathological  findings  con- 
sist of  varying  degrees  of  congestion,  hemorrhagic 
extravasation,  thrombosis,  infarction,  and  gangrene, 
depending  to  a great  extent  on  the  duration  of  the 
process. 

A case  report  of  omental  torsion  is  herewith  pre- 
sented for  a threefold  purpose:  (1)  to  add  an  addi- 
tional case  record  to  the  increasing  number  of  case 
reports  of  this  “relatively  rare”  condition,  (2)  to 
present  the  clinical  features  of  the  disease  which  make 
for  erroneous  diagnosis,  and  (3)  to  remind  the  sur- 
geon that  this  condition  may  exist  as  a pathological 
entity  in  itself,  in  the  absence  of  other  intra-abdomi- 
nal disease. 

CASE  REPORT 

J.  E.,  a 68  year  old  white  male,  was  admitted  to 
the  Davis  Memorial  Hospital  August  21,  1945, 
complaining  of  lower  abdominal  pain  of  three  days’ 
duration.  The  patient  was  well  until  the  evening  of 
August  18  1945,  when,  directly  after  dinner,  he 
experienced  epigastric  colicky  pains,  which  were 
followed  shortly  by  sharp  pains  in  the  right  lower 
quadrant  of  the  abdomen.  There  was  no  nausea, 
vomiting,  diarrhea,  or  constipation.  The  pains  per- 
sisted in  the  right  lower  quadrant;  these  were  non- 
radiating, and  were  not  sufficiently  severe  to  war- 
rant bed  rest.  That  night  the  patient  slept  well. 
The  following  morning  he  awoke  with  pain  in  the 
right  lower  cpiadrant;  this  was  sharp  in  character, 
and  constant.  He  was  ambulant  throughout  the 
day,  going  about  liis  regular  activities.  When  he  was 
at  rest,  the  pain  subsided;  however,  when  he  moved, 
it  recurred.  He  continued  to  eai  his  regular  meals. 

‘From  the  Department  of  Surgery,  The  Golden  Clinic,  Elkins, 
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The  pain  persisted  for  an  additional  two  days,  at  the 
end  of  which  time  his  physician  advised  hospitaliza- 
tion. There  were  no  urinary  disturbances,  no  melena 
or  gross  bleeding,  and  no  recent  weight  loss. 

The  past  history  revealed  that  the  patient  had 
had  parkinsonism  since  1938.  In  1940,  a diagnosis 
of  heart  disease”  had  been  made.  In  1943,  the  pa- 
tient had  been  hospitalized  for  “heart  failure,”  and 
since  that  time  had  been  receiving  digitalis  and  theo- 
calcin.  He  usually  slept  with  three  pillows  under 
his  head.  Electrocardiographic  studies  in  1943 
showed  evidence  of  myocardial  damage,  which  was 
thought  to  he  secondary  to  arteriosclerosis. 

Physical  examination  showed  the  patient  to  be 
about  68  years  old,  well  developed,  and  with  char- 
acteristic parkinsonian  movements  of  the  hands.  He 
complained  of  pain  in  the  right  lower  quadrant  of 
the  abdomen.  The  temperature  was  98.6  F.,  pulse 
84,  and  respiration  20.  Blood  pressure  was  160 
systolic  and  106  diastolic.  The  pupil  of  the  right  eye 
was  widely  dilated  and  reacted  minimally  to  light 
(old  injury,  1939);  the  left  pupil  was  apparently 
normal  and  reacted  normally.  The  heart  was 
slightly  enlarged  to  the  left.  There  was  a loud,  blow- 
ing  systolic  murmur  at  the  apex,  and  a blowing  dia- 
stolic murmur  over  the  aortic  area.  The  abdomen 
was  slightly  distended,  with  some  bulging  present  in 
the  right  lower  quadrant.  Pressure  and  releas  eof 
pressure  in  the  left  lower  quadrant  produced  pain  in 
the  right  lower  quadrant.  Pressure  and  release  of 
bound  tenderness,  and  rigidity  were  present  in  the 
right  lower  quadrant,  with  a questionable  mass  at 
this  point.  There  was  no  costovertebral  angle  ten- 
derness. 

Urinalysis'.  Specific  gravity  1.034;  pH  7;  sugar, 
albumen  and  microscopic  examinations  were  nega- 
tive. 

Blood'.  Hemoglobin  104  per  cent;  erythrocytes 
5.52  million;  leukocytes  14,600.  Differential  count: 
Polymorphonuclear  78  per  cent;  lymphocytes  20 
per  cent;  mononuclear  2 per  cent.  The  sedimen- 


tation rate  was  25  mm.  in  60  minutes.  The  blood 
urea  nitrogen  was  16.2  mg.  per  100  cc.  Hinton  and 
Kolmer  blood  serology  tests  were  negative. 

The  admission  diagnosis  was  ( 1 ) possible  appen- 
dicitis, (2)  possible  neoplasm  of  the  ascending  colon, 

(3)  hypertensive  arteriosclerotic  heart  disease,  and 

(4)  parkinsonism. 

TREATMENT  AND  COURSE 

The  patient  was  put  to  bed,  given  a regular  diet, 
and  some  sedation.  He  ate  his  meals  without  diffi- 
culty. However,  he  continued  to  have  pain  and 
localized  signs  in  the  right  lower  quadrant,  though 
he  remained  afebrile.  On  August  23rd,  the  second 
day  after  admission,  because  of  persistence  of  pain 
and  exquisite  tenderness  in  the  right  lower  quadrant, 
a laparotomv  was  performed,  under  300  mg.  neo- 
caine  spinal  anesthesia. 

Operative  findings:  It  was  interesting  to  note 

that  after  patient  had  been  given  the  spinal  anes- 
thetic and  placed  into  the  supine  position  (with 
slight  Trendelenburg),  a mass  could  be  palpated 
slightly  above  the  region  of  McBurney’s  point,  at 
about  the  level  of  the  umbilicus. 

A right  midrectus,  muscle  splitting  incision  was 
made.  The  appendix  was  normal.  I'he  gallbladder 
was  not  visualized;  however,  no  stones  were  felt. 
The  right  lower  portion  of  the  omentum  was  the 
site  of  a moderately  large  tumor  mass  10x6x2 
cm.),  attached  to  the  remainder  of  the  omentum  by 
a narrow  pedicle  which  appeared  to  be  twisted  on 
its  axis.  This  mass  was  firm  and  hemorrhagic,  and 
was  found  lying  in  the  right  lateral  gutter,  at  the 
level  of  the  umbilicus.  The  mass  was  clamped 
through  the  narrow  pedicle  and  excised.  Hemostasis 
was  secured  by  suture  ligature.  A routine  appendec- 
tomy was  performed. 

Pathological  findings:  On  section,  the  mass  pre- 
sented a hemorrhagic  appearance,  and  in  color  and 
consistency  bore  a close  resemblance  to  a sectioned 
spleen. 
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On  microscopic  section,  the  mass  showed  the 
typical  structure  of  omentum,  with  vascular  conges- 
tion and  hemorrhagic  extravasation.  There  was 
moderate  polymorphonuclear  infiltration  around  the 
hemorrhagic  areas. 

The  postoperative  course  was  uneventful,  and  the 
patient  was  discharged  on  the  twelfth  postoperative 
day. 

Final  diagnosis: 

1.  Torsion  of  the  greater  oventum. 

2.  Hypertensive  arteriosclerotic  heart  disease. 

3.  Parkinsonism. 

The  accompanying  illustrations  (I,  II,  III)  may 
serve  to  show  the  mechanism  of  the  torsion  and  the 
vascular  constriction.  Although  various  theories 
have  been  expounded  to  explain  wh)’  this  process 
takes  place,  none  has  been  sufficiently  conclusive  to 
warrant  acceptance. 

DISCUSSION 

It  is  interesting  to  note  that  the  error  in  pre- 
operative diagnosis  in  this  case  is  one  shared  by  others. 
Anton  (1),  in  a series  of  three  cases  of  omental 
torsion,  reported  two  cases  erroneously  diagnosed  as 
acute  appendicitis  and  a third  case  diagnosed  as  acute 
cholecystitis.  Pines  (2)  reported  six  cases  of  omen- 
tal infarction,  all  of  which  were  diagnosed  as  acute 
appendicitis. 

A review  of  the  clinical  aspects  of  this  condition 
makes  it  rather  obvious  why  such  an  error  may  be 
made.  The  onset  of  the  illness  is  usually  abrupt. 
There  is  colicky  pain  in  the  epigastric  or  umbilical 
region  or  in  the  right  lower  quadrant.  This  is 
usually  followed  by  vomiting  and  then  localization 
of  sharp  pain  in  the  right  lower  quadrant.  The 
sequence  of  events  closely  simulates  the  Murphy 
syndrome  of  acute  appendicitis.  However,  a careful 
review  of  certain  aspects  of  this  disease  reveals  several 
interesting  points  which,  if  given  adequate  consider- 
ation, might  make  one  a bit  hesitant  about  making 
too  rapid  a diagnosis  of  appendicitis  or  acute  cholecy- 
stitis. In  spite  of  the  history  of  vomiting  and  ab- 
dominal pain,  there  is  little  or  no  anorexia.  In  the 
case  reported,  the  patient  felt  hungry  and  ate  all  of 
his  meals,  although  examination  revealed  exquisite 
localized  tenderness  in  the  right  lower  quadrant. 
Bowel  function  usually  remains  unchanged. 

The  exquisite  tenderness  and  localized  rebound 
tenderness,  as  well  as  the  skin  hyperesthesia,  are  far 
more  prominent  than  those  usually  seen  in  acute  ap- 
pendicitis. In  addition,  these  are  far  out  of  pro- 


portion to  the  associated  apparent  well-being  of  the 
patient.  The  contact  of  the  involved  omentum  with 
the  anterior  parietal  peritoneum  makes  these  signs 
more  pronounced.  The  mobility  of  the  omentum 
allows  for  simulation  of  disease  in  various  parts  of 
the  abdomen.  In  each  of  his  cases.  Pines  (2)  found 
the  diseased  area  of  the  omentum  directly  beneath  the 
incision  in  the  right  lower  quadrant.  The  finding  of 
a mobile  tumor  mass  early  in  the  disease  might  be 
of  value  in  differentiating  this  condition  from  appen- 
dicitis. If  the  patient  is  first  seen  about  four  to  six 
days  after  the  acute  onset,  the  possibility  of  appendi- 
ceal abscess  may  further  complicate  the  diagnosis. 
It  is  interesting  to  note  that  in  the  case  presented,  a 
diagnosis  of  possible  neoplasm  of  the  colon  was  con- 
sidered, in  view  of  the  finding  of  a mass. 

It  might  be  suggested  that  in  those  patients  upon 
whom  a laparotomy  is  performed  for  acute  appendi- 
citis or  acute  cholecystitis,  and  who  at  operation  show 
no  involvement  of  these  viscera,  the  great  omentum 
should  be  examined  for  pathological  changes.  If 
primary  torsion  is  found,  no  effort  should  be  made  to 
unwind  or  untwist  the  twisted  area.  There  is  great 
danger  of  liberating  thrombi  which  may  have  formed 
in  the  involved  veins,  with  possible  subsequent  pul- 
monary embolism.  The  twisted  pedicle  should  be 
clamped  and  the  involved  portion  of  the  omentum 
excised.  A suture  ligature  is  used  to  control  bleed- 
ing in  the  stump.  An  attempt  should  be  made  to 
‘omentalize’  this  stump,  by  suturing  some  of  the  ad- 
jacent normal  omentum  over  it,  so  as  to  leave  no 
rough  surface  which  may  subsequently  adhere  to 
other  structures.  Routine  appendectomy  is  usually 
performed. 

SUMMARY 

1.  A case  report  of  primary  torsion  of  the  greater 
omentum  is  presented. 

2.  The  clinical  features  of  this  disease  condition 
are  discussed. 

3.  A recommendation  is  made  that  in  those  cases 
in  which  operation  does  not  confirm  the  preoperative 
diagnosis  of  acute  appendicitis  or  acute  cholecystitis, 
the  greater  omentum  should  be  thoroughly  examined 
to  rule  out  the  possibility  of  primary  omental  torsion. 
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SURGICAL  DISEASES  OF  THE  LUNG* 

By  EDWARD  J.  McGRATH,  M.  D„  and 
FRANCIS  M.  WOODS,  M.  D., 

Cincinnati,  Ohio** 

It  is  almost  fifty  years  ( 1 896)  since  the  first  really 
extensive  and  authoritative  monograph  devoted  to 
thoracic  surgery  was  published  by  Stephen  Paget. 
It  offered  the  following  starting  statement:  “It  is 
sometimes  said  that  surgeons  fifty  years  hence  will 
think  as  little  of  our  results  as  we  think  of  the 
methods  of  fifty  years  ago.  So  far  as  regards  the 
surgery  of  the  chest,  this  is  utterly  untrue.  Fifty  years 
ago  it  had  risen  above  the  horizon;  it  is  now  nearly 
at  its  zenith.  Indeed  it  is  possible  that  we  may  see 
its  upward  movement  checkedL” 

In  the  same  year  Rehn  first  successfully  sutured 
a wound  of  the  heart  in  a human  being.  One  year 
earlier  Roentgen  had  announced  his  discovery  of  the 
X-ray,  probably  the  greatest  discovery  in  relation  to 
all  diseases  of  the  chest  in  the  history  of  medicine. 
In  1898,  Killian  of  Mainz  invented  the  broncho- 
scope. And  in  1907,  Friedrich,  at  Brauer’s  sug- 
gestion, performed  the  first  extrapleural  thoracoplasty 
for  tuberculosis.  Obviously,  Paget  was  premature  in 
his  estimation  of  the  ingenuity  of  modern  surgery  and 
surgeons.  His  error,  however,  is  mitigated  by  the 
fact  that  he  had  plenty  of  company  before  his  time 
and  since.  In  1935,  the  man  who  has  done  most  to 
advance  modern  thoracic  surgery,  Evarts  A.  Gra- 
ham, published  his  monograph  on  surgical  diseases 
of  the  chest®.  In  it,  he  quotes  Maude  Adams  as 
suggesting  that  “one  would  hesitate  to  resort  to  so 
radical  a measure  (as  ligation  of  a patent  ductus  ar- 
teriosus) which  might  introduce  a new  factor  of 
disturbance.”  In  1940  Gross®  reported  his  first  10 
such  cases  successfully  treated.  However,  Gross  him- 
self doubted  that  a patent  ductus  which  had  become 
the  site  of  bacterial  endocarditis  could  be  safely 
ligated.  But,  in  the  same  year,  Touroff  and  Vesell* 
reported  the  first  such  infected  ductus  to  be  suc- 
cessfully closed. 

This  brief  historical  resume  is  significant  only  in 
that  it  points  out  how  far  performance  has  outstripped 
prophecy  in  the  field  of  surgery  of  the  chest.  Today 
there  is  no  part  of  the  thorax  or  its  contents  which  has 
not  been  successfully  invaded  for  the  relief  or  cure 
of  disease,  with  the  possible  exception  of  the  chambers 
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of  the  heart.  And  even  this  has  been  attempted  in 
Cutler  and  Beck’s®  effort  to  open  stenotic  valves,  to 
say  nothing  of  recent  military  work  in  removing 
foreign  bodies.  In  a field  so  extensive  and  so  exciting 
as  this,  it  is  difficult  to  restrain  oneself.  And  yet 
some  reasonable  bounds  must  be  set.  Therefore,  I 
will  limit  myself  to  a discussion  of  surgery  of  the 
lung,  the  indications  for  such  surgery,  and  the  results 
which  can  be  obtained. 

The  vast  majority  of  surgical  diseases  of  the  lung 
may  be  divided  into  three  large  categories:  (1) 
neoplastic  disease,  (2)  nontuberculous  suppurative 
disease,  and  (3)  tuberculosis.  Other  rarer  condi- 
tions, such  as  vascular  anomalies,  occur  far  too  infre- 
quently to  be  brought  into  such  a general  survey  as 
this. 

PULMONARY  MALIGNANCY 

For  practical  purposes,  neoplastic  disease  of  the 
lung  is  malignancy  of  the  lung.  All  metastatic  neo- 
plasms of  the  lung  are  obviously  malignant.  Of  the 
primary  neoplasms  of  the  lung,  the  frankly  benign 
tumors  such  as  simple  fibroma  or  lipoma  are  most 
unusual.  One  tumor,  however,  whose  nature  is  still 
a subject  of  bitter  controversy,  occurs  more  fre- 
quently and  deserves  brief  mention.  This  is  the 
bronchial  adenoma.  It  is  a sessile  or  pedunculated 
growth,  developing  in  the  walls  of  the  larger  bronchi 
and  constituting,  in  varying  series,  5 per  cent  to  10 
per  cent  of  intrabronchial  tumors.  Graham*  and  his 
followers  insist  that  at  best  this  is  a premalignant 
lesion  and  at  worst  it  is  a frank  malignancy  of  the 
“mixed  tumor”  variety.  Brunn*  and  others  contend 
that  the  lesion  is  unequivocally  benign  without 
malignant  tendencies.  It  is  said  to  occur  more  fre- 
quently in  women  and  before  the  age  of  forty.  The 
practical  aspect  of  the  controversy  revolves  about 
therapy.  If  it  is  certainly  benign,  it  may  be  resected 
via  the  bronchoscope  or  surgically  by  partial  pul- 
monary resection.  If  it  is  malignant  or  potentially 
so,  it  requires  total  pneumonectomy  with  resection 
of  the  regional  nodes.  We  at  Cincinnati  have  yet 
to  see  such  a tumor.  If  and  when  we  do,  we  will 
decide  with  Graham  that  it  is  at  least  potentially 
malignant.  And  so  for  the  present,  we  will  consider 
neoplastic  disease  of  the  lung  as  synonymous  with 
malignancy. 

As  noted  above,  malignancy  of  the  lung  may  be 
either  primary  or  metastatic.  The  latter  we  may 
dismiss  for  obvious  reasons,  with  only  the  parenthetic- 
al note  that  a single  metastatic  nodule  of  hyper- 
nephroma will  sometimes  be  the  only  metastasis  from 
such  a tumor.  The  primary  growth  having  been 
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removed,  removal  of  the  involved  lung  has,  on  rare 
occasions,  been  a lifesaving  procedure.  Such  an  in- 
stance, however,  is  notable  only  for  its  rarity. 

But  what  of  primary  carcinoma  of  the  lung.^  Is 
it  not  rare.?  Certainly  that  is  the  popular  medical 
notion.  Adler%  in  1912,  having  collected  374 
cases  of  carcinoma  of  the  lung,  stated : “On  one  point, 
however,  there  is  nearly  complete  consensus  of 
opinion,  and  that  is  that  primary  malignant  neo- 
plasms of  the  lung  are  among  the  rarest  forms  of 
disease.”  It  is  usually,  therefore,  startling  to  a 
medical  audience  to  be  presented  with  the  following 


the  age  of  forty.  It  occurs  more  frequently  in  men; 
the  present  relative  incidence  seems  to  be  four  men 
to  one  woman.  There  is  no  apparent  racial  dis- 
tinction. Pathologically,  all  primary  neoplasms,  ac- 
cording to  current  opinion,  arise  from  mucosal  cells 
of  the  bronchus.  Actually,  three  forms  are  observed; 
squamous  cell  carcinoma,  making  up  over  85  per 
cent  of  these  tumors,  and  by  far  the  most  amenable 
to  therapy;  adenocarcinoma,  constituting  at  most  10 
per  cent;  ami  an  undifferentiated  type  of  carcinoma, 
seen  in  peripherally  arising  tumors,  and  called,  from 
the  appearance  of  the  cells,  “oat  cell”  carcinoma. 


Fig.  1.  Carcinoma  of  right  middle  lobe  bronchus  with  atelectasis  distal  to  obstruction. 


statistics:®  Primary  carcinoma  of  the  lung  constitutes 
in  various  series  of  autopsies  from  8 to  20  per  cent 
of  all  carcinoma;  on  the  basis  of  actual  statistics  its 
mean  autopsy  incidence  is  1 0 per  cent  of  all  carci- 
noma ; it  ranks  in  frequency  with  carcinoma  of  the 
stomach,  breast  and  cervix  uteri;  it  accounts  for 
15,000  deaths  annually  in  the  United  States;  and 
the  incidence  of  the  disease  is  increasing.  In  1920, 
primary  carcinoma  of  the  lung  accounted  for  1.1 
deaths  per  100,000;  in  1936  it  had  increased  to  3.6 
deaths  per  1 00,000.  In  various  surveys  it  has  shown 
an  average  increase  in  incidence  of  over  200  per  cent. 
Certainly  such  a disease  commands  our  attention. 
Certainly  it  cannot  be  ignored. 

I’rimary  carcinoma  of  the  lung  is  essentially  a 
disease  of  middle  and  later  life.  True,  there  are 
cases,  uncommon  but  not  rare,  of  primary  carcinoma 
of  the  lung  in  the  late  twenties  and  thirties.  But  the 
vast  majority  of  cases  (80  per  cent)  develop  after 


i his  last  group  constitutes  less  than  5 per  cent  of 
primary  pidmonary  malignancy. 

Symptomatically,  the  earliest  complaints  are  ( 1 ) 
couffh,  (2)  chest  “pain,”  described  mainly  as 
“heaviness,”  “soreness,”  “pressure,”  “discomfort” 
or  actual  “pain,”  (3)  hemoptysis,  usually  small 
in  amo  lit  and  intermi.tent,  (4)  dyspnea,  a com- 
plaint seldom  offered  spontaneously  but  elicited 
only  on  direct  questioning,  and  ( 5 ) loss  of  weight. 
This  last  the  patient  frequently  explains  away  on 
the  basis  of  “loss  of  sleep  because  of  a cough,”  or 
some  otlier  equally  inadequate  excuse.  We  see, 
tlierefore,  that  the  presenting  symptom  is  a persistent 
cough,  in  a patient  40  years  of  age  or  older,  (usual- 
ly a man  but  by  no  means  always),  sometimes  asso- 
ciated with  loss  of  weight,  discomfort  in  the  chest, 
and  hemoptysis  of  mild  degree. 

On  physical  examination,  the  findings  are  exceed- 
ingly variable,  dependent  entirely  upon  the  position 
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Fig.  2.  Another  example  of  carcinoma  obstructing  the  right  middle  lobe  bronchus. 


of  the  tumor  and  its  behavior.  There  may  be  no 
significant  findings.  Such  findings  as  are  present 
have  led  to  the  diagnosis  of  bronchitis,  unresolved 
pneumonia,  chronic  fibroid  tuberculosis,  etc.  All  too 
frequently,  the  examination  stops  here  and  the  patient 
is  treated  with  cough  medicine,  sedation,  rest  in  bed 
or  watchful  waiting.  The  last  is  most  apt  to  happen 


Fig.  3.  Atelectasis  of  left  upper  lobe  distal  to  obstruction 
of  upper  lobe  bronchus  by  carcinoma. 


when  there  are  no  discernable  physical  findings,  a 
not  uncommon  occurrence. 

With  the  evidence  which  has  accrued  in  the  past 
ten  years,  one  can  make  the  categorical  statement 
that  every  patient  forty  years  of  age  or  older,  present- 
ing himself  to  the  physician  with  a chronic  cough  de- 
serves an  X-ray.  If  we  stop  to  think  for  a moment, 
this  becomes  the  even  more  inclusive  axiom:  Every 
patient  with  a chronic  cough  deserves  an  X-ray.  The 
medical  profession  has  long  since  accepted  as  axio- 
matic the  necessity  for  X-ray  of  the  chest  in  the 
presence  of  chronic  cough  up  to  the  age  of  forty, 
because  of  the  grave  danger  of  tuberculosis.  How 
much  greater  the  necessity,  then,  where  the  danger 
is  that  of  carcinoma. 

And  what  should  be  expected  on  X-ray  examina- 
tion.? Clear-cut  evidence  of  a tumor  mass?  From 
70  to  75  per  cent  of  primary  carcinomas  occur  at  or 
near  the  hilus  of  the  lung.  Consequently,  except 
for  the  25  per  cent  occurring  peripherally,  clear-cut 
x-ray  evidence  of  the  tumor  itself  is  frequently  per  se 
evidence  of  advanced  malignancy.  What  is  to  be 
found  on  X-ray,  particularly  early  in  the  disease,  is 
evidence  of  bronchial  obstruction,  either  atelectasis 
or  what  is  called  “unresolved  pneumonia.”  Such 
findings  are  never  primary  independent  clinical  or 
roentgenological  entities,  any  more  than  “obstruc- 
tion” of  the  pylorus,  or  “annular  constriction”  of 
the  colon  are  primary  diagnoses.  And  cronchial  ob- 
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struction  demands  investigation.  It  has  been  stated 
antlioi'itatively,  and  we  are  in  fidl  agreement  with 
the  statement  that  ad  unexpLained  pidmonary  lesions 
in  patients  past  forty,  however  slight,  are  carcinoma 
until  proved  otherwise'’  ( F'igs.  1 to  5). 


In  the  majority  of  instances,  the  cause  of  bronchial 
obstruction  can  be  ascertained  with  relative  ease  by 
bronchoscopy.  In  different  series  it  has  been  esti- 
mated that  69  to  75  per  cent  of  all  primary  carci- 
nomas of  the  lung  are  accessible  to  the  bronchoscope. 


Fig.  4.  Right  lung  removed  by  pneumonectomy,  with  bronchus  open  to  show  carcinoma  of  mainstem  bronchus.  The  disproportion 
between  the  size  of  the  tumor  and  the  X-ray  shadow  at  the  right  hilum  is  accounted  for  by  a zone  of  pneumonitis  about  the  tumor. 


Fig  5.  Right  lung  removed  by  pneumonectomy,  showing  carcinoma  arising  in  the  brochus  to  the  iower  (and  middle)  lobe.  The 
gross  pathology  and  marked  shift  in  the  corresponding  X-ray  suggest  a much  more  extensive  lesion  than  was  found. 
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There  exists  the  fallacious  notion  that  bronchoscopy 
is  a major  and  hazardous  surgical  procedure.  In 
competent  hands  it  is  virtually  without  mortality  or 
morbidity.  Certainly  on  a statistical  basis,  it  does 
not  carry  the  risk  of  tonsillectomy.  A biopsy  speci- 
men is  desirable.  It  is  not  absolutely  essential.  The 
competent  bronchoscopist  is  quite  as  capable  of  diag- 
nosing malignancy  by  appearance  as  is  the  surgeon. 
Where  there  is  doubt,  or  where  a specimen  is  easily 
and  safely  obtainable,  it  should  be  taken.  If  there  is 
any  apparent  hazard,  it  should  be  omitted. 

Finally,  there  are  the  25  to  30  per  cent  of  cases 
not  accessible  by  bronchoscopy.  In  this  group  are 
those  tumors  arising  in  the  parenchyma  of  the  lung, 
and  those  arising  from  the  upper  brcihchi,  notably  on 
the  right  (Fig.  6).  Here  anatomic  reasons  make 


Fig.  6.  An  early  circumscribed  primary  carcinoma  arising 
in  the  parenchyma  of  the  right  upper  lobe. 

the  tumor  inaccessible  to  direct  visualization  or 
biopsy.  Retrograde  ’scopes  have  been  devised,  but 
even  in  the  most  competent  hands  they  are  not  al- 
ways helpful.  Usually  it  is  easy  to  prophesy  from 
the  position  and  nature  of  the  x-ray  shadow  whether 
or  not  the  lesion  will  be  accessible  to  bronchoscopic 
visualization,  and  so  the  element  of  uncertainty  will 
be  largely  removed. 

For  this  group  of  tumors  and,  I cannot  emphasize 
enough,  for  all  patients  past  the  age  of  fortv  with 
pulmonary  pathology  not  fully  explained  by  other 
methods,  the  only  safe  course  is  exploratory  thoraco- 
tomy. Here  again  there  exists  a legend  that  such  a 
procedure  is  fraught  with  great  danger.  And,  again, 
one  authority  after  another  has  demonstrated  that 


the  mortality  attendant  upon  simple  exploration  of 
the  chest  is  less  than  1 per  cent.  In  our  own  series 
of  approximately  70  cases  of  all  kinds,  we  have  yet 
to  sustain  a death  in  simple  exploration  of  the  chest. 

Thus  you  have  the  usual  picture  of  the  diagnosis 
of  primaiT  carcinoma  of  the  lung.  The  diseases 
which  must  be  differentiated  are  not  numerous. 
Pulmonary  tuberculosis  is  the  outstanding  one.  Here 
the  definitive  diagnosis  must  depend  upon  demon- 
stration of  tubercle  bacilli  in  the  sputum  or  in  gastric 
washings.  Collateral  evidence  is  of  some  value  in 
that  pulmonary  tuberculosis  is  essentially  a disease  of 
younger  life;  it  is  not  usual  to  find  it  starting  after 
forty.  The  well  trained  roentgenologist  and 
phthisiologist  are  quite  acutely  attuned  to  the  usual 
roentgenological  forms  which  tuberculosis  assumes. 
Alterations  from  this  “normal”  pattern  in  patients 
past  forty  require  investigation.  It  has  been  found 
that  bronchogenic  carcinoma  does  occur  coincidental- 
ly with  pulmonary  tuberculosis,  as  Ritterhofi”  at  the 
Hamilton  County  Tuberculosis  Sanitarium  has  bril- 
liantly demonstrated.  \ confluent  mass  of  anthra- 
cotic  nodules  in  silicotuberculosis  may  prove  con- 
fusing. In  that  instance  the  presence  of  other  silicotic 
lesions  scattered  over  both  lung  fields  will  be  most 
helpful,  as  will  be  the  positive  sputum  when  present. 
But,  as  a basic  rule  of  safety,  and,  at  the  risk  of  being 
sententious,  I must  repeat,  whenever  any  doubt 
exists, — -when  the  diagnosis  is  not  absolutely  estab- 
lished,— the  unexplained  chest  lesion  in  a patient  past 
forty,  is  carcinoma  until  proved  otherwise.  There 
is  no  temporizing  with  malignancy.  It  is  the  one 
disease  form  which  gives  no  quarter  and  no  respite. 
Mistakes  in  diagnosis  of  other  disease  forms  are  oc- 
casionallv  remediable.  In  maglignancy  they  are 
fatal. 

The  diagnosis  of  carcinoma  having  been  made, 
the  question  of  therapy  arises.  Up  to  five  years  ago, 
there  was  some  apparent  legitimate  controversy  be- 
tween the  advocates  of  (1)  x-ray  therapy,  (2) 
partial  lung  resection  or  lobectomy,  and  (3)  total 
pneumonectomy.  Today,  sufficient  study  and  suffi- 
ciently large  series  of  cases  have  been  accumulated 
to  demonstrate  beyond  argument  that  the  only  justi- 
fiable therapy  is  total  extirpation  of  the  involved  lung, 
w'ith  all  the  accessible  regional  lymph  nodes.  There 
are,  so  far  as  I know,  no  longer  any  advocates  of 
partial  pulmonary  resection.  Such  a procedure  is 
at  variance  with  all  principles  of  surgery  of 
malignancy.  It  is  impossible  to  resect  the  regional 
lymphatics  by  such  a procedure,  and  without  this, 
success  is  a matter  of  the  purest  luck.  A very  few 
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supporters  of  X-ray  therapy  still  refuse  to  admit  de- 
feat. But  the  evidence  is  incontrovertible,  and  for 
every  case  “cured”  for  a variable  period  of  time  by 
X-ray, — and  it  is  only  the  isolated  single  case  that 
can  be  adduced  to  prove  the  efficiency  of  X-ray — 
there  is  a corresponding  case  living  just  as  long  with 
no  therapy.  Thus  the  only  case  reported  to  have 
lived  five  years  after  X-ray  therapy  is  that  of  Harper. 
Brock  reports  one  patient  living  eight  years  without 
any  therapy.  Overholt  found  in  one  series  that  the 
average  duration  of  life  with  radiation  was  5.6 
months,  whereas  untreated  cases  averaged  8 months. 
King  found  the  average  duration  of  life  in  irradiated 
cases  to  be  15.4  months  as  compared  with  9. .3 
months  in  untreated  cases.“  In  short,  the  treatment 
of  primary  carcinoma  of  the  lung  is  no  different 
from  that  of  primary  carcinoma  of  the  breast,  the 
stomach,  the  rectum,  the  pancreas,  the  ovary,  the 
kidney  or  the  bladder.  Total  exxision  of  the  in- 
volved organ  and  the  regional  nodes  is  the  treatment 
of  choice  if  feasible  and  the  only  justifiable  treat- 
ment of  early  cases. 

The  limits  of  operability  are  not  easy  to  define 
completely.  Some  criteria  of  inoperability,  however, 
are  clear-cut.  The  presence  of  malignant  cells  in  a 
pleural  effusion  is  one.  Such  a tumor  is  inoperable. 
The  presence  of  a bloody  pleural  effusion  without 
malignant  cells  is  worthy  of  exploration.  An  asso- 
ciated Horner’s  syndrome  means  spread  into  the 
mediastinum  with  involvement  of  the  cervical  sym- 
pathetic chain.  It  is  very  doubtful  that  such  a tumor 
is  resectable.  Hoarseness  with  paralysis  of  the  left 
vocal  cord  indicates  penetration  of  the  recurrent 
laryngeal  nerve  on  the  left,  and  such  a tumor  is 
rarely  operable.  Usually  we  find  in  these  patients 
an  associated  penetration  of  the  aortic  arch,  and 
death  occurs  within  a relatively  short  time  from 
hemorrhage.  Fixation  of  the  diaphragm  is  not 
necessarily  evidence  of  involvement  of  the  phrenic 
nerve,  and  we  woidd  advocate  exploration  in  spite 
of  such  a finding.  The  presence  of  metastases  in 
accessible  lymph  nodes,  such  as  the  supraclavicular  or 
axillary  nodes,  or  in  the  liver,  are  obvious  evidence 
of  incurability.  Whether  palliative  pneumonectomy 
to  relieve  distressing  cough  is  justifiable  is  a moot 
question.  We  believe,  at  this  time,  that  it  is.  Great 
age  in  the  patient  with  associated  cardiovascular- 
renal  disturbances  militate  against  a successful  re- 
sult. Some  clinics  will  refuse  to  jeopardize  their 
statistics  by  attempting  to  resect  tumors  in  such 
patients.  Our  attitude  has  been  that  we  do  not 
treat  statistics,  and  that  a patient  will  be  no  less  dead 
from  an  heroic  surgical  attempt  than  he  is  going  to  be 


from  a malignancy.  If  the  patient  and  his  family 
have  the  fortitude  to  want  an  effort  made,  we  do 
not  feel  that  it  is  our  privilege  to  refuse. 

What  are  the  results.?  The  first  patient  treated 
successfully  by  total  pneumonectomy  for  carcinoma 
of  the  lung  is  a physician  still  well  and  working.  He 
was  operated  upon  by  Dr.  Evarts  Graham’^  twelve 
years  ago.  Since  that  time  almost  500  cases  have 
been  so  treated.  About  300  of  them,  at  the  last 
calculation,  were  alive  anywhere  from  12  years  to 
six  months  after  operation.  In  the  past  three  years 
we  have  seen  50  cases  of  proven  primary  broncho- 
genic carcinoma  of  the  lung.  Ten  were  obviously 
inoperable  for  various  reasons.  Forty  were  thought 
worthy  of  exploration  and  of  these  22  were  con- 
sidered resectable.  There  were  no  deaths  among 
the  1 8 patients  simply  explored.  Among  the  22 
pneumonectomies  there  were  7 deaths,  an  operative 
mortality  of  31.8  per  cent.  There  have  been  3 
late  deaths,  eight  months  to  one  year  postoperatively 
from  extension  or  metastases.  This  leaves  a current 
salvage  rate  of  54.6  per  cent. 

LUNG  ABSCESS 

Of  nontuberculous  suppurative  diseases  of  the 
lung,  two  are  distinctly  amenable  to  surgery.  They 
are  lung  abscess  and  bronchiectasis.  Lung  abscess  is 
a distressingly  common  disease  seen  most  frequently 
following  pneumonia;  postoperatively  following 
atelectasis  or  when  aspiration  has  occurred,  notably 
after  tooth  extraction  or  tonsillectomy;  as  the  result 
of  infected  pulmonary  infarction;  and  occasionally 
following  trauma,  such  as  gunshot  wounds  of  the 
chest.  Depending  on  the  causative  organisms,  lung 
abscesses  may  be  divided  into  two  large  groups,  putrid 
and  nonputrid.  The  division  is  a practical  clinical 
one  as  well  as  an  etiologic  one,  for  the  nonputrid 
abscess,  seen  most  frequently  postpneumonic  or  fol- 
lowing an  infected  infarct,  is  much  less  severe  in  its 
course  and  will  usually  respond  to  conservative  meas- 
ures. Putrid  abscesses,  bacteriologically  the  result 
of  infection  with  mouth  organisms,  the  symbiotic 
anaerobic  streptococci  and  staphylococci  and  occa- 
sionally the  spirochete  and  fusiform  bacillus  of  Vin- 
cent’s infections,  are  much  more  stormy  in  their 
course,  more  progressive  in  their  destruction  of  lung 
tissue,  more  prone  to  such  complications  as  hemor- 
rhage, rupture  into  the  pleura  with  the  development 
of  putrid  empyema,  and  metastatic  abscesses  else- 
where in  the  body,  notably  the  brain.  These  are  the 
lesions  that  produce  copious  amounts  of  extremely 
foul  sputum  which  makes  life  a burden  to  the  pa- 
tient, and  the  patient  a pariah  to  his  friends  and  rela- 
tives. 
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Naturally,  the  fundamental  prerequisite  of  ther- 
apy in  lung  abscess  is  that  the  presence  of  the  lesion 
be  apprehended.  In  the  majority  of  instances,  the 
combined  physical  and  X-ray  findings  make  the 
diagnosis  quite  simple.  There  are  cases,  however, 
where  diagnosis  can  be  most  difficult,  notably  in 
children,  following  pneumonia.  Here  one  is  fre- 
I quently  dealing  with  a true  unresolved  pneumonia, 

I distal  to  a plugged  or  stenosed  bronchus,  which  liqui- 

fies slowly.  The  patient  continues  to  be  quite  toxic 
in  spite  of  all  measures  including  modern  chemo- 
therapy and  antibiotic  therapy;  he  is  afflicted  with 
a most  distressing  unproductive  cough;  the  x-ray 
findings  are  equivocal.  These  circumstances  strongly 
suggest  abscess  and  every  effort  should  be  made  to 
rule  this  condition  in  or  out.  Bronchoscopy  is  the 
procedure  of  choice.  When  effective,  it  is  not  only 
diagnostic  but  also  therapeutic,  since  aspiration  of  the 
involved  bronchus  will  effect  immediate  trans- 
bronchial  drainage.  When,  however,  the  involved 
area  lies  far  out  in  the  periphery,  it  may  not  be 
within  reach  of  the  bronchoscope.  Here  the  physical 
findings  of  bronchial  to  cavernous  breathing,  bron- 
chophony and  pectoriloquy  over  a circumscribed 
area  strongly  suggest  the  presence  of  an  abscess.  A 
carefully  placed  thoracentesis  needle  will  usually  re- 
veal the  pus. 

Therapeutically,  we  feel  that  lung  abscesses  should 
be  treated  conservatively  if  possible.  It  is  of  extreme 
importance,  however,  that  such  conservative  therapy 
be  administered  vigorously  and  that  the  patient  be 


scrupulously  observed.  By  conservative  manage- 
ment we  mean  adequate,  supervised  postural  drain- 
age three  times  daily,  bronchoscopic  aspiration  when- 
ever and  as  often  as  drainage  is  not  adequate,  satu- 
ration doses  of  sulfadiazene  and  penicillin,  and  the 
most  complete  adjunctive  therapy  with  vitamins, 
iron  and  diet.  X-rays  should  be  taken  weekly  or 
oftener  if  a change  in  the  patient’s  condition  sug- 
gests it.  Under  such  a regimen  most  of  the  mono- 
bacterial  abscesses  and  quite  a few  of  the  poly- 
bacterial  abscesses  will  show  marked  improvement 
promptly,  and  will  clear  in  from  six  weeks  to  two 
months. 

There  is  increasing  realization  among  both  phy- 
sicians and  surgeons,  however,  that,  unless  appre- 
ciable improvement  occurs  promptly,  such  conserva- 
tism should  be  abandoned  and  surgery  in  the  form 
of  rib  resection  and  transthoracic  drainage  of  the  ab- 
scess carried  out.  Our  criteria  for  surgical  inter- 
vention are: 

1 . The  abscess  fails  to  recede  within  six  weeks. 

2.  X-ray  and  clinical  evidence  of  the  process 
spreading  at  any  time. 

3.  Any  prolonged  interruption  in  the  process  of 
resolution  of  the  abscess. 

4.  Persistent  or  repeated  small  episodes  of  hem- 
orrhage. 

5.  The  presence  of  a foreign  body. 

Finally,  there  are  a group  of  conditions  in  which 
drainage  alone  is  inadequate.  For  these  conditions 
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partial  or  complete  pulmonary  resection  is  necessary, 
riiey  are: 

1.  Persistence  of  abscess  in  spite  of  adequate 
drainage.  (Pig.  7) 

2.  Multilocular  abscesses  in  which  adequate 
drainage  is  impossible. 


Fig.  8.  Old  abscess  of  right  lung  involving  all  lobes,  follow- 
ing bullet  wound  of  chest.  This  patient  had  had  13  operations 
for  drainage  and  plastic  repair,  with  recurrence.  Pneu- 
monectomy with  cure. 


3.  Abscesses  so  placed  as  to  be  inaccessible  to 
simple  drainage,  e.  g.,  close  to  the  media- 
stinum but  away  from  the  hilum;  or  beneath 
the  scapula  in  the  upper  lobe. 

4.  Persistent  bleeding. 

5.  Residual  bronchiectasis  in  association  with 
abscess. 

6.  Multiple  abscesses.  (P"igs.  8 & 9) 

7.  Any  question  of  malignancy. 

BRONCHIECTASIS 

Bronchiectasis,  the  other  nontuberculous  suppu- 
rative pulmonary  disease  of  surgical  interest,  is  essen- 
tially a disease  of  children  and  young  adults.  It  was 
first  described  in  1808  by  Cajol,  an  assistant  of 
Laennec,  but  the  incidence  of  the  disease  was  not 
recognized  until  the  development  in  1 922  of  lipiodol 
by  Sicard  and  F'orestier,  and  the  use  of  that  substance 
to  outline  the  bronchial  tree  roentgenologically. 
If  one  were  to  judge  by  the  incidence  of  diagnosis  in 
this  region,  one  would  be  apt  to  consider  it  a rela- 
tively infrequent  disease.  However,  studies  in  vari- 
ous clinics,  notably  those  of  Ochsner  in  New  Orleans, 
Brunn  in  San  Francisco,  Churchill  in  Boston  and 
various  groups  in  New  ^’ork,  indicate  that  it  is  ex- 
tremely common,  ranking  second  only  to  tubercu- 
losis. The  bacteriology  of  bronchiectasis  is  appar- 
ently not  specific.  Pathfilogically  it  consists  of  infec- 
tion of  the  bronchial  walls,  loss  of  elastic  and  muscu- 
lar tissue  and  consequent  patchy  dilatation  of  either 
cylindrical  or  saccular  nature  (Fig.  10)  of  the  in- 


Fig.  9.  Multiple  abscesses  of  the  right  lung  of  3-year  old  child  following  pneumonia.  Note  emphysematous  hypertrophy  of 
thoracic  cage. 
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Fig.  10.  Saccular  bronchiectasis  of  left  lower  lobe  and 
lingula. 


volved  portion  of  the  bronchial  tree.  Occasionally 
the  condition  appears  so  early  in  life  as  to  seem  at 
least,  congenital  ( Ph'g.  11).  The  disease  is  usually 
limited  to  the  pendant  lobes  and  most  frequently, 
in  early  stages,  to  one  side.  There  are  cases,  how- 


ever, where  an  entire  lung  has  become  involved, 
termed  universal  bronchiectasis  of  that  lung.  On 
the  right  side,  the  middle  lobe  frequently  will  be 
involved,  together  with  the  lower  lobe;  and  on  the 
left  side  the  lingual  tip  of  the  upper  lobe.  Because 
of  this,  it  is  imperative  that  patients  with  bronchi- 
ectasis have  proper  visualization  of  their  bronchial 
trees  before  surgery  is  instituted,  since  failure  to 
remove  all  involved  portions  will  necessarily  result 
in  failure  to  relieve  the  patient  of  his  disease. 

Clinically,  such  patients  are  the  victims  of  chronic 
cough,  or  frequently  recurring  “deep”  chest  colds. 
Their  cough  is  productive  of  much  foul  sputum, 
and  sooner  or  later  hemotysis  occurs.  Such  patients 
are  usually  diagnosed  as  having  chronic  bronchitis, 
or  pulmonary  tuberculosis.  Both  conditions  can  be 
ruled  out  by  means  of  the  X-ray,  and  particularly  the 
bronchogram.  In  addition,  pulmonary  tuberculosis 
is  most  frequently  an  upper  lobe  disease,  while  bron- 
chiectasis is  a dependent  lobe  disease.  Finally,  in 
tuberculosis,  persistent  examination  of  the  sputum 
and  gastric  washings  will  eventually  show  tubercle 
bacilli.  As  the  disease  progresses,  there  is  a tendency 
for  extension  on  the  same  side  and  then  to  the  oppo- 
site lung,  most  probably  by  spillage.  Absorption  of 
toxic  material  leads  to  debilitation,  loss  of  weight, 
anemia,  osteo-arthropathy  or  clubbing  of  the  digits 
and  painful  joint  changes,  and  finally  to  metastatic 
abscess  elsewhere,  notably  the  brain.  An  alternative 


Fig.  11.  Bronchiectasis  of  right  lower  lobe  in  20-month  old  boy.  Confluent  position  of  bronchi,  giving  the  appearance  of  abscess, 
suggests  congenital  origin  of  lesion. 
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terminal  state  is  the  development  of  amyloidosis  and 
death. 

The  ideal  treatment  of  bronchiectasis  is  early 
diagnosis  and'  vigorous  medical  therapy  consisting  of 
effective  and  persistent  postural  drainage,  supple- 
mented when  necessary,  by  repeated  bronchoscopic 
aspiration,  together  with  the  use  of  expectorants,  suit- 
able diet  and  other  general  measures.  Sulfadiazene 
and  penicillin  should,  of  course,  be  used  in  satura- 
tion doses.  The  purpose  of  all  this  therapy  is  to 
prevent  the  development  of  irreversible  morphologic 
changes  in  the  bronchi.  When  these  develop,  medi- 
cal therapy  is  unavailing  and  the  case  becomes  a 
surgical  problem.  If,  at  this  stage  of  things,  surgery 
is  not  utilized  and  the  disease  is  allowed  to  progress, 
the  patient  ultimately  arrives  at  a state  where  so 
much  lung  tissue  has  become  involved,  and  the 
vital  capacity  so  seriously  reduced  that  safe  surgery 
is  no  longer  possible.  The  patient  then  becomes  one 
of  those  dismal  problems  of  palliation  that  are  the 
bane  of  the  physician’s,  notably  the  family  physi- 
cian’s, existence. 

Numerous  surgical  measures  have  been  tried  in 
the  past  in  an  effort  to  cure  bronchiectasis,  including 
pneumothorax  and  phrenic  interruption,  both  of 
which  are  illogical,  and  thoracoplasty  which  has 
proved  inadequate  because  of  the  position  of  the 
involved  portion  of  the  lung.  It  has  been  recognized 
since  1901  when  HeidenhaiiU^  first  performed 
lobectomy  for  bronchiectasis  that  pulmonary  resec- 
tion of  the  involved  area  was  the  logical  and  obvious 
treatment.  However,  the  mortality  attendant  upon 
such  attempts,  and  the  incidence  of  failure  to  effect 


a cure,  until  recently  were  so  high  that  the  procedure 
failed  to  gain  favor.  With  modern  improvements 
in  surgical  and  anesthetic  technic  and  with  in- 
creased knowledge  of  the  disease  and  diagnostic 
methods  of  determining  its  presence  and  extent, 
immense  strides  have  been  made.  Churchill"  has 
reported  a series  of  84  cases  with  a 4.7  per  cent 
mortality  rate;  O’Brien",  a series  of  15  cases  with 
1 death  (6.6  per  cent),  and  Graham"  a series  of 
66  with  1 mortality.  Our  own  series  has  been  rela- 
tively small  but  is  gi'owing.  We  have  had  15  cases 
with  1 death. 

PULWIONARY  TUBERCULOSIS 

I inally,  in  pulmonary  tuberculosis,  particularly 
beyond  the  minimal  stages  of  activity,  therapy  is  pre- 
eminently surgical,  assuming,  of  course,  that  pneu- 
mothorax, the  most  ideal  form  of  collapse  therapy, 
may  be  termed  an  instrumental,  and  therefore  sur- 
gical, procedure.  It  would  he  out  of  place  to  attempt 
to  give,  here,  even  a resume  of  this  immense  topic. 
"VOu  are  as  thoroughly  familiar  as  I with  the  now 
classical  procedures  of  phrenic  nerve  interruption 
and  extrapleural  thoracoplasty.  There  are,  however, 
other  surgical  procedures  in  the  treatment  of  pul- 
monary tuberculosis  which  are  gaining  progressively 
wider  use,  adding  materially  to  the  flexibility  of 
treatment  of  this  disease,  and  extending  appreciably 
the  number  and  tj'pes  of  patients  for  whom  some- 
thing can  be  done.  A partial  list  of  these  operations 
follows: 

1.  Closed  intrapleural  pneumonolysis. 

2.  Open  intrapleural  pneumonolysis. 

3.  Extrapleural  pneumothorax. 


Fig.  12.  Large  tuberculous  cavity  at  left  apex  in  15-year  old  boy,  treated  by  extrapleural  pneumothorax.  There  is  a selective 
pneumothorax  on  the  right. 
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4.  Extrapleural  paraffin  pack  or  plombage. 

5.  Lobectomy. 

6.  Pneumonectomy. 

Closed  intrapleural  pneumonolysis,  carried  out 
through  a trocar  thoracoscope,  permits  the  surgeon, 
in  properly  selected  cases,  to  divide  with  an  electro- 
cautery, thin  adhesions  which  are  holding  a lung  out, 
thereby  converting  an  unsatisfactory  pneumothorax 
into  a satisfactory  one.  This  procedure  is  possible, 
of  course,  only  when  the  limiting  adhesions  are 
quite  thin  and  do  not  contain  attenuated  lung  tissue. 
In  the  latter  instance,  the  procedure  is  quite  danger- 
ous. For  such  cases,  in  our  clinic,  interest  has  been 
revived  in  open  intrapleural  pneumonolysis,  wherein 
the  pleural  cavity  is  opened  widely  and,  under  direct 
visualization,  such  adhesions  are  dissected  off  the 
chest  wall,  taking  the  parietal  pleura  and  endo- 
thoracic  fascia  when  necessary. 

Extrapleural  pneumonolysis  was  devised  as  far 
back  as  1893  by  Tuffier  and  has  been  sporadically 
revived  and  revised  during  the  past  fifty  years.  The 
procedure  consists  in  the  resection  of  a small  piece  of 
rib,  most  frequently  the  fourth  rib  posteriorly,  and 
through  this  opening,  the  development  of  a dissection 
plane  outside  the  parietal  pleura.  The  space  thus 
created  is  maintained  with  a “filling.”  In  modern 
usage,  this  “filling”  is  either  air,  in  which  instance 
the  procedure  is  commonly  known  as  an  extrapleural 
pneumothorax  (Fig.  12),  or  with  specially  prepared 
paraffin,  in  which  event  it  is  referred  to  as  a paraffin 
pack  (Fig.  13).  Such  a procedure  is  obviously  best 
suited  and  most  extensively  used  in  apical  lesions. 


It  is  employed  in  those  patients  in  whom  simpler 
measures,  such  as  phrenic  interruption  or  intrapleural 
pneumothorax,  are  either  impossible  or  ineffective, 
and  in  whom  the  more  radical  extrapleural  thoraco- 
plasty is  either  too  dangerous  or  for  other  reasons, 
undesirable.  The)'  are  particidarly  useful,  for  ex- 
ample, in  young  people  who  are  still  growing  and  in 
whom  thoracoplasty  might  produce  severely  crippling 
structural  deformities. 

Lastly,  and  most  recently,  partial  or  total  pul- 
monary resection  has  been  advocated  and  success- 
fully used  in  well  selected  cases  of  pulmonary  tuber- 
culosis. There  is,  perhaps,  no  more  controversial 
or  unsettled  topic  in  medicine  today.  It  has  violent 
champions  and  equally  vehement  opponents  among 
both  internists  and  surgeons,  without  any  of  the 
usual  alignment  of  internists  as  conservatives,  and 
surgeons  as  radicals.  Consequently,  the  indications 
for,  and  limitations  of,  such  therapy  are  not  as  yet 
well  crystallized.  At  the  moment,  three  indications 
for  pulmonary  resection  seem  fairly  widely  accepted. 
They  are: 

1.  Bronchial  stenosis  with  atelectasis  (Fig.  14). 

2.  Tubercidous  or  nontuherculous  bronchiec- 
tasis (Fig.  15). 

3.  Lower  lobe  cavitation,  not  amenable  to  pneu- 
mothorax, and  because  of  its  position,  in- 
accessible to  collapse  by  thoracoplasty. 

Many  other  criteria  appeal  to  individuals  or  clinics, 
but  the  controversy  is  too  intense  to  justify  their 
discussion  here.  Furthermore,  although  Overholt” 
has  reported  63  cases  and  Maier'*  some  27  cases, 


Fig.  13.  Tuberculous  focus  containing  multiple  cavities  at  the  right  apex  in  a 14-year  old  Negress,  treated  by  extrapleural  pneu- 
monolysis  with  paraffin  pack. 
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with  relatively  low  operative  mortalities,  the  pro- 
cedures are  of  too  recent  date  to  be  properly  evalu- 
ated. That  pulmonary  resection  in  properly  selected 
cases  of  pulmonary  tuberculosis  is  ideal  there  seems 
little  question.  How  widely  applicable  such  therapy 
will  be  remains  to  be  seen.  In  our  clinic,  the  idea 
has  been  received  with  great  caution.  We  are  still 
groping,  both  as  to  the  proper  selection  of  cases  as 
well  as  to  technical  considerations.  Our  results  have 
been  neither  too  encouraging  nor  too  discouraging. 


Fig.  14.  Atelectasis  of  right  upper  lobe  resulting  from 
tuberculous  stenosis  of  bronchus  to  right  upper  lobe.  The 
residual  of  an  unsuccessful  pneumothorax  may  be  seen  at  the 
right  base. 


TECHNICAL  CONSIDERATION 

In  closing  this  discussion  of  surgery  of  the  lung, 
a brief  word  about  technical  matters  seems  pertinent. 
Above  all,  successful  pidmonary  surgery  depends 
upon  teamwork.  In  his  own  way,  each  member 
of  the  team  is  equally  important.  Notably,  proper 
anesthesia  is  indispensable.  Such  details  as  ether- 
oxygen  versus  cyclopropane-oxygen,  and  intra- 
tracheal tube  versus  mask  vary  from  one  clinic  to 
another.  But  there  is  no  substitute  for  an  intelligent, 
highly  skilled  anesthetist,  specially  trained  in  the 
anesthesia  of  intrathoracic  operations.  Durina:  these 
procedures  the  surgeon  and  patient  are  completely 
at  his  mercy.  We  have  settled  down  to  one  anes- 
thetist. To  him  we  delegate  not  only  the  anesthesia 
but  also  the  ccmtrol  of  intravenous  therapy  during 
the  procedure,  and  gas  therapy  afterward.  These 
procedures  can  be  carried  out  with  reasonably  well 
trained  assistants  and  scrub  nurses.  Using  the  same 
assistants  and  scrub  nurses  constantly,  however, 
makes  the  surgeon’s  task  indescribably  easier. 

The  fundamental  prerequisite  of  the  operative 
procedure  itself  is  adequate  exposure.  This  is  accom- 
plished by  the  use  of  a long,  posterolateral  incision, 
mobilization  of  the  scapula,  and  resection  of  the  en- 
tire fifth  rib.  The  pleural  cavity  is  entered  through 
the  bed  of  this  rib  and  usually  the  adjacent  fourth 
and  six  ribs  are  mobilized  by  removing  one-inch 
segments  of  each  close  to  the  vertebral  articulations. 


Fig.  15.  Residual  bronchiectasis  at  left  base  unrelieved  by  thoracoplasty,  producing  copious  amounts  of  positive  sputum. 
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Spreading  of  these  ribs  provides  a very  large  space 
in  which  to  work.  In  the  subsequent  closure  of  the 
chest  wall,  which  is  done  in  layers,  there  is  no 
appreciable  deformity,  and  movement  of  the  shoulder 
girdle  is  unhampered.  In  the  actual  removal  of  all 
or  part  of  a lung,  the  thing  that  peculiarly  charac- 
terizes modern  thoracic  surgical  technique  is  the 
anatomic  dissection  and  isolation  of  the  individual 
hilar  structures  followed  by  separate  and  secure 
ligation  of  each  before  division.  This  alone  ac- 
counts for  the  comparative  safety  of  pulmonar}’  re- 
section today  as  contrasted  with  the  hazards  of 
even  five  years  ago. 

During  the  procedure  we  keep  two  intravenous 
drips  running  constantly,  fitted  wdth  three-way  stop- 
cocks, so  that  they  can  be  cleared  if  it  becomes  neces- 
sary. Blood  is  used  freely.  We  average  three  units 
of  500  cc.  each  at  an  operation  upon  an  adult.  We 
frequently  use  more  postoperatively.  When  the 
patient  is  a child,  however,  one  must  exercise  great 
caution  in  this  respect,  lest  the  circulation  be  over- 
loaded, and  the  patient  develop  pulmonary  edema. 
\Ve  have  found  it  wise  to  have  the  assistance  of  a 
competent  pediatrician  to  estimate  the  safe  total 
volume  that  the  patient  can  be  given.  The  use  of 
oxvsen  postoperatively  is  decided  for  the  individual 
patient.  We  have  no  set  rule.  When  oxygen  is  used, 
we  prefer  a B.  L.  B.  mask  covering  nose  and  mouth, 
to  any  other  method.  It  is  of  great  importance,  how- 
ever, that  atelectasis  be  prevented  or  overcome 
promptly  if  it  does  develop.  Thorough  aspiration  of 
the  tracheobronchial  tree  by  the  anesthetist,  the  use 
of  the  Trendelenburg  position  until  consciousness 
returns,  hourly  changes  of  position,  “coughing”  of 
the  patient,  repeated  aspiration  of  the  hypopharynx 
and  trachea,  and  hyperventilation  with  carbon 
dioxide-oxygen  mi.xtures  all  are  used  unsparingly. 
We  feel  that  atelectasis  is  one  of  the  great  post- 
operative hazards  of  thoracic  surgery.  Other  details 
of  postoperative  routine  are  fairly  well  standardized, 
but  are  hardlv  pertinent  to  this  discussion. 

And  so,  in  a very  sketchy  and  rapid  fashion  we  get 
something  of  a panoramic  \'iew  of  the  extent  to 
which  surger)'  of  the  lung  has  developed  in  the  last 
two  decades.  Thoracic  surgery  is  the  infant  field 
of  surgery,  but  it  is  a robust  and  growing  child  whose 
potentialities  are  just  beginning  to  be  realized, 
Stephen  Paget  to  the  contrary  notwithstanding. 
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TOXIC  PSYCHOSIS  DUE  TO  BROMIDES 

A large  field  for  psychiatry  in  the  practice  of 
medicine  is  in  the  psychotic  reactions  coincident 
with  the  fever  and  toxemia  of  infectious  diseases 
with  exhaustion  in  metabolic  and  deficiency  dis- 
eases and  cardiorenal  pathology.  Patients  with 
pneumonia,  influenza,  cardiac  decompensation  may, 
and  often  do,  become  confused,  delirious,  depressed, 
and  suicidal.  It  is  an  axiom  that  every  somatic 
disease  has  clinically  a mental  as  well  as  a physi- 
cal expression. 

The  typical  reaction  type  to  fever  and  bodily 
poisoning  is  delirium,  motor  excitement,  incoher- 
ence, hallucinosis,  disorientation,  deep  confusion,  or 
at  least  some  degree  of  clouding  of  consciousness, 
convulsions;  catatonia  and  stupor  may  occur.  If  the 
physician  has  clearly  in  mind  the  febrile  and  toxic 
genesis  of  these  symptoms,  he  will  at  once  appre- 
ciate the  logic  and  lifesaving  effects  of  removal  of 
the  cause,  elimination,  large  fluid  intake,  avoid- 
ance of  narcotic  drugs,  hydrotherapeutic,  tonic, 
and  dietetic  routine. — F.  F.  Dupree,  M.  D.,  in  J. 
Tenn.  St.  Med.  Assn. 
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The  President’s  Page 


Backward  or  forward,  which?  I am  not  one  who  believes  the 
day  of  the  individual  is  past.  Yet  I am  firm  in  the  belief  that  we 
must  have  a pooling  of  knowledge  and  means  in  a county  and 
community  effort  if  all  the  people  are  to  get  good  medical  care. 

Doctor  Alexis  Carrell,  in  “Man  the  Unknown,”  says:  “Indi- 
viduality is  doubtless  real,  but  it  is  much  less  definite  than  we 
believe,  and  the  independence  of  each  individual  from  the  others 
and  from  the  cosmos  is  an  illusion.”  Will  we  ever  wake  up  to  the 
trend  of  the  times? 

The  people  of  West  Virginia  are  determined  to  have  good 
medical  care  at  a price  they  can  afford  to  pay.  Such  care  must 
include  effective  preventive  medicine,  emergency  hospital  or  clinic 
service,  and  easily  accessible  consultant  service  by  specialists. 

The  highly  trained  doctor  is  most  often  found  in  our  thickly 
populated  centers.  Yet  considerably  more  than  half  the  population 
of  our  state  continues  to  be  rural,  and  the  doctors  in  our  small 
towns  and  rural  areas  continue  to  be  individualists. 

Can  the  average  home  function  adequately  as  a hospital?  Time 
was  when  rural  people  feared  even  the  term  “hospital.”  Gone  is 
this  fear  and  in  its  place  we  hear  a plea  for  hospitalization,  and  for 
diagnostic  and  treatment  facilities  easily  available  and  at  a cost 
they  themselves  can  pay. 

The  grouping  of  doctors  in  our  counties  at  medical  centers,  co- 
operating with  educated  and  interested  laymen  who  really  know 
the  needs  in  their  communities,  will  mean  that  we  can  supply  the 
essentials  of  good  medical  care  at  a minimum  cost.  At  this  time 
the  cost  to  the  public  to  maintain  us  as  “individualists”  is  resulting 
in  the  rapid  growth  of  other  groups  of  “health  experts”  in  our  state. 


President. 
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THE  PRESIDENT  ELECT 

Dr.  Wade  Hampton  St.  Clair,  long  an  outstand- 
ing surgeon  of  Bluefield,  was  the  unanimous  choice 
of  the  House  of  Delegates  for  President  of  the 
West  Virginia  State  Medical  Association. 

During  his  entire  medical  career,  Dr.  St.  Clair 
has  been  interested  in  the  affairs  of  his  local  medical 
society  and  the  state  medical  association.  He  brings 
to  this  important  office  a wealth  of  experience  gained 
through  contacts  with  doctors  from  all  over  the 
country.  Just  recently  he  has  been  serving  as  chair- 
man of  the  committee  on  relocation  and  reestab- 
lishment of  returning  medical  veterans. 

Doctor  St.  Clair  was  born  April  18,  1877,  in 
Tazewell  Countv,  Virginia,  only  a few  miles  across 
the  state  line  from  his  adopted  home  in  West  Vir- 
ginia. He  received  his  academic  training  at  Ran- 
dolph-Macon  Academ)',  Bedford,  Virginia,  and 
Emory  and  Henry  College,  Emory,  Virginia.  He 
received  his  medical  degree  from  the  University  of 
Virginia  in  1900. 

In  1902  he  became  a partner  of  Dr.  J.  Francke 
Fox  in  the  practice  of  medicine  and  surgery  in  Blue- 
field  and  was  a prime  mover  in  the  development  of 
the  Bluefield  Sanitarium,  the  Stevens  Clinic  at 
Welch,  and  the  Clinch  Valley  Clinic  at  Richlands, 


Virginia.  At  the  present  time,  he  is  chief  surgeon 
at  the  Bluefield  Sanitarium. 

He  is  a member  of  the  American  College  of 
Surgeons,  and  has  attended  various  surgical  clinics 
in  this  country  and  in  Europe.  He  has  made  several 
contributions  to  surgery,  notably  to  surgery  of  the 
gallbladder. 

In  civic  and  business  affairs  he  is  a Rotarian,  and 
is  vice  president  and  a director  of  the  Flat  Top 
National  Bank  at  Bluefield. 


Two  sons  were  born  to  Dr.  and  Mrs.  St.  Clair. 
One,  Dr.  Hampton  St.  Clair,  is  engaged  in  the 
practice  of  surgerv  with  his  father.  The  other. 
Dr.  Alex  St.  Clair,  was  a flight  surgeon  in  the 
U.  S.  Army  and,  in  1943,  was  lost  in  a flight  from 
India  to  China. 

The  House  of  Delegates  acted  wisely  in  naming 
Doctor  St.  Clair  as  the  80th  president  of  the  State 
Medical  Association.  He  will  prove  to  be  a worthy 
successor  to  the  incumbent.  Dr.  Andrew  E.  Amick. 
We  congratulate  the  State  Medical  Association  and 
extend  to  Doctor  St.  Clair  our  best  wishes  for  a suc- 
cessful term. 


HUNTINGTON.  1946 

The  convention  at  Huntington  was  a huge  suc- 
cess. Notwithstanding  the  shortage  in  hotel  rooms, 
threatened  coal  and  rail  strikes  and  other  lesser 
worries,  the  attendance  was  the  second  largest  in 
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the  history  of  the  West  Virginia  State  Medical 
Association. 

Many  doctors  stated  that  the  scientific  program 
surpassed  any  similar  program  presented  at  past 
meetings.  Our  doctors  in  West  Virginia  expect  the 
best  and  certainly  no  one  was  disappointed  with  the 
quality  of  the  general  scientific  sessions  at  our  79th 
annual  meeting.  It  is  significant  that  the  average 
attendance  at  the  various  sessions  usually  exceeded 
200. 

The  members  of  all  of  the  convention  committees 
deserve  and  have  the  hearty  thanks  of  the  doctors  of 
^^'^est  Virginia  for  arranging  for  them  a three-day 
program  that  will  be  remembered  as  one  of  the  best 
in  the  long  histor}-  of  the  Association. 

It  was  with  great  pleasure  that  the  Association 
welcomed  back  so  many  returned  medical  veterans 
who  have  been  missed  at  annual  meetings  during 
the  past  four  or  five  years. 


THAT  GALLUP  POLL 

We  have  long  suspected  that  much  of  the  alleged 
sentiment  for  compulsory  governmental  sickness  in- 
surance derives  from  federal  bureaucrats,  lopsided 
social  workers,  boondogglers,  crystal  gazers,  and 
the  notoriety  seeking  communistic  fringe  of  hangers- 
on  around  governmental  high  places.  A recently 
reported  Gallup  poll  tends  to  confirm  this  suspicion. 
In  reply  to  a question  as  to  what  should  be  done  to 
provide  for  the  payment  of  the  costs  of  medical  care, 
26%  thought  nothing  should  be  done;  1 7%  favored 
voluntary  health  insurance  plans  analogous  to  Blue 
Cross  hospitalization  plans;  16%  frankly  admitted 
that  they  did  not  knpw  what,  if  anything,  should  be 
done;  12%  favored  governmental  insurance  under 
social  security;  11%  thought  special  grants  should 
be  made  for  hospitals  and  clinics  for  the  needy;  6% 
favored  private  or  community  charity;  and  the  re- 
maining 12%  had  various  suggestions  to  offer. 

As'  to  the  Wagner-Murray-Dingell  bill  in  par- 
ticular, 63%  of  those  interviewed  had  neither  heard 
nor  read  of  such  a bill,  and  of  the  college  bred  only 
66%  had  ever  heard  of  it!  Of  those  interviewed, 
32%  believed  that  the  quality  of  medical  care 
would  be  better  under  a compulsory  governmental 
sickness  insurance  scheme;  35%  thought  it  would 
be  worse;  23%  thought  there  would  be  no  change 
in  quality;  and  10%  had  no  opinion  one  way  or 
another. 

Certainly  there  does  not  appear  to  be  an  over- 
whelming demand  from  the  rank  and  file  of  the 
citizenship  for  compulsory  sickness  insurance. 


EVENTS  CONTRADICT  THE  SENATOR 

Senator  James  E.  Murray,  one  of  the  authors  of 
the  Wagner-Murray-Dingell  bill,  was  the  guest 
speaker  at  a meeting  of  the  Sociology  and  Social 
Work  Club  at  West  Virginia  University,  May  8. 
He  was  the  guest  of  the  University  Club  at  an  in- 
formal dinner  preceding  the  meeting. 

In  addition  to  university  professors  and  students 
attending  the  meeting,  there  was  a large  representa- 
tion from  labor  groups. 

In  the  May  10  issue  of  Brooks  Cottle’s  Morgan- 
town Post,  the  lead  editorial  covered  fully  the  argu- 
ment presented  by  Senator  Murray.  This  editorial, 
which  will  be  of  interest  not  only  to  doctors  but  to 
the  people  of  this  state  generally,  is  reproduced  in 
full: 

Senator  James  E.  Murray  of  Montana  made  an 
address  at  University  convocation  exercises  Wed- 
nesday night  devoted  mainly  to  an  argument  on 
behalf  of  what  its  opponents  call  “socialized  medi- 
cine” and  what  he  calls  a “national  health  pro- 
gram.” 

It  doesn’t  make  much  difference  what  you  call 
this  proposed  legislation  as  long  as  you  understand 
that  it  is  a compulsory  medical  and  hospitalization 
insurance  program  to  be  financed  by  a payroll  tax 
on  workers  and  employers  and  administered  by  the 
Federal  Government. 

Senator  Murray  made  his  address  at  a time 
when  existing  circumstances  in  this  country  argue 
with  devastating  effectiveness  against  the  program 
which  he  and  his  associates  are  seeking  to  have 
Congress  adopt. 

What  is  this  Federal  Government  which  Senator 
Murray  would  have  take  full  charge  of  the  medical 
and  hospital  services  and  facilities  of  the  nation? 

It  is  a Government  which,  at  the  very  moment 
Senator  Murray  was  speaking,  finds  itself  paralyzed 
in  attempting  to  discharge  commitments  and  obli- 
gations it  has  already  incurred. 

It  is  a Government  which  thus  far  has  been  un- 
able to  find  any  way  to  deal  with  a coal  mine 
strike  which  President  Truman  himself  has  de- 
scribed as  bringing  the  nation  to  the  verge  of 
disaster. 

It  is  a Government  which,  at  the  last  minute,  is 
forced  to  adopt  a stop-gap  method  of  extending 
Selective  Service  for  an  emergency  period  of  45 
days  to  prevent  a breakdown  in  the  military  com- 
mitments this  country  has  assumed  as  part  of 
winning  the  war. 

It  is  a Government  which  has  the  bear  of  price 
control  by  the  tail  and  doesn’t  know  how  to  let  go — 
while  the  nation  suffers  from  the  scourge  of  black 
markets  and  poorly  concealed  inflation. 

It  is  a Government  which,  by  its  official  pro- 
nouncements, has  recognized  the  primary  need  of 
maximum  production,  but  which  has  been  unable 
to  translate  those  pronouncements  into  policies  re- 
sulting in  production. 
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It  is  a Governent  which  for  13  years  has  been 
steadily  advancing  in  the  direction  of  “be-all-and- 
do-all,”  and  which  has  even  more  steadily  been 
demonstrating  a growing  incapacity  to  substitute  a 
“papa-knows-best”  paternalism  for  the  enterprise 
and  initiative  of  the  American  people. 

Is  this  the  Government  to  which  all  Americans 
desire  to  entrust  their  medical  care  and  hospital 
treatment?  Is  this  the  Government  which  they 
desire  to  receive  the  power  to  tax  them  and  their 
employers  to  build  up  a gigantic  fund  (of  several 
billion  dollars  annually)  to  pay  their  doctors  and 
their  hospital  bills  through  the  administration  of  a 
single  Federal  official  in  Washington? 

Senator  Murray  boasted  at  the  meeting  here 
Wednesday  night  that  he  was  a great  friend  of 
small  business,  that  as  chairman  of  the  Senate 
Small  Business  Committee  he  had  saved  small 
business  men  from  disaster  and  ruin  during  the 
war. 

Didn’t  it  strike  him  as  an  ironical  contradiction 
that,  for  all  his  love  of  small  business,  he  should 
seek  to  force  the  doctors  and  the  hospitals  of  the 
United  States  into  one  gigantic  Federal  pool  and 
that  he  should  seek  to  force  all  Americans,  regard- 
less of  their  personal  preferences  and  choices,  to 
pay  into  this  pool? 

Government  control  of  medical  practitioners  and 
hospitals  is  nothing  new  in  this  country.  From  the 
very  beginning  of  the  republic,  the  states  have 
operated  and  maintained  mental  hospitals — and 
today  they  stand  out  as  the  blackest  mark  on  our 
health  record.  For  more  than  a quarter  of  a cen- 
tury, the  Federal  Government  has  operated  hos- 
pitals for  war  veterans — and  only  a few  months 
ago  some  of  the  leading  advocates  of  Federal  com- 
pulsory medical  and  hospitalization  insurance  made 
out  a convincing  case  against  the  inferiority  of  the 
medical  treatment  and  the  hospital  care  in  these 
Federal  hospitals. 

If  the  states  have  failed  so  miserably  in  their  long 
operation  of  the  mental  hospitals  and  if  the  Federal 
Government  has  done  so  poorly  in  its  conduct  of 
the  veterans’  hospitals,  what  reason  is  there  to 
suppose  that  the  Federal  Government,  operating 
through  a single  administrator,  could  do  a better 
job  in  providing  medical  and  hospital  service  for 
more  than  130  million  Americans?  Surely,  if  the 
force  of  public  opinion  is  effective  in  promoting 
good  public  policies  in  medical  treatment  and 
hospital  care,  it  should  have  acted  for  the  benefit  of 
persons  suffering  from  mental  diseases  and  for  the 
benefit  of  men  who  carried  the  brunt  of  battle.  If 
public  opinion  has  not  been  strong  enough  to  com- 
pel good  care  for  the  mentally  ill  and  war  veterans, 
what  hope  is  there  that  it  can  operate  any  more 
effectively  for  an  all-inclusive  compulsory  Federal 
program  such  as  Senator  Murray  is  promoting? 

These  times  in  which  we  live,  these  perplexities 
which  we  see  before  our  eyes,  these  confusions 
which  harass  and  vex  us  with  their  fret  and  fume 
“plead  like  angels,  trumpet-tongued  against  the 
deep  damnation”  of  abandoning  ourselves  to  any 
such  benevolent  despotism  and  undemocratic  com- 
pulsion. 


General  News 


STATE  MEDICAL  ASSOCIATION  ELECTS 
DR.  WADE  H.  ST.  CLAIR  PRESIDENT 

Dr.  Wade  H.  St.  Clair,  of  Bluefield,  was  unani- 
mously elected  president  of  the  West  Virginia  State 
Medical  Association  at  the  second  session  of  the 
House  of  Delegates  at  Huntington,  May  14.  Dr. 
James  S.  Klumpp  of  Huntington,  recently  released 
from  the  Navy  with  the  rank  of  Captain,  was 
named  first  vice  president,  and  Dr.  B.  L.  Page,  of 
Buckhannon,  now  president  of  the  Central  West 
Virginia  Medical  Society,  was  elected  second  vice 
president. 

Dr.  T.  M.  Barber,  of  Charleston,  who  has  served 
several  years  as  treasurer,  was  unanimously  re- 
elected. 

Dr.  Walter  E.  Vest,  of  Huntington,  and  Dr.  Wm. 
P.  Black,  of  Charleston,  were  reelected  A.  M.  A. 
delegate  and  alternate,  respectively,  for  the  two- 
year  term  ending  December  31,  1948. 

Councillors  were  reelected  as  follows:  First  Dis- 
trict, John  P.  Helmick;  Third  District,  J.  E.  Wilson; 
Fourth  District,  A.  R.  Sidell;  Fifth  District,  J.  L. 
Patterson;  and  Sixth  District,  Thomas  G.  Reed. 
Dr.  H.  M.  Porterfield,  of  Martinsburg,  was  elected 
councillor  from  the  Second  District,  to  succeed 
Dr.  Guy  H.  Michael  who  was  not  eligible  for  re- 
election. 

All  of  the  elected  officials  will  take  office  Janu- 
ary 1,  1947. 

Scientific  Work  Committee 

Immediately  after  his  election,  Dr.  St.  Clair 
named  a Scientific  Work  (Program)  Committee  as 
follows:  Dr.  Frank  J.  Holroyd,  Princeton,  chair- 
man; and  Drs.  Cecil  O.  Post,  Clarksburg,  and  D.  A. 
MacGregor,  Wheeling. 

All  of  the  present  members  of  the  Committee  on 
Maternal  Welfare  and  Child  Welfare  were  re- 
elected for  the  ensuing  year.  The  chairman  of  each 
of  these  committees  is  to  be  appointed  by  the  new 
president. 

Resolutions  Adopted 

Several  resolutions  were  presented  at  the  first 
session  of  the  House  of  Delegates  and  Dr.  Thomas 
L.  Harris,  chairman  of  the  Council,  moved  that 
a reference  committee  be  appointed  to  which  all 
of  t’ne  resolutions  should  be  referred.  Opposition  to 
this  procedure  developed  from  the  fioor,  but  the 
motion  carried  by  a standing  vote  of  45  to  19. 

The  president  appointed  the  following  as  mem- 
bers of  the  reference  committee:  Dr.  Frank  J.  Hol- 
royd, Princeton,  chairman;  and  Drs.  Russel  Kessel, 
Cecil  O.  Post,  Russell  Bond,  and  Don  Kessler.  The 
report  of  the  resolutions  committee  was  adopted 
at  the  second  session  of  the  House  of  Delegates. 


162 


The  West  Virginia  Medical  Journal 


June.  1946 


Resolutions  adopted  are  printed  in  full  elsewhere 
in  this  issue  of  the  Journal. 

A resolution  offered  by  Dr.  J.  J.  Brandabur  of 
Cabell  County,  calling  upon  the  government  to 
declare  as  eligible  for  immediate  discharge  all  doc- 
tors holding  the  degree  of  M.  D.  who  have  served 
in  the  armed  forces  three  years  or  longer,  was  re- 
jected. 

Conslitulional  Amendment  Rejected 

Final  action  on  the  adoption  of  the  amendment 
to  the  Constitution  offered  at  the  annual  meeting  at 
Clarksburg  in  1945,  providing  for  the  election  of 
affiliate  members  of  the  State  Medical  As<^oci-ation. 
was  taken  at  the  second  session  of  the  House  of 
Delegates.  The  amendment  was  rejected  by  a vote 
of  39  to  24. 

The  Cabell  County  delegation  was  instructed 
and  voted  as  a unit  for  the  constitutional  amend- 
ment and  resolution  offered  by  Doctor  Brandabur. 

Amendments  Proposed 

Certain  amendments  to  the  Constitution  of  the 
West  Virginia  State  Medical  Association,  sponsored 
by  the  Cabell  County  Medical  Society,  were  offered 
by  Dr.  O.  B.  Biern,  of  Huntington,  at  the  first  ses- 
sion of  the  House  of  Delegates.  The  amendments 
in  the  form  submitted  for  consideration  will  be 
printed  in  two  separate  issues  of  the  West  Virginia 
Medical  Journal  published  prior  to  the  annual 
meeting  in  1947.  The  proposed  amendments  in 
substance  are  as  follows: 

1.  Members  of  Council  to  be  limited  to  one  term 
in  office. 

2.  The  immediate  past  president  to  serve  as 
chairman  of  the  Council  but  not  as  a delegate 
to  the  State  Medical  Association,  and  no  past 
presidents  to  serve  as  members  of  the  House 
of  Delegates  unless  duly  elected  as  delegates 
by  their  respective  component  societies. 

3.  No  member  of  the  West  Virginia  State  Medi- 
cal Association  to  hold  more  than  one  office  in 
the  Association,  either  appointive  or  elective 
at  one  and  the  same  time. 

Dr.  Andrew  E.  Amick,  president,  presided  at 
both  sessions  of  the  House  of  Delegates  and  prac- 
tically all  of  the  component  societies  had  full  dele- 
gations present. 

1947  Convention  City 

Choice  of  a convention  city  for  1947  was  deferred 
pending  the  determination  of  the  status  of  the 
former  Greenbrier  Hotel,  at  White  Sulphur  Springs, 
West  Virginia,  taken  over  during  the  war  by  the 
government  for  use  as  an  Army  General  Hospital. 
The  Council  was  directed  to  select  the  place  and  fix 
the  dates  for  the  next  meeting  with  the  general 
understanding  that  White  Sulphur  Springs  will  be 
selected  if  the  Greenbrier  is  restored  and  in  oper- 
ation by  next  summer. 


MODERN  ATTENDANCE  RECORD  SET 
AT  ANNUAL  MEETING  AT  HUNTINGTON 

More  than  400  doctors  attended  the  79th  annual 
meeting  of  the  West  Virginia  State  Medical  Asso- 
ciation at  Huntington,  May  13-15,  1946.  The  doctor 
registration  totaled  429  out  of  an  overall  registra- 
tion of  541.  Many  visiting  doctors  were  present 
from  other  states,  and  representatives  of  the  local 
veterans  hospital  at  Huntington,  the  Veterans  Ad- 
ministration at  Washington,  and  the  regional  offices 
at  Richmond  were  also  present. 

Modern  Attendance  Record 

The  attendance  of  429  doctors  sets  a new  modern 
record  for  West  Virginia  m°etines.  A total  of  350 
doctors  attended  the  meeting  at  Huntington  in  1942. 
Only  one  time  before  has  the  1946  attendance  been 
exceeded  and  this  was  at  a meeting  in  Clarksburg 
several  years  ago  when  502  West  Virginia  doctors 
were  registered. 

The  general  scientific  sessions  were  more  largely 
attended  than  at  any  time  in  the  history  of  annual 
state  medical  meetings.  It  was  necessary  at  times 
to  provide  additional  chairs  to  take  care  of  the  un- 
expectedly large  attendance  of  members. 

All  of  the  speakers  scheduled  for  addresses  ap- 
peared on  the  program  with  the  exception  of  Major 
Victor  Kugel,  who  was  called  to  a separation  point 
for  release  from  the  Army.  In  his  stead,  a paper  on 
“Patent  Ductus  Arteriosus”  was  presented  by  Dr. 
William  C.  Stewart,  of  Charleston. 

The  scientific  work  committee  had  arranged  a 
well  balanced  program,  and  there  was  an  expres- 
sion of  general  approval  from  doctors  who  attended 
the  sessions.  It  is  doubtful  if  a better  scientific  pro- 
gram. has  ever  been  arranged  at  any  meeting  in 
the  past. 

Interesting  Exhibits 

The  scientific  and  technical  exhibits  were  prob- 
ably the  best  that  have  ever  been  offered.  While 
the  space  for  scientific  exhibits  was  limited,  inter- 
esting exhibits  were  displayed  under  the  super- 
vision of  Dr.  Hu  C.  Myers  and  Dr.  Chauncey  B. 
Wright.  Dr.  C.  C.  Fenton,  of  Morgantown,  the 
third  member  of  the  committee,  was  ill  and  could 
not  be  present. 

Technical  exhibits  had  all  of  their  old-time,  pre- 
war attractiveness.  Colorful  plastic  booths  were 
used  in  many  instances  and  modern  drugs,  appli- 
ances and  equipment  were  displayed  for  the  benefit 
of  the  doctors  present. 

At  the  first  evening  session.  Dr.  Andrew  E. 
Amick,  the  President,  was  presented  with  the  presf- 
dent’s  charm  by  Dr.  Thomas  L.  Harris,  immediate 
past  president  and  chairman  of  the  Council.  Presen- 
tation of  the  charm  is  an  annual  event,  but  pro- 
duction was  curtailed  last  year  and  the  charm 
which  should  have  been  presented  to  Dr.  Harris 
when  he  was  president  in  1945  was  received  with 
Dr.  Amick’s  charm  and  presented  to  him  by  the 
latter  that  same  evening. 

Capacity  audiences  were  present  at  the  two 
night  sessions.  Dr.  George  F.  Lull,  secretary  of  the 
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American  Medical  Association,  followed  Dr.  Amick 
on  the  Monday  evening  program.  The  following 
evening,  the  guest  speakers  were  Governor  Clar- 
ence W.  Meadows  and  Dr.  Frank  H.  Krusen,  of  the 
Mayo  Clinic. 

Annual  Banquet 

The  annual  banquet  was  a success  from  every 
standpoint.  A complete  sell-out  made  it  necessary 
for  a number  of  doctors  to  be  served  dinner  in  the 
hotel  dining  room.  Afterwards  they  joined  the 
other  doctors  and  their  wives  and  guests  in  the 
ballroom.  Dr.  Robert  J.  Reed,  Jr.,  of  Wheeling, 
served  as  toastmaster  and  presented  the  officers 
and  guests.  There  were  no  formal  addresses  at  the 
banquet. 

During  the  banquet.  Dr.  Frank  J.  Holroyd  offered 
resolutions  warmly  praising  the  Associated  Press, 
the  United  Press,  the  Huntington  Herald  Dispatch, 
and  the  Huntington  Advertiser  for  the  full  cover- 
age given  the  proceedings.  This  resolution  was 
unanimously  adopted  together  with  another  thank- 
ing the  members  of  the  Cabell  County  Medical 
Society  for  their  hospitality  and  many  courtesies 
during  the  three-day  meeting. 

The  entertainment  featured  a floor  show  from  a 
local  night  club,  with  dancing  during  dinner,  fol- 
lowed by  the  annual  ball. 

Golf  Tournament 

The  golf  tournament  at  the  Guyan  Country  Club, 
under  the  auspices  of  the  Junior  Medical  Review 
Society  of  the  Cabell  County  Medical  Society,  was 
quite  a success.  Dr.  Charles  E.  Watkins,  of  Oak 
Hill,  won  the  trophy  for  the  low  medal  score,  and 
other  prizes  were  awarded  to  participating  doctors 
cn  the  basis  of  low  net  scores  and  handicaps. 


PHA  ELECTS  OFFICERS 

The  following  is  the  list  of  new  officers  of  the 
West  Virginia  Public  Health  Association  elected 
at  Huntington,  May  4,  194(1: 

President,  Miss  Myrtle  Mullins,  Mullens;  flrst  vice 
president.  Dr.  Leon  Dickerson,  Madison;  second 
vice  president,  Mr.  Raymond  Lyons,  Morgantown; 
and,  secretary-treasurer.  Miss  Annette  King, 
Charleston. 

Mr.  Joe  Williams,  of  Beckley,  and  Miss  Ruth 
Barco,  of  Berkeley  Springs,  were  elected  members 
of  the  Board  for  a two-year  term,  and  Dr.  C.  A. 
Thomas,  of  Romney,  and  Mr.  Don  Summers,  of 
Princeton,  members  for  a three-year  term. 


SCHERING  AWARD 

The  Sobering  Corporation  of  Bloomfield,  New 
Jersey,  has  announced  the  Sobering  Award  for 
1946,  a competition  open  to  undergraduate  medical 
students,  and  held  annually  to  encourage  them  to 
acquire  further  knowledge  of  various  fields  of 
endocrinology.  The  subject  of  this  year’s  prize 
contest  is,  “The  Role  of  Hormones  in  Sterility.” 
For  the  best  thesis  submitted  on  the  subject  an 
award  of  five  hundred  dollars  will  be  given. 
Awards  of  three  hundred  and  two  hundred  dollars, 
respectively,  will  be  given  for  the  second  and  third 
best  papers. 


MRS.  DELMAS  E.  GREENELTCH  ASSUMES 
PRESIDENCY  OF  WOMAN’S  AUXILIARY 

Mrs.  Delmas  E.  Greeneltch,  of  Wheeling,  assumed 
the  presidency  of  the  Woman’s  Auxiliary  to  the 
West  Virginia  State  Medical  Association  at  the 
22nd  annual  meeting  at  Huntington,  May  13-15, 
1946.  She  was  elected  at  the  Clarksburg  meeting 
in  1945,  and  will  serve  until  the  annual  meeting  in 
the  summer  of  1947. 

Elective  Officers 

Mrs.  H.  E.  Beard,  of  Huntington,  was  chosen 
president-elect  and  other  officers  were  elected  as 
follows:  Mrs.  W.  E.  Hoffman,  Charleston,  flrst  vice 
president;  Mrs.  John  F.  McCuskey,  of  Clarksburg, 
second  vice  president;  Mrs.  L.  D.  Norris,  of  Fair- 
mont, third  vice  president;  and,  Mrs.  Thomas  U. 
Vermillion,  of  Beckley,  fourth  vice  president.  Mrs. 
Ross  P.  Daniel,  of  Beckley,  was  elected  treasurer, 
and  Mrs.  Dana  T.  Moore,  of  Parkersburg,  was  re- 
elected recording  secretary. 

Appointive  Officers 

After  her  induction  as  president,  Mrs.  Greeneltch 
announced  the  following  appointments:  Corre- 

sponding secretai’y,  Mrs.  C.  J.  Holley,  Wheeling; 
Archives,  Mrs.  Herbert  Beddow,  Charleston;  Or- 
ganization, Mrs.  H.  E.  Beard,  Huntington;  Parlia- 
mentarian, Mrs.  H.  V.  Thomas,  Clarksburg;  Finance, 


Mrs.  D,  E.  Greeneltch 


Mrs.  Frank  Holroyd,  Princeton;  Publicity,  Mrs.  W. 
Paul  Elkin,  Charleston;  Historian,  Mrs.  Edward 
Hickson,  Fairmont;  Program,  Mrs.  Sobisca  S.  Hall, 
Clarksburg;  Hygeia.  Mrs.  Edward  S.  Phillips, 
Wheeling;  Public  Relations,  Mrs.  J.  P.  Lilly, 
Charleston;  Legislation,  Mrs.  Ralph  S.  McLaughlin, 
Charleston;  Revisions,  Mrs.  L.  E.  Shrewsbury, 
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Beckley;  Exhibits,  Mrs.  Carl  S.  Bickel,  Wheeling; 
Credits  and  Awards,  Mrs.  William  Kalbfleisch, 
Wheeling;  Bulletin,  Mrs.  H.  A.  Shaffer,  Beckley; 
Speakers  Bureau,  Mrs.  John  W.  Hash,  Charleston. 

Mrs.  Ulysses  G.  McClure,  of  Charleston,  presided 
at  all  of  the  sessions,  which  were  attended  by  aux- 
iliary members  from  all  over  West  Virginia. 

Mrs.  G.  A.  Ratcliff,  of  Huntington,  retiring  treas- 
urer, reported  that  the  auxiliary  now  has  more  than 
five  hundred  members. 

Auxiliary  Luncheons 

Mrs.  Greeneltch  was  inducted  as  president  by 
Mrs.  W.  W.  Potter,  of  Knoxville,  Tennessee,  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association.  She  was  guest  speaker  at  the 
second  auxiliary  luncheon  held  at  the  Governor 
Cabell  Hotel  on  Wednesday,  May  15.  Her  subject 
was  “The  Jane  Todd  Crawford  Memorial.”  Col. 
J.  E.  Ash,  director  of  the  Army  Institute  of  Pathol- 
ogy at  Washington,  D.  C.,  was  the  guest  speaker  at 
the  auxiliary  luncheon  held  the  previous  day. 

State  officers  and  past  presidents  of  the  auxiliary 
were  honor  guests  at  a breakfast  at  the  Hotel 
Frederick,  May  14,  with  Mrs.  A.  G.  Rutherford  and 
Mrs.  Walter  C.  Swann,  of  Huntington,  hostesses. 

Inaugural  Address 

In  her  inaugural  address,  Mrs.  Greeneltch  said 
that  the  primary  reason  for  the  existence  of  the 
Auxiliary  is  to  advance  health  education.  “When 
one  considers  the  scope  of  health  education,”  she 
said,  “it  becomes  more  than  a trivial  expression. 
Health  education  is  associated  with  almost  every 
project  the  auxiliary  undertakes.” 

Continuing,  the  speaker  said  that  “a  means  of 
simplifying  health  education  is  the  use  of  an  au- 
thentic publication  printed  for  the  lay  reader  by 
the  American  Medical  Association.”  She  stated  that 
Hygeia  helps  to  disseminate  health  knowledge  in 
lay  terms.  The  speaker  said  that  the  country  had 
need  for  the  Auxiliary  during  the  war  and  that  the 
need  is  still  present.  “There  are  innumerable  ways 
for  us  to  help  build  a good  world,  a better  world,” 
she  said.  “As  individuals  can  we  not  do  our  part  to 
conserve  food,  to  care  for  war  orphans,  to  teach  our 
own  American  youth  to  reach  for  higher  standards? 
All  these  things  we  can  do  at  home.  We  must  be 
living  examples  to  our  youth.” 

“In  our  civic  organizations,”  she  said,  “we  can  do 
much  to  further  the  aims  of  the  Auxiliary.  It  is 
obvious  that  we  can  continue  to  support  cancer 
drives,  tuberculosis  programs,  clinics  for  the  well 
and  sick,  and  radio  health  programs. 

“A  second  ambition  has  become  paramount  dur- 
ing the  last  several  years,  and  that  is  the  safe- 
guarding the  ideals  of  American  medicine  at  all 
times  and  under  all  conditions.  It  is  pressingly 
urgent  that  we,  as  an  Auxiliary,  learn  more  and 
more  about  medical  legislation.  We  have  speakers 
approved  by  the  State  Medical  Association  who  are 
willing  to  give  talks  on  legislation  before  groups. 
We  have  articles  in  the  Journal,  pamphlets  pub- 
lished by  the  National  Physicians  Committee,  and 
copies  of  proposed  bills  to  read  and  study.  Only  by 
diligent  effort  may  w'e  acquaint  ourselves  with  the 
changing  panorama  that  confronts  us  in  these 


uncertain  times.  Hov/ever,  so  that  we  may  know 
the  background  of  present  day  trends  in  medical 
legislation,  I repeat,  much  thought  and  consider- 
able study  is  necessary.  We  should  be  conversant 
with  the  subject  to  the  extent  that  we  may  intelli- 
gently discuss  it  both  at  home  and  with  our  friends 
and  neighbors. 

“All  our  tomorrows  are  an  unknown  quantity; 
let  us  be  prepared  to  meet  any  emergency  as  it 
arises.” 


SECTION  AND  SOCIETY  MEETINGS 

Section  and  society  meetings  were  held  in  con- 
nection with  luncheons  which  were  well  attended 
during  the  three-day  meeting  of  the  State  Medical 
Association  at  Huntington  in  May.  Besides  the 
election  of  officers,  arrangements  had  been  made 
for  guest  speakers  at  these  luncheons. 

The  breakfast  of  the  Medical  College  of  Virginia 
Alumni,  arranged  by  Mrs.  Helen  M.  Sellers,  sec- 
retary of  the  Alumni  association,  was  attended  by 
more  than  40  members.  The  Rehabilitation  Dinner 
on  the  evening  of  May  14,  sponsored  by  the 
American  Legion  and  under  the  direction  of  Dr. 
Ben  I.  Golden,  of  Elkins,  featured  as  guest  speak- 
ers top-ranking  medical  officers  of  the  American 
Legion  and  the  Veterans  Administration. 

New  Officers 

The  following  section  and  society  officers  were 
elected  for  the  ensuing  year: 

Eye,  Ear,  Nose  and  Throat:  A.  C.  Chandler, 
Charleston,  chairman;  K.  E.  Gerchow,  Morgan- 
town, secretary. 

Industrial  Health:  J.  J.  Brandabur,  Huntington, 
president;  J.  L.  Patterson,  Logan,  secretary. 

Internal  Medicine:  W.  M.  Sheppe,  Wheeling, 

president;  A.  C.  Woof  ter,  Parkersburg,  vice  presi- 
dent; and  R.  M.  Wylie,  Huntington,  secretary. 

Pediatrics:  Harry  Baldock,  Charleston,  chair- 

man; Jack  Basman,  Charleston,  secretary. 

Surgery:  Thomas  Bess,  Keyser,  chairman;  Ray- 
mond M.  Cunningham,  Bluefield,  secretary. 

West  Virginia  Heart  Association:  Oscar  B.  Biern, 
Huntington,  president;  Ralph  J.  Jones,  Charleston, 
vice  president;  and  Ray  H.  Wharton,  Parkersburg, 
secretary-treasurer. 

West  Virginia  Obstetrical  and  Gynecological  So- 
ciety: E.  J.  Humphrey,  Huntington,  president; 

Harry  G.  Steele,  Bluefield,  secretary-treasurer. 


COUNCIL  MEETS  AT  HUNTINGTON 

The  pre-convention  meeting  of  the  Council  of 
the  West  Virginia  State  Medical  Association  was 
held  at  the  Prichard  Hotel  in  Huntington,  May  12, 
1946,  with  Dr.  Thomas  L.  Harris,  the  chairman, 
presiding. 

Dr.  George  W.  Easley  and  Dr.  J.  C.  Lawson,  of 
Williamson,  appeared  before  the  Council  to  dis- 
cuss the  status  of  contract  or  list  practice  doctors 
in  organized  medicine.  They  suggested  that  a 
special  committee  be  set  up  to  make  a full  investi- 
gation of  this  field  for  the  information  of  the  Coun- 
cil and  the  members  of  the  Association.  Dr.  Amick, 
President  of  the  State  Medical  Association,  was 
directed  to  appoint  a committee  of  five  doctors 
engaged  in  contract  practice,  members  in  good 
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standing  of  the  Association,  for  the  purpose  of 
making  a thorough  study  of  the  present  trend  of 
contract  practice  in  this  state,  the  committee  to  be 
instructed  to  prepare  and  submit  to  the  Council 
at  an  early  date  a report,  with  recommendations. 

Honorary  Members 

The  following  doctors  were  elected  to  honorary 
life  membership  in  the  Association: 

R.  L.  Hunter,  Madison 

A.  J.  Kemper,  Lost  Creek 

B.  F.  Brugh,  Clearwater,  Florida 

J.  R.  Vermillion,  Princeton 

D.  B.  Lepper,  Bluefield 

Dr.  Walter  E.  Vest,  Editor  of  the  Journal,  pre- 
sented the  annual  report  of  the  Publications  Com- 
mittee, which  was  approved  and  ordered  filed. 

Compensation  Fee  Schedule 

The  Executive  Secretary  read  a letter  from  Mr. 
John  C.  Ward,  Assistant  State  Compensation  Com- 
mission, formally  submitting  to  the  Council  a pro- 
posed revised  fee  schedule,  effective  as  of  July  1. 
The  matter  of  the  revision  of  fees  has  been  given 
consideration  for  the  past  several  months  by  a 
special  committee,  of  which  Dr.  E.  A.  Trinkle,  of 
Weston,  is  the  chairman. 

Following  the  submission  of  the  proposed  new 
schedule,  the  Council  unanimously  disapproved 
the  schedule  and  directed  the  executive  secretary 
to  endeavor  to  arrange  another  conference  between 
the  Association’s  committee  and  officials  of  the 
Workmen’s  Compensation  Fund. 

Besides  Dr.  Harris,  the  meeting  was  attended  by 
the  following  members:  Dr.  Andrew  E.  Amick, 
President;  Dr.  B.  S.  Brake,  first  vice  president; 
Dr.  T.  M.  Barber,  Treasurer;  and  Drs.  Guy  H. 
Michael,  R.  D.  Gill,  N.  H.  Dyer,  J.  L.  Patterson, 
W.  P.  Bittinger,  J.  E.  Wilson,  A.  R.  Sidell,  Thomas 
G.  Reed,  E.  A.  Trinkle,  W.  C.  Swann,  and  Mr. 
Charles  Lively,  secretary  ex  officio. 


AMENDMENT  TO  BY-LAWS 

The  following  amendment  to  the  by-laws, 
sponsored  by  the  Cabell  County  Medical 
Society  and  offered  by  Dr.  O.  B.  Biern  at  the 
annual  meeting  of  the  House  of  Delegates  at 
Huntington,  May  14,  1946,  was  unanimously 
adopted: 

C’napter  V,  Section  1.  Amend  the  section 
by  adding  a second  paragraph  as  follows: 

“Constituent  societies  must  be  notified  90 
days  before  an  annual  meeting  of  the  West 
Virginia  State  Medical  Association  of  any 
proposed  legislation  so  that  delegates  may  be 
properly  instructed  by  their  component  so- 
cieties.” 


NEW  SUPERINTENDENT  AT  SPENCER 

Dr.  Charles  H.  Hammer,  member  of  the  staff  of 
the  State  Hospital,  at  Columbus,  Ohio,  has  been 
appointed  superintendent  of  the  Spencer  State 
Hospital.  The  appointment,  which  is  effective 
May  1,  was  made  by  Governor  Clarence  W. 


Meadows.  Doctor  Hammer  succeeds  Dr.  A.  L. 
Morris,  who  has  been  acting  superintendent  since 
December  1943,  and  who  will  remain  on  the  hos- 
pital staff  as  an  assistant  superintendent. 


DR.  MacGREGOR  HONORED 

Dr.  D.  A.  MacGregor,  of  Wheeling,  was  elected 
West  Virginia  Governor  of  the  American  College 
of  Physicians  at  the  annual  meeting  held  in  Phila- 
delphia the  middle  of  May.  He  succeeds  Dr.  Walter 
E.  Vest,  of  Huntington. 


DR.  SHEPPE  ON  PROGRAM 

Dr.  W.  M.  Sheppe,  of  Wheeling,  was  the  guest 
speaker  at  the  5th  annual  meeting  of  the  West 
Virginia  Dietetic  Association,  held  at  the  McLure 
Hotel  in  Wheeling,  May  24.  His  subject  was  “Diet 
in  Diabetes  Mellitus.”  The  meeting  was  attended 
by  officers  and  members  of  the  state  nutrition  com- 
mittee, and  over  60  members  of  the  Panhandle 
Home  Economics  Association  were  also  present. 


RELOCATIONS 

Dr.  Ralph  U.  Whipple,  member  of  the  staff  at 
the  Golden  Clinic  at  Elkins,  has  moved  to  Rockville 
Centre,  New  York,  where  he  has  relocated  for  the 
practice  of  his  specialty  of  Urology. 

Dr.  Donald  G.  Hassig,  of  Charleston,  has  re- 
located for  the  practice  of  his  profession  at  Middle- 
bourne. 

Dr.  F.  A.  Irmen,  formerly  of  the  Huntington 
State  Hospital,  has  accepted  a position  on  the 
medical  staff  at  the  Raleigh  State  Hospital,  at  Ral- 
eigh, North  Carolina. 


WILL  OBSERVE  SUMMER  HOURS 

Effective  May  15,  all  divisions  and  bureaus  of  the 
State  Health  Department  will  be  open  from  8:30 
to  4:30  o’clock  weekdays,  and  from  8:30  to  11:30 
on  Saturdays.  This  schedule  will  be  effective  until 
September  29. 


VETERANS  CARE  PROGRAM  IN  EFFECT 

The  program  of  the  West  Virginia  State  Medical 
Association  for  medical  care  of  veterans  was  ap- 
proved by  the  Veterans  Administration  April  27, 
effective  immediately.  Copies  of  the  program  and 
fee  schedule  have  been  mailed  to  the  more  than 
725  doctors  who  are  participating  in  the  program. 

Dr.  Claude  B.  Smith,  of  Charleston,  chairman  of 
the  veterans  affairs  committee  of  the  Association, 
was  notified  on  May  22  that  the  northern  panhandle 
counties  of  Hancock,  Brooke,  Ohio  and  Marshall 
will  be  under  the  jurisdiction  of  the  Veterans  Ad- 
ministration regional  office  at  Pittsburgh.  Appli- 
cations for  authorizations  for  medical  care  of  vet- 
erans residing  in  these  four  counties  will  be  filed 
by  participating  physicians  with  the  VA  Regional 
Office,  107  Sixth  Street,  Pittsburgh  22,  Pennsyl- 
vania. Doctors  in  the  other  51  counties  will  con- 
tinue to  file  applications  with  the  Veterans  Admini- 
stration at  Huntington. 
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Resolutions  Adopted 


The  following  resolutions  were  unanimously 
adopted  at  the  Second  Session  of  the  House  of 
Delegates  in  annual  session  at  Huntington,  May  14, 
1946: 

— 1 — 

WHEREAS,  Dr.  James  R.  Bloss  has  for  many 
years  labored  earnestly  in  the  vineyard  of  the 
American  Medical  Association;  and, 

WHEREAS,  he  was  fifteen  years  a member  of 
the  House  of  Delegates  of  that  organization;  and, 

WHEREAS,  he  has  served  ten  years  on  the  Board 
of  Trustees,  during  which  time  he  was  Chairman 
of  the  Executive  Committee  of  the  Board,  and  re- 
tired as  Chairman  of  the  Board;  and, 

WHEREAS,  West  Virginia  has  never  had  a Presi- 
dent of  the  American  Medical  Association: 

THEREFORE,  be  it  resolved  by  the  House  of 
Delegates  of  the  West  Virginia  State  Medical  Asso- 
ciation, that  we  urge  the  election  of  Dr.  Bloss  as 
President  of  the  American  Medical  Association  and 
instruct  our  delegates  to  the  American  Medical 
Association  to  present  his  name  for  president  elect. 

— 2 — 

WHEREAS,  the  office  of  West  Virginia  State 
Health  Commissioner  is  now  a political  appoint- 
ment, the  incumbent  serving  at  the  will  and  plea- 
sure of  the  Governor;  and, 

WHEREAS,  technical  appointments  should  be 
made  upon  a basis  of  scientific  knowledge  and 
ability: 

THEREFORE,  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association  go  on  record  as  favoring  the  plan  of 
placing  the  State  Health  Commissioner  under  the 
Merit  System  Council,  with  suitable  standards  for 
the  selection  of  the  Commissioner,  based  upon  pub- 
lic health  knowledge  and  scientific  merit,  and  that 
sufficient  funds  be  appropriated  to  pay  the  Commis- 
sioner a salary  commensurate  with  salaries  paid  by 
private  industry  for  comparable  services;  and, 

BE  IT  FURTHER  RESOLVED,  that  copies  of  this 
resolution  be  sent  to  Governor  Clarence  W.  Mea- 
dows, the  Interim  Committee  studying  health  and 
sanitation  in  West  Virginia,  the  President  of  the 
Senate,  the  Speaker  of  the  House  of  Delegates,  and 
the  President  of  the  State  Board  of  Control. 

— 3 — 

WHEREAS,  the  West  Virginia  State  Medical 
Association  has  been  peremptorily  denied  permis- 
sion by  the  Chairman  to  appear  before  a committee 
of  the  Senate  of  the  United  States  and  discuss  a bill 
before  that  committee;  and, 

WHEREAS,  the  bill  under  consideration  touches 
not  only  the  life  and  work  of  every  member  of  the 


West  Virginia  State  Medical  Association,  but  bears 
definitely  upon  the  health  and  welfare  of  every 
individual  citizen  of  the  United  States;  and, 

WHEREAS,  in  a democracy,  the  free  discussion 
of  pending  measures  is  a basic  principle  of  right: 

THEREFORE,  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association  go  on  record  as  protesting  against  such 
a dictatorial  attitude  on  the  part  of  the  Chairman 
of  the  Senate  Committee  referred  to;  and, 

BE  IT  FURTHER  RESOLVED,  that  we  send  a 
copy  of  this  resolution  to  each  Senator  and  Repre- 
sentative from  West  Virginia  in  the  Congress  of 
the  United  States,  and  that  they  be  urged  to  use 
their  influence  to  retain  for  the  populace  of  the 
United  States  the  right  to  appear  before  committees 
considering  pending  legislation,  either  as  propon- 
ents or  opponents;  and, 

BE  IT  FURTHER  RESOLVED,  that  our  delegates 
to  the  American  Medical  Association  be  instructed 
to  present  this  resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association  for  consider- 
ation. 

— 4 — 

WHEREAS,  public  health  is  a purchasable  com- 
modity; and, 

WHEREAS,  it  is  the  aim  of  the  U.  S.  Public 
Health  Service  to  cover  all  the  territory  of  the 
United  States  with  full  time  health  officers  and 
health  units;  and, 

WHEREAS,  the  function  of  the  Public  Health 
Service  should  be  educational  and  preventive: 

THEREFORE,  BE  IT  RESOLVED  by  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association,  that  we  go  on  record  as  favoring  the 
covering  of  the  entire  State  of  West  Virginia  with 
full  time  health  units  as  soon  as  is  practicable;  and, 

BE  IT  FURTHER  RESOLVED,  that  we  urge  upon 
the  State  Health  Department  that  the  activities  of 
the  local  units  be  limited  to  educational  and  pre- 
ventive activities;  and, 

BE  IT  FURTHER  RESOLVED,  that  copies  of  this 
resolution  be  sent  to  the  State  Health  Commis- 
sioner and  to  the  West  Virginia  Public  Health 
Council. 

— 5 — 

WHEREAS,  the  service  to  the  insane  wards  of 
the  state  of  West  Virginia  now  is  deplorable  be- 
cause of  the  fact  that  not  enough  money  has  been 
appropriated  to  furnish  satisfactory  service;  and, 

WHEREAS,  the  patients  in  the  state  mental  hos- 
pitals deserve  the  best  that  can  be  given  them;  and, 

WHEREAS,  many  of  them  can  be  rehabilitated 
and  restored  to  useful  citizenship: 

THEREFORE,  BE  IT  RESOLVED  by  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association,  that  we  urge  upon  the  Legislature  of 
West  Virginia  the  necessity  for  appropriations  for 
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the  mental  hospitals  sufficient  to  pay  the  salaries  of 
satisfactory  medical  and  attendant  personnel  and 
to  furnish  suitable  care  otherwise  for  these  patients; 
and,  ’ 

BE  IT  FURTHER  RESOLVED,  that  a copy  of 
these  resolutions  be  sent  to  Governor  Clarence  W. 
Meadows,  to  the  Interim  Committee,  to  the  Presi- 
dent of  the  Senate,  the  Speaker  of  the  House  of 
Delegates,  the  President  of  the  State  Board  of 
Control,  and  the  State  Health  Commissioner,  and 
that  these  officials  be  urged  to  take  such  steps  as 
they  deem  wise  to  secure  satisfactory  appropri- 
ations by  the  next  Legislature  to  meet  the  needs 
outlined  in  this  resolution. 

— 6 — 

WHEREAS,  the  recent  extraordinary  session  of 
the  West  Virginia  Legislature  enacted  legislation 
providing  for  non-profit  hospital  and  medical  care 
plans  in  West  Virginia  without  an  advisory  com- 
mittee; and, 

WHEREAS,  the  time  will  probably  come  when 
the  State  Auditor  will  feel  the  need  of  consultation 
with  the  medical  profession: 

THEREFORE,  BE  IT  RESOLVED,  that  all  of  the 
facilities  of  the  West  Virginia  State  Medical  Asso- 
ciation be  placed  at  the  disposal  of  the  State  Audi- 
tor if  and  when  he  should  need  information  or 
advice  that  the  State  Association  can  furnish;  and, 

BE  IT  FURTHER  RESOLVED,  that  copies  of 
this  resolution  be  sent  to  Mr.  Edgar  B.  Sims,  Audi- 
tor, and  Mr.  Harlan  Justice,  Deputy  Insurance  Com- 
missioner. 

— 7 — 

WHEREAS,  there  has  been  introduced  into  the 
Congiess  of  the  United  States  a bill  popularly 
called  the  Wagner-Murray-Dingell  Bill — S.1606; 
and, 

WHEREAS,  that  portion  of  the  bill  designated  as 
Title  II,  if  enacted  into  law,  would  disturb  the 
time-honored  physician-patient  relationship  in  that 
it  would  bring  a third  party — a governmental 
agency — between  physician  and  patient,  and  would 
tend  to  publicize  diagnoses  by  making  them  public 
records;  and, 

WHEREAS,  it  could  not  help  but  disturb  the 
freedom  of  choice  of  physician;  and, 

WHEREAS,  it  would  tend  to  depress  individual 
initiative  and  effort  on  the  part  of  the  members 
of  the  medical  profession;  and, 

WHEREAS,  it  would  tend  to  reduce  a great  pro- 
fession to  the  level  of  “clock  watchers”;  and, 

WHEREAS,  the  enactment  of  any  system  of  gov- 
ernmental sickness  insurance  necessarily  imposes 
upon  the  already  overworked  physician  an  enor- 
mous burden  of  paper  work;  and, 

WHEREAS,  compulsory  sickness  insurance  would 
increase  enormously  the  bulk  of  trivial  and  un- 
necessary medicine  without  benefit  to  either  doc- 
tor or  patient;  and, 


WHEREAS,  the  adoption  of  such  a system  could 
only  result  in  deterioration  of  medical  service  to 
the  great  detriment  of  the  populace  generally;  and, 

WHEREAS,  it  would  shackle  and  ultimately 
hamstring  medical  progress;  and 

WHEREAS,  in  effect  it  would  be  essentially  a 
gross  income  tax  weighing  most  heavily  upon  that 
segment  of  the  population  least  able  to  bear  such 
an  added  tax  burden;  and, 

WHEREAS,  such  a law  is  socialistic  in  spirit,  not 
to  say  communistic;  and, 

WHEREAS,  it  would  force  countless  thousands  of 
American  citizens  to  adopt  paternalistic  medicine 
whether  they  would  or  not;  and, 

WHEREAS,  the  spirit  in  which  the  bill  is  being 
urged  is  that  of  a dictatorship  as  is  evidenced  by 
the  fact  that  the  chairman  of  the  Senate  Committee 
considering  the  bill  denied  the  West  Virginia  State 
Medical  Association  the  privilege  of  sending  repre- 
sentatives to  appear  at  the  hearing  and  be  heard 
against  the  bill: 

THEREFORE,  BE  IT  RESOLVED  by  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association:  That  we  go  on  record  as  unalterably 
opposing  the  passage  of  Title  II;  and, 

BE  IT  FURTHER  RESOLVED,  That  we  con- 
demn the  action  of  the  Chairman  of  the  Senate 
Committee  in  denying  our  representatives  the  right 
to  be  heard  upon  pending  legislation,  a right  and 
privilege  long  taken  for  granted  in  a democracy; 
and, 

BE  IT  FURTHER  RESOLVED,  That  copies  of 
this  resolution  be  sent  to  each  of  our  representa- 
tives in  the  Congress,  both  Senate  and  House  of 
Representatives,  and  that  each  of  them  be  urged 
to  use  his  influence  to  defeat  Title  II  and  to  restore 
to  Americans  the  right  to  be  heard  on  pending 
legislation  either  as  proponents  or  opponents;  and, 

BE  IT  FURTHER  RESOLVED,  That  we  offer 
space  in  the  West  Virginia  Medical  Journal  to 
each  of  our  representatives  in  Congress,  both  Sen- 
ate and  House  of  Representatives,  to  present  his 
opinions  upon  this  or  any  other  proposed  legisla- 
tion at  any  time,  now  or  in  the  future;  and, 

BE  IT  FURTHER  RESOLVED,  That  copies  of 
this  resolution  be  given  the  press. 


ICS  TO  MEET  IN  OCTOBER 

More  than  2000  surgeons  and  other  doctors  of 
medicine  are  expected  to  attend  the  three-day 
Assembly  of  the  United  States  Chapter,  Interna- 
tional College  of  Surgeons  in  the  Masonic  Temple 
at  Detroit,  October  21-22-23. 

Among  the  principal  speakers  to  be  heard  will 
be  Mr.  Hamilton  Bailey  of  London,  England,  and 
Dr.  W’ayne  W.  Babcock  of  Philadelphia,  and  many 
other  leading  surgeons  of  the  United  States. 

Dr.  Herbert  Acuff,  of  Knoxville,  Tennessee,  is 
president  and  Dr.  Custis  Lee  Hall,  of  Washington, 
D.  C.,  is  president  elect  of  the  United  States 
Chapter.  Detailed  information  and  copy  of  the 
Program  may  be  obtained  by  writing  L.  J.  Gariepy, 
M.  D.,  16401  Grand  River  Avenue,  Detroit  27, 
Michigan. 
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Committee  Reports^ 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

The  end  of  the  war  brought  many  new  problems 
which  have  had  to  be  met  and  solved  by  the  medi- 
cal profession  here  in  West  Virginia.  The  welcome 
return  of  so  many  of  our  members  who  have  seen 
long  service  with  our  armed  forces  added  new  prob- 
lems to  the  housing  situation  which  was  already 
acute. 

While  some  of  our  returning  medical  veterans 
have  fortunately  gotten  satisfactorily  located  in 
offices  and  homes,  many  have  not  yet  succeeded  in 
finding  even  temporary  quarters.  Quite  a few 
civilian  doctors  are  sharing  their  offices  with  these 
veterans,  but  the  lack  of  office  space  and  houses  is 
still  a very  serious  problem  in  nearly  all  of  the 
larger  cities  of  the  state.  We  have  tried  in  every 
way  possible  to  aid  these  veterans  to  become  re- 
established in  offices  and  homes,  but  our  efforts 
have  not  met  with  any  marked  success,  and  it  is 
apparent  that  there  will  be  no  great  improvement 
in  this  situation  until  building  materials  become 
available  for  the  construction  of  new  homes  and 
office  buildings. 

To  the  approximately  65  members  remaining  in 
the  service  at  this  date,  we  are  rendering  every 
service  possible.  All  inquiries  are  answered  prompt- 
ly and  the  Journal  and  bulletins  of  the  State  Medi- 
cal Association  are  being  mailed  to  them  regularly. 
It  is  our  hope  that  most  of  our  members  still  in 
service  will  have  returned  to  their  homes  by  early 
fall. 

Membership  Statistics 

There  has  been  a slight  decline  in  membership 
during  the  past  year.  While  the  net  loss  is  but  6 
members,  the  fact  still  remains  that  our  gains  in 
membership  do  not  offset  our  losses  by  death  and 
relocation.  During  the  year  there  has  been  a loss 
of  21  by  death  and  31  by  relocation  outside  of  the 
state.  On  the  other  hand,  there  has  been  a gain  of 
46  new  members  during  the  past  year. 

As  of  this  date  (May  11,  1946),  the  membership 
totals  1,302.  This  compares  with  1,308  for  the  same 
period  last  year.  Of  the  total  number,  80  are  hon- 
orary members.  All  but  67  of  the  332  members  who 
served  in  the  armed  forces  have  returned  to  civil- 
ian practice. 

All  but  16  members  have  paid  their  1946  dues. 
The  effective  work  and  close  cooperation  of  treas- 
urers and  secretaries  of  component  societies  with 
this  office  is  responsible  for  this  very  fine  record. 

Membership  by  Societies 

The  membership  by  county  societies  as  of  May  11 
is  as  follows: 

B-R-T  - 45 

Boone  - - - 12 

Brooke  9 

Cabell  - 137 

*0ther  committee  reports  were  published  in  the  May,  1946,  issue 
of  the  Journal. 


Central  W.  Va 

Doddridge  

Eastern  Panhandle  

Fayette  

Greenbrier  Valley  

Hancock  

Harrison  

Kanawha  

Logan  

Marion  

Marshall  

Mason  

McDowell  

Mercer  

Mingo  

Monongalia  

Ohio  

Parkersburg  Academy 

Potomac  Valley  

Preston  

Raleigh  

Summers  

Taylor  

Wetzel  

Wyoming  


. 50 
2 

. 26 
. 48 
. 22 
. 22 
. 85 
,.  220 
38 
..  56 
,.  18 
6 

..  62 
..  54 
..  24 
..  50 
..  95 
,.  74 
..  25 
..  20 
..  65 
..  8 
..  6 
..  10 
..  13 


1946  Honor  Roll 


The  following  component  societies  are  on  the 
1946  honor  roll,  having  reported  a one  hundred  per 
cent  payment  of  dues  by  members: 


Barbour-Randolph  Tucker 

Boone 

Brooke 

Cabell 

Central  West  Virginia 

Doddridge 

Eastern  Panhandle 

Greenbrier  Valley 

Hancock 

Logan 

Marion 

Marshall 

Mason 

Mercer 

Mingo 

Monongalia 

Ohio 

Potomac  Valley 

Raleigh 

Summers 

Taylor 

Wetzel 

Wyoming. 


Several  new  Association  committees  have  been 
very  active  during  the  past  year.  The  Committee 
on  Relocation  and  Reestablishment  of  Returning 
Medical  Veterans,  the  doctor  group  composing  part 
of  the  legislative  committee  studying  public  health 
problems,  the  psychiatric  committee,  the  committee 
on  revision  of  Workmen’s  Compensation  fees,  and 
the  committee  on  veterans  affairs  have  had  numer- 
ous meetings  and  the  headquarters  staff  has  de- 
voted a great  deal  of  time  to  the  work  incident  to 
the  development  of  the  programs  initiated  by  these 
committees. 

The  end  of  the  war  resulted  in  the  removal  for 
the  most  part  of  the  limit  on  the  use  of  newsprint, 
and  it  was  possible  to  add  many  additional  pages 
of  text  and  advertising  to  the  West  Virginia  Medical 
Journal.  Color  advertising,  which  was  a novelty 
but  a few  months  ago,  is  now  an  accepted  part  of 
the  improved  advertising  section  of  the  Journal. 
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The  Publication  Committee  continues  to  do  every- 
thing possible  to  obtain  and  clear  for  publication 
scientific  papers  of  interest  to  all  of  our  members 
generally. 

In  the  way  of  public  relations,  many  speaking 
engagements  have  been  filled  in  various  parts  of 
the  state  during  the  past  year.  Usually  the  subject 
of  these  discussions  has  been  the  latest  version  of 
the  Wagner-Murray-Dingell  bill.  Appearances 
have  been  made  before  professional  and  lay  groups, 
with  official  visits  being  made  to  component  so- 
cieties and  auxiliaries.  The  fight  against  the  bill 
has  been  carried  to  the  people  generally.  In  this 
fight,  we  have  been  joined  by  officers  and  members 
of  the  Association  and  component  societies,  and 
every  effort  has  been  made  to  enlist  the  support 
of  the  lay  public. 

In  all  of  the  work  undertaken  by  the  members 
of  our  staff,  we  have  had  the  full  support  of  offi- 
cers, councillors,  and  members  of  the  Association 
and  auxiliary  generally.  To  these  and  to  all  mem- 
bers who  have  in  any  way  contributed  to  the  ac- 
complishments of  the  past  twelve  months,  I extend 
sincere  thanks.  There  is  much  work  ahead  of  the 
Association  during  the  coming  year,  and  I am  cer- 
tain that  we  will  have  the  cooperation  and  support 
of  our  officers  and  members,  as  in  the  past. 

Respectfully  submitted, 

CHARLES  LIVELY, 

Executive  Secretary. 

* * * 

COMMITTEE  ON  PRESIDENT'S  ADDRESS 

We  have  just  listened  to  an  excellent  and  timely 
presidential  address.  This  committee  feels  that  the 
President  should  be  highly  commended  for  his 
appreciation  of  the  conditions  confronting  our 
profession  in  this  crucial  period. 

His  manner  of  presentation  of  the  subject  is  evi- 
dence of  the  careful  and  serious  thought  he  has 
given  to  the  various  phases  of  present  day  medical 
problems.  The  committee  further  wishes  to  com- 
mend the  president  for  the  very  able  and  cour- 
ageous manner  in  which  these  vital  and  perhaps 
controversial  topics  were  presented. 

The  committee  feels  that  particular  comment  re- 
garding certain  points  which  were  stressed  in  the 
President’s  address  should  be  emphasized  and  are 
in  order  for  further  discussion  by  the  association. 

The  committee  especially  wishes  to  refer  to  the 
suggested  changes  in  the  Medical  Practice  Act,  par- 
ticularly the  suggestions  relating  to  the  licensure 
of  physicians  in  accordance  with  their  declared 
qualifications.  We  must  consider  the  possibility 
of  difficulty  in  interstate  reciprocity  which  might 
follow  any  marked  change  in  our  present  standards 
of  medical  licensure. 

The  committee  also  concurs  in  the  thought  ex- 
pressed regarding  the  need  for  better  medical  care 
of  our  indigent  and  the  development  of  improved 
medical  services  in  our  rural  communities.  These 
services  should  be  rendered  under  the  direct  con- 
trol of  the  state  and  counties. 

Respectfully  submitted, 

BERT  BRADFORD,  JR.,  M.  D., 

Chairman, 

E.  J.  VAN  LIERE,  M.  D. 

JAMES  KLUMPP,  M.  D. 

May  14,  1946 


VETERANS  AFFAIRS  COMMITTEE 

In  January,  1946,  following  the  appointment  of 
a subcommittee  composed  of  Dr.  Thomas  L.  Harris 
and  the  Chairman,  a conference  was  held  with 
Dr.  J.  C.  Harding,  now  Deputy  Medical  Director  of 
the  Veterans  Administration  in  Washington,  at 
which  time  the  requirements  of  the  Veterans  Ad- 
ministration were  outlined  and  a plan  discussed. 

Following  this,  a meeting  of  the  committee  was 
held  in  Charleston  and  a tentative  fee  schedule 
and  further  details  of  the  plan  discussed.  The  en- 
tire proposal  was  then  presented  to  the  council  of 
the  West  Virginia  State  Medical  Association  and 
unanimously  adopted.  At  a meeting  subsequently 
held  with  representatives  of  the  Veterans  Admini- 
stration at  Wa.shington.  the  proposal  was  modified 
to  eliminate  a Medical  Association  monopoly  and 
non-service  connected  treatment  for  female  veter- 
ans. 

You  have  been  advised  by  letter  of  the  other  de- 
tails of  the  plan  and  fee  schedule  and  they  need 
not  be  repeated.  It  is  to  be  emphasized  that  treat- 
ment is  only  possible  for  service-connected  or 
service-aggravated  conditions  for  which  care  the 
physician  files  a request  for  authorization  with  the 
Veterans  Administration  in  Huntington.  Secondly, 
examinations  for  disability  ratings  must  be  re- 
quested by  the  veteran  himself  through  the  Vet- 
erans Administration  in  Huntington. 

It  is  realized  that  there  are  probably  numerous 
features  which  are  not  thoroughly  covered.  Al- 
though the  proposal  for  private  medical  care  of 
veterans  is  new  to  both  the  Veterans  Administra- 
tion and  private  nractitioners,  with  your  coopera- 
tion a satisfactory  workable  plan,  satisfactory  to 
the  patient  and  his  family,  to  the  private  practi- 
tioner, and  to  the  Veterans  Administration,  can 
ultimately  be  achieved.  Without  your  cooperation, 
the  entire  idea  is  destined  to  fail  in  every  respect. 

The  Committee  realizes  that  this  plan  can  be 
interpreted  as,  and  probably  is,  a further  social- 
ization of  medical  practice.  It  is,  however,  without 
precedent,  and  so  far,  without  political  blemish, 
and,  therefore,  possible  of  direction  by  organized 
medicine.  For  these  reasons,  if  for  no  other,  the 
Committee  believes  that  the  program  merits  the 
support  of  the  State  Medical  Association. 

The  Medical  Division  of  the  Veterans  Admini- 
stration has  been  wholeheartedly  cooperative  in 
these  efforts  and  deserves  our  thanks  and  appre- 
ciation. 

The  Committee  wishes  to  acknowledge  with 
thanks  the  invaluable  technical  assistance  of  the 
Executive  Secretary  of  the  West  Virginia  State 
Medical  Association  and  his  staff. 

Respectfully  submitted, 

CLAUDE  B.  SMITH,  M.  D., 

Chairman, 

THOMAS  L.  HARRIS,  M.  D. 

RALPH  J.  JONES,  JR.,  M.  D. 

CECIL  O.  POST,  M.  D. 

FRANCIS  A.  SCOTT,  M.  D. 
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NECROLOGY  REPORT 

The  following  is  a list  of  West  Virginia  doctors 
whose  deaths  during  the  past  year  have  been  re- 
ported to  the  West  Virginia  State  Medical  Asso- 
ciation: 

Gilbert  A.  Daniel.  Belle April  21,  1945 

Harry  M.  Campbell,  Parkersburg May  13,  1945 

Wm.  Bernard  Phillips,  Gary May  20,  1945 

Walter  Edward  Bundy,  Oak  Hill  June  4,  1945 

Ford  Huff.  Parsons June  6.  1945 

Martin  Frank  Wright,  Burlington June  21,  1945 

Daniel  P.  Kessler,  Weston July  30,  1945 

Dana  Lawrence  Cavendish.  Fayetteville  August  3,  1945 
Dorsey  McNeelas  Ryan.  Charleston  September  1 9.  1945 

Edward  Thomas  Wade  Hall,  Weston October?,  1945 

Alfred  Charles  Taylor.  Mona ..October  25,  1945 

Charles  Alphons  Wingerter,  Wheeling  November  2,  1945 

Alfred  M.  Black.  Charleston Decembers,  1945 

Henry  Dickinson  Causey.  Fairmont  ..  December  1 2,  1945 
Commodore  Marvin  Kimble.  Paden  City 


December  14,  1945 

George  Shaver  Gochenour.  Moorefield  December  17,  1945 

Floyd  F.  Farnsworth,  Milton January  2,  1946 

James  O.  Howells,  Bridgeport,  Ohio January  4.  1946 

Eugene  Davis,  Charleston  January  14.  1946 

DeLaniel  Lee  Yost,  Fairmont  ...January  17,  1946 

Ozion  Price  Wilson,  Moundsville  February  16.  1946 

Henry  Price  Wilson,  Moundsville February  16.  1946 

Henry  Sanford  Yost.  Fairmont  February  17,  1946 

Henry  Evans  Baum,  Charleston  March  10,  1946 

George  Hustead  Brownfield,  Fairmont  ...  March  2 1 , 1 946 

Daniel  James  Rudasill,  Kingwood  March  29,  1946 

Robert  Wylie  Corbitt,  Parkersburg April  11,  1946 

Welch  England.  Parkersburg  April  29,  1 946 

Edwin  R.  Nelson,  Logan  Death  in  1944,  on 

board  Japanese  prisoner  ship,  reported  in  1945. 

Mark  Sutphin,  Logan  May  7,  1946 

Alva  Londas  Parsons.  Putney  ..  May  8.  1946 


REQUIESCAtWT  IN  PACE. 

Respectfully  submitted, 

HARRY  G.  STEELE,  M.  D., 

Chairman, 

JAMES  R.  BLOSS,  M.  D. 

ROY  BEN  MILLER,  M.  D. 

R.  J.  REED,  M.  D. 

JAMES  McCLUNG,  M.  D. 

T.  JUD  McBEE,  M.  D. 

* si:  * 

COMMITTEE  ON  CHILD  WELFARE 

The  Committee  on  Child  Welfare  invites  atten- 
tion to  the  circumstance  that  in  the  State  of  West 
Virginia  there  are  essentially  no  facilities  avail- 
able for  the  institutional  care  of  children  present- 
ing mental  disorders,  contagious  disease  or  chronic 
pulmonary  and  cardiac  diseases.  Attention  is  fur- 
ther invited  to  the  subminimal  facilities  for  pro- 
viding pediatric  care  for  the  children  of  medically 
indigent  persons. 

It  is  the  opinion  of  this  committee  that  national 
legislation  now  pending  before  congress  does  not 
constitute  a satisfactory  solution  of  these  problems. 
We  do  not  approve  of  the  methods  proposed  in  this 
legislation  and  feel  in  many  respects  that  it  is  not 
in  the  best  interests  of  the  public  or  of  the  medical 
profession. 

No  adequate  responsible  study  has  been  made  in 
this  state  or  in  any  other  state  to  determine  what 
is  needed  to  correct  these  existing  deficiencies. 


However,  the  American  Academy  of  Pediatrics  is 
conducting  such  a survey. 

Until  such  a study  is  completed  it  is  the  opinion 
of  this  committee  that  the  enactment  of  any  legis- 
lation, national  or  state,  in  regard  to  these  matters 
should  be  postponed. 

This  committee  therefore  recommends  that  the 
House  of  Delegates  of  the  West  Virginia  State 
Medical  Association  go  on  record  as  being  opposed 
to  the  passage  of  this  legislation  until  such  time 
as  it  is  possible  to  base  the  same  upon  the  findings 
of  this  survey. 

This  committee  further  recommends  that  the 
Child  Health  Study  sponsored  and  conducted  by 
the  American  Academy  of  Pediatrics  be  endorsed 
by  the  West  Virginia  State  Medical  Association  and 
receive  the  support  and  cooperation  of  every  mem- 
ber. 

Respectfully  submitted, 

HENRIETTA  MARQUIS,  M.  D., 
Chairman, 

RAYMOND  SLOAN,  M.  D. 

CARL  E.  JOHNSON,  M.  D. 

RUSSELL  BOND,  M.  D. 

HARLOW  CONNELL,  M.  D. 

A.  A.  SHAWKEY,  M.  D. 

THERESA  O.  SNAITH,  M.  D. 

* ^ * 

COMMITTEE  ON  SYPHILIS 

The  Syphilis  Committee  met  in  the  offices  of  Dr. 
C.  A.  Hoffman  at  Huntington,  May  12,  1946.  Mem- 
bers present  were  Dr.  Howard  T.  Phillips,  Chair- 
man, and  Drs.  H.  M.  Escue  and  C.  A.  Hoffman. 
Dr.  John  C.  Hume,  Acting  Director  of  the  Bureau 
of  Venereal  Disease  Control  of  the  State  Health 
Department,  was  present  representing  Dr.  J.  E. 
Offner.  Also  in  attendance  were  Dr.  Baer  of  Hunt- 
ington and  Drs.  Easley  and  Lawson  of  Williamson. 

On  the  basis  of  the  discussions  at  this  meeting, 
the  Committee  wishes  to  report  the  following 
recommendations  and  observations: 

1.  Due  to  recent  changes  in  the  diagnosis  and 
especially  treatment  of  venereal  diseases,  as  well 
as  in  the  methods  of  their  control,  it  has  become 
almost  impossible  to  consider  one  venereal  disease 
to  the  exclusion  of  the  others.  Therefore,  this 
committee  would  like  to  recommend  that  its  name 
be  changed  from  the  Syphilis  Committee  to  the 
VenereM  Disease  Committee. 

2.  It  is  also  recommended  that  the  Bureau  of 
Venereal  Disease  Control  of  the  State  Health  De- 
partment survey  the  venereal  disease  clinics  of 
ohe  State  to  determine  the  economic  status  of  the 
patients  now  under  treatment  therein,  and  more 
particularly  to  establish  what  percentage  of  these 
patients  have  an  income  sufficient  to  pay  for  ade- 
quate private  care. 

3.  Reiterating  previous  similar  recommenda- 
tions, the  physicians  of  the  State  should  cooperate 
with  their  local  health  departments  in  reporting 
Iheir  venereal  disease  cases.  In  addition  to  the 
reporting  of  cases,  those  patients  who  lapse  from 
treatment  before  infectiousness  is  controlled  should 
be  reported  so  that  the  health  departments  can 
follow  them  up  and  return  them  to  treatment. 
This  is  required  by  the  laws  of  the  state  and  is  in 
the  interest  of  better  community  health.  Every 


June,  1946 


The  West  Virginia  Medical  Journal 


vxv 


Altered  Protein 


HYPO-ALLERGIC* 

WHOLE  MILK 

Particularly  suited  for  infants  and 
children  allergic  to  cow’s  milk  protein, 
Hypo-Allergic  Milk  hasbeen  rendered  less 
allergenic  by  means  of  prolonged  thermal 
processing.  When  reconstituted  with  water  it 
is  used  in  the  same  proportion  as  whole  cows’  milk. 
POWDER— 1 lb.  tins  LIQUID  14'/2  oz.  tins 


PROTEIN 
S-M-A* 
(Acidulated) 

The  easily  digested 
curd  and  liberal  vita- 
min content  makes 
Protein  S-M-A  a val- 
uable aid  in  themanage- 
ment  of  premature  and 
undernourished  newborn 
infants.  Also  indicated  in 
infant  diarrhea  and  other 
conditions  where  a high 
protein  intake  is  required. 
POWDER  — 8 oz.  tins 


No  Protein 


ALERDEX* 

Protein -free  Maltose  and  Dextrins 

An  all-around  milk  modifier  especially  use- 
ful in  the  hypo-allergenic  milk  diet  of  the 
infant  sensitive  to  proteins,  Alerdex  is  pre- 
pared from  noncereal  starch  by  a special 
procedure  toeliminate  every  trace  of  protein. 
POWDER— 16  oz.  tins 


S.M.A.  DIVISION 
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WYETH  INCORPORATED 
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effort  should  be  made  to  secure  better  cooperation 
between  physicians  and  health  departments  to  this 
end. 

4.  In  the  light  of  recent  advances  in  the  knowl- 
edge of  the  management  of  syphilis  it  is  felt  that 
much  more  emphasis  should  be  placed  on  the  se- 
curing of  titered  serologic  tests  for  syphilis.  This 
is  particularly  true  in  the  post-treatment  obser- 
vation of  patients  receiving  intensive  therapy,  in 
the  diagnosis  of  congenital  syphilis  in  infants,  and 
in  establishing  a diagnosis  in  questionable  cases. 
It  is  recommended  that  qualified  laboratories  per- 
forming serologic  tests  for  syphilis  make  this  serv- 
ice available  when  possible. 

5.  The  Committee  wishes  to  commend  the  phy- 
sicians of  the  state  for  their  fine  cooperation  in 
carrying  out  the  provisions  of  the  prenatal  law. 
The  success  of  this  program  during  the  first  year 
of  its  operation  is  an  excellent  commentary  on  the 
medical  and  social  vision  of  the  medical  profession 
of  the  state.  It  is  hoped  that  they  will  continue  to 
show  this  same  excellent  spirit.  In  line  with  this, 
the  Committee  also  wishes  to  emphasize  the  fact 
that  serologic  tests  should  be  performed  on  each 
pregnant  woman  during  the  first  few  months  of 
gestation  since,  by  establishing  a diagnosis  of 
syphilis  early  in  pregnancy  and  instituting  therapy 
at  once,  congenital  syphilis  can  be  prevented  in 
nearly  all  cases. 

6.  Endorsement  is  given  by  the  Committee  to  the 
program  of  distribution  of  the  tabloid  publication 
of  the  American  Social  Hygiene  Association,  “You 
and  Your  Health.”  This  distribution  is  being  spon- 
sored by  the  Bureau  of  Venereal  Disease  Control 
of  the  State  Health  Department.  The  paper  con- 
tains factually  correct  information  relative  to  the 
venereal  diseases  suitable  for  lay  consumption. 

7.  The  State  Health  Department,  through  the 
Bureau  of  Venereal  Disease  Control,  is  about  to 
institute  a program  wherein  private  physicians  will 
be  paid  for  the  diagnosis  and  referral  to  the  Kan- 
awha Valley  Medical  Center  of  cases  of  primary 
and  secondary  syphilis.  This  will  be  instituted 
county  by  county  after  clearing  with  local  medi- 
cal societies.  The  Committee  is  in  hearty  accord 
with  this  program,  the  details  of  which  will  be 
discussed  with  each  of  the  local  medical  societies. 
It  will  infringe  in  no  way  upon  the  prerogatives  of 
the  practicing  physician,  will  promote  the  control 
of  venereal  diseases,  and  provide  payment  for 
much  work  which  is  now  being  done  gratis  by  the 
physicians  of  the  state.  For  these  reasons,  it  is 
hoped  that  favorable  consideration  of  the  program 
will  be  given  by  the  medical  societies  as  they  are 
approached  concerning  the  matter. 

8.  Finally,  it  is  strongly  urged  that  the  Public 
Health  Council  take  steps  to  have  each  laboratory 
in  the  state  provide  weekly  lists  to  the  Bureau  of 
Venereal  Disease  Control  of  the  State  Health  De- 
partment. On  these  lists  should  appear  the  follow- 
ing information  concerning  positive  laboratory  ex- 
aminations for  venereal  diseases: 

(a)  The  name  of  the  patient; 

(b)  The  disease  for  which  the  examination  was 
positive;  and 

(c)  The  name  and  address  of  the  physician. 


This  procedure  would  mean  that  many  more  pa- 
tients with  infectious  venereal  diseases  would  be 
placed  under  treatment  and  would  secure  much 
more  complete  reporting  of  venereal  diseases.  All 
investigations  by  the  Health  Department  would  be 
made  through  and  with  the  consent  of  the  phy- 
sicians. In  cases  already  reported,  no  investiga- 
tion would  be  inaugurated.  Under  this  system  the 
physician  would  have  the  option  of  reporting  cases 
by  name  directly  to  the  Bureau  of  Venereal  Disease 
Control  which  would  automatically  preclude  the 
origination  of  a report  to  and  investigation  by 
local  agencies,  thus  doubly  assuring  privacy  to  the 
patient.  It  is  also  hoped  that  the  laboratories  of 
the  state  will  cooperate  with  the  Public  Health 
Council  in  making  this  possible. 

Respectfully  submitted, 

HOWARD  T.  PHILLIPS,  M.  D., 

Chairman. 


COMMITTEE  ON  TUBERCULOSIS 

In  this,  the  annual  report  of  the  Tuberculosis 
Committee  of  the  West  Virginia  State  Medical 
Association,  we  beg  leave  to  submit  certain  recom- 
mendations with  reference  to  the  operation  of  sana- 
toria and  the  treatment  and  control  of  tuberculosis 
in  West  Virginia.  This  report  may  be  divided  into 
three  parts:  A.  Pre-Sanatorium  Phase;  B,  Sana- 
torium Phase;  and,  C.  Post-Sanatorium  Phase. 

Pre-Sanatorium  Phase 

We  believe  that  an  attempt  should  be  made  with- 
in the  next  5 to  10  years  to  x-ray  the  entire  popu- 
lation of  the  state,  especially  adults.  The  number 
of  mobile  x-ray  units  must  be  increased  if  this  is 
to  be  accomplished.  The  cost  of  such  a program 
could  be  met  by  an  increase  in  appropriations  and 
federal  funds  available  for  that  purpose.  We  be- 
lieve that  the  state  program  and  county  programs 
should  be  controlled  by  the  state  health  department 
and  the  county  health  officers  respectively.  An  in- 
tensive health  education  campaign  to  be  conducted 
by  the  state  health  department  is  most  desirable, 
and  the  department  should  maintain  a registry  of 
all  cases  of  tuberculosis  in  the  state. 

Undoubtedly  a quarantine  law  is  needed  by  re- 
calcitrant tuberculous  cases,  especially  those  which, 
in  the  judgment  of  the  state  health  department,  are 
considered  a menace  to  public  health. 

The  facilities  of  the  state  hygienic  laboratory 
should  be  expanded  to  meet  the  increased  volume 
of  sputum  examinations. 

All  the  tuberculosis  work  in  the  county  should  be 
under  the  supervision  of  the  county  health  officer 
who  should  be  provided  with  adequate  office  and 
field  personnel,  and  this  officer  should  arrange  for 
x-ray  surveys  and  clinics  and  should  maintain  in 
his  county  a registry  of  tuberculosis  cases.  There 
should  be  close  cooperation  between  the  local  medi- 
cal society  and  the  county  health  officer,  who 
should  be  regarded  as  a specialist  in  matters  of 
public  health. 

The  county  health  officer  should  have  the  power 
to  pass  finally  upon  an  application  of  a person  with 
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tuberculosis  for  permission  to  remain  at  home  for 
treatment.  If,  from  the  standpoint  of  communi- 
cability the  health  officer  feels  that  the  patient  is 
a menace  to  those  whom  he  contacts,  then  the  pa- 
tient should  be  required  to  enter  a sanatorium. 

The  state  and  county  tuberculosis  and  health 
associations  should  work  in  close  harmony  with 
the  health  department  and  the  county  health  offi- 
cer and  extend  such  aid  to  them  as  may  be  possible 
in  the  various  phases  of  the  treatment  of  tubercu- 
losis, especially  those  of  case  findings,  health  edu- 
cation, and  the  enactment  of  necessary  legislation. 

Sanatorium  Phase 

It  is  felt  that  the  present  budget  of  less  than 
$3.00  per  patient  per  day  does  not  permit  adequate 
and  comprehensive  care  and  that  an  amount  com- 
parable to  that  paid  in  similar  institutions  else- 
where should  be  agreed  upon.  In  no  case  should 
this  amount  be  less  than  $4.00  per  day.  We  believe 
that  beds  should  be  free  in  the  three  sanatoria  in 
this  state.  Since  the  required  collection  of  $1.00 
per  patient  per  day  represents  only  about  one-third 
of  the  cost  and  since  less  than  one-third  of  the 
patients  are  able  to  pay  it,  we  believe  that  the  en- 
tire amount  should  be  paid  from  state  appropri- 
ations. 

An  adult  rehabilitation  program  should  be  insti- 
tuted in  the  sanatoria.  Many  patients  who  have  not 
had  complete  grade  school  education  must  never 
return  to  heavy  manual  labor,  therefore  adequate 
education  is  essential  in  proper  rehabilitation.  This 
program  should  be  carried  out  in  collaboration  with 
the  Division  of  Vocational  Rehabilitation  of  the 
State  Department  of  Education. 

It  is  recommended  that  a 400-bed  hospital  for 
tuberculosis  patients  be  built  at  Morgantown  as 
outlined  by  Dr.  David  Salkin  and  Dr.  Myron  Miller 
of  the  USPHS.  In  addition,  a 200-bed  hospital  for 
colored  patients  should  be  constructed  near  Beck- 
ley  so  that  the  surgical  and  medical  staffs  at  Pine- 
crest  Sanitarium  could  supply  services  when 
needed.  We  believe  that  the  present  isolated  situ- 
ation of  Denmar  Sanatorium  precludes  adequate 
medical  and  surgical  care. 

Post-Sanatorium  Phase 

The  state  and  county  health  departments  should 
arrange  for  adequate  follow-up  of  patients  and  for 
pneumothorax  clinics. 

An  intensification  of  the  rehabilitation  program 
under  the  supervision  of  both  the  health  officer  and 
the  Department  of  Education  is  badly  needed,  and 
we  believe  that  the  West  Virginia  Tuberculosis  and 
Health  Association  should  cooperate  in  this  pro- 
gram. 

It  is  important  that  a list  of  physicians  approved 
by  the  state  health  department  for  the  purpose  of 
administering  follow-up  pneumothorax  should  be 
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sent  to  every  physician  in  the  state.  This  is  neces- 
sary because  the  sanatorium  mugt- refer  the  patient 
back  to  the  local  physician  who  should  be  per- 
mitted to  refer  the  patient  to  an  approved  doctor 
for  such  follow-up  pneumothorax.  The  Sanatorium 
is  essentially  a consultant  to  the  private  physician 
after  the  patient  has  been  discharged. 

Miscellaneous 

We  believe  that  the  employees  of  the  sanatoria 
should  receive  adequate  salaries;  that  they  should 
be  provided  with  satisfactory  living  quarters;  and 
that  they  should  be  placed  under  some  form  of  a 
merit  system.  Politics  should  be  eliminated  from 
all  sanatoria.  At  the  present  time  there  is  need 
for  a medical  social  service  program  in  the  sana- 
toria. 

These  recommendations  and  suggestions  are  made 
as  the  result  of  a meeting  of  the  Tuberculosis  Com- 
mittee recently  held  at  Clarksburg. 

Respectfully  submitted, 

DAVID  SALKIN,  M.  D„ 

Chairman, 

E.  T.  GOFF,  M.  D. 

G.  E.  GWINN,  M.  D. 

S.  E.  McFETRIDGE,  M.  D. 

J.  N.  REEVES,  M.  D. 


Doctors  in  the  Service 


Lt.  Comdr.  R.  U.  Drinkard,  of  Wheeling,  has 
been  released  from  military  service  and  returned 
to  civilian  practice  with  offices  in  the  Central 
Union  Building. 

^ ^ 

Capt.  William  Perilman,  of  Wheeling,  has  been 
released  from  military  service,  and  has  offices  at 
35  Eleventh  Street,  in  that  city. 

* * * 

Major  Otis  G.  King,  of  Bluefield,  who  has  served 
as  chief  of  reconditioning  service  at  the  Woodrow 
Wilson  General  Hospital,  at  Staunton,  Virginia, 
since  1944,  has  been  released  from  military  service 
and  has  resumed  practice  as  a member  of  the  staff 
at  St.  Luke’s  Hospital,  in  Bluefield. 

Major  King  had  supervision  of  the  physical  ther- 
apy, occupational  therapy,  physical  reconditioning 
and  educational  reconditioning  departments  at 
Woodrow  Wilson  General  Hospital.  Previous  to 
this  service,  he  was  chief  of  the  Officers’  and 
women’s  sections  of  the  State  Hospital  at  Fort 
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Eustis,  Virginia.  While  he  has  been  on  terminal 
leave,  Major  King  has  been  taking  special  work 
at  the  University  Hospital,  at  Ann  Arbor,  Michigan. 

♦ * * 

Major  Mendel  W.  Smith  (MC),  formerly  of  Mc- 
Dowell County,  has  been  released  from  military 
service  and  is  now  located  at  Biloxi,  Mississippi. 

^ ^ ^ 

Commander  V.  T.  Churchman,  Jr.,  who  returned 
from  military  service  several  weeks  ago,  has  offices 
in  the  Knight  Building  at  Charleston,  where  he 
is  engaged  in  the  practice  of  his  specialty  of 
E.  E.  N.  T. 

sti  * * 

Major  Robert  C.  Bock  (MC),  of  Charleston,  has 
been  released  from  military  service  and  has  re- 
sumed the  practice  of  his  specialty  of  surgery, 
with  offices  at  414  Professional  Building,  in  that 
city.  Previous  to  his  service  in  the  army,  he  was 
on  the  staff  at  the  Louisville  General  Hospital,  in 
Louisville. 

* * ^ 

Major  Francis  L.  Coffey,  who  has  served  with 
the  armed  forces  over  three  years,  has  been  re- 


leased from  military  service  and  resumed  practice 
in  Huntington.  Major  Coffey  served  more  than  two 
years  at  the  Valley  Forge  Hospital  near  Phoenix- 
ville,  Pennsylvania  and,  later,  as  chief  of  orthopedic 
and  reconstructive  surgery  at  the  Deshon  General 
Hospital,  at  Butler,  Pennsylvania. 

Lt.  (j.g.)  John  T.  Jarrett,  USNR,  of  Charleston, 
recently  returned  from  military  service,  is  now 
associated  in  the  practice  of  medicine  and  surgery 
with  Dr.  Joseph  E.  Rucker,  at  308  Bank  of  Com- 
merce Building,  in  Charleston. 

^ ^ ^ 

Dr.  Louis  Y.  Peskoe,  formerly  of  Boomer,  who 
was  recently  released  from  the  army  with  the 
rank  of  Captain,  has  accepted  a two-year  residency 
in  internal  medicine  at  Nichols  General  Hospital 
in  Louisville. 

^ ^ ^ 

Dr.  L.  Rush  Lambert,  of  Fairmont,  who  has 
served  as  medical  officer  at  State  Selective  Service 
headquarters  at  Charleston  for  nearly  six  years,  is 
now  on  terminal  leave  from  the  army  medical 
corps.  Doctor  Lambert,  who  was  recently  pro- 
moted to  the  rank  of  Colonel,  will  resume  practice 
at  Fairmont  in  the  near  future. 

Colonel  Lambert’s  duties  have  been  taken  over 
by  Major  Thomas  L.  Dittmer,  (MC),  of  Columbus, 
medical  officer  for  the  Fifth  Service  Command. 
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Obituaries 


WELCH  ENGLAND.  M,  D 

Dr.  Welch  England,  44,  of  Parkersburg,  died 
suddenly  at  his  home  in  that  city,  April  29,  1946, 
as  a result  of  a heart  attack.  He  had  not  previously 
been  ill. 

Doctor  England  was  born  at  Lindside,  West  Vif- 
ginia.  and  received  a B.  S.  degree  from  West  Vir- 
ginia University  in  1924,  and  graduated  with  the 
degree  of  M.  D.  at  the  University  of  Maryland 
School  of  Medicine  in  1926.  He  interned  at  Uni- 
versity Hospital  in  Baltimore  in  1927,  and  was  li- 
censed to  practice  in  West  Virginia  that  same  year. 
He  took  postgraduate  work  in  Ophthalmology  and 
Otolaryngology  at  the  University  of  Pennsylvania 
School  of  Medicine,  1931-32,  since  which  time  he 
had  practiced  his  specialty  in  Parkersburg.  He 
had  previously  been  located  in  Clarksburg,  where 
he  was  a member  of  the  Harrison  County  Medical 
Society. 

Doctor  England  was  a member  of  the  American 
Academy  of  Ophthalmologists;  a diplomate  of  the 
American  Board  of  Otolaryngologists;  a fellow  of 
the  American  College  of  Surgeons;  Senior  Fellow 
of  the  Southeastern  Surgical  Congress;  and  a mem- 
ber of  the  Military  Surgeons  Association.  He  was 
also  a member  of  the  Academy  of  Medicine  of 
Parkersburg,  of  which  organization  he  had  served 
as  secretary  and  president.  He  was  a member  of 


the  West  Virginia  State  Medical  Association,  the 
Southern  Medical  Association  and  the  American 
Medical  Association,  and  had  served  as  a councillor 
of  the  State  Medical  Association. 

In  1942,  Doctor  England  was  commissioned  in 
the  medical  corps  of  the  army,  serving  until  late 
in  1945  when  he  was  honorably  discharged  with 
the  rank  of  lieutenant  colonel.  He  was  last  sta- 
tioned at  the  Woodrow  Wilson  General  Hospital, 
at  Staunton,  Virginia. 

He  is  survived  by  his  widow  Kathryn  (McClaugh- 
erty)  England,  one  son,  Welch,  Jr.,  now  a student 
at  West  Virginia  University,  and  a daughter,  Beth, 
of  Parkersburg. 

^ 9? 

ALVAH  LONDUS  PARSONS.  M.  D 

Dr.  Alvah  Londus  Parsons,  63,  physician  for  the 
Hatfield-Campbell  Creek  Coal  Company,  died 
May  8,  1946,  following  a heart  attack  in  his  office 
at  Putney. 

Doctor  Parsons  was  born  in  Jackson  County,  son 
of  Emily  (Barnette)  Parsons  and  the  late  Dr.  T.  I.  C. 
Parsons.  He  received  his  early  education  in  the 
public  schools  at  Ripley,  and  was  graduated  from 
the  University  of  Kentucky  Medical  College. 

Doctor  Parsons  served  in  the  medical  corps  of 
the  army  in  World  War  II,  and  was  overseas  for 
eighteen  months.  He  was  a member  of  the  John 
Brawley  Post  of  the  American  Legion.  Before  lo- 
cating at  Putney,  Doctor  Parsons  had  practiced  at 
Ripley,  Parkersburg,  and  Charleston. 
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PATENT  DUCTUS  ARTERIOSUS* 

By  WM.  C.  STEWART,  M.  D. 

Charleston,  West  Va. 

(A  Report  of  Cases  and  a Review  of  the  Literature) 

Many  articles  dealing  with  the  subject  of  patent 
ductus  arteriosus  have  appeared  in  the  literature,  and 
great  interest  has  been  stimidated  in  this  field  since 
the  report  of  the  first  successfid  ligation  of  a patent 
ductus  by  Gross  and  Hubbard'  in  1939.  Numerous 
instances  of  successfully  treated  cases  have  been  re- 
ported, and  several  surgeons  have  collected  imposing 
series  of  cases.  The  success  of  these  operations 
generally  has  been  dramatic  and  the  surgical  mortal- 
ity has  fallen  to  an  encouragingly  low  level. 

The  success  of  surgical  treatment  makes  it  im- 
perative that  patients  with  a patent  ductus  arteriosus 
have  the  diagnosis  definitely  established.  This  can 
be  done  with  accuracy  if  the  condition  is  borne  in 
mind  and  if  its  manifestations  are  familiar  to  the  ex- 
aminer. 

The  ductus  arteriosus  is  a normal  part  of  the  fetal 
circulation.  During  intra-uterine  life  the  output  of 
the  right  ventricle  passes  into  the  pulmonary  artery 
as  usual.  But  since  the  fetal  lungs  are  unexpanded, 
the  pulmonary  arterial  tree  is  collapsed  and  not  func- 
tioning. The  output  of  the  right  ventricle  is,  there- 
fore, conveniently  returned  to  the  major  circulation 
through  a fistulous  connection,  the  ductus  arteriosus. 
The  ductus  connects  the  left  pulmonary  artery  to  the 
aorta  and  joins  this  vessel  just  as  it  arches  to  begin  its 
descent  through  the  mediastinum. 

•Presented  before  the  79th  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  Huntington,  May  15,  1946. 


Normally,  the  ductus  arteriosus  closes  at  birth  and 
ceases  to  function.  However,  it  often  persists  for 
several  days  and  may  not  close  until  the  third  year  of 
life.  Spontaneous  closure  after  this  age  is  not  to  be 
expected.  The  patent  or  persistent  ductus  varies 
greatly  in  size  and  form.  It  may  be  a centimeter  in 
length  and  as  much  in  diameter.  (Jften  it  is  very 
short  and  the  aorta  and  pulmonary  artery  are  joined 
by  a fistulous  opening  and  no  duct  is  present.  The 
ductus,  at  times,  is  so  small  that  a probe  is  passed 
through  it  with  difficulty.  The  opening  of  the  duct 
into  the  aorta  is  always  larger  than  its  opening  into 
the  pulmonary  artery,  thus  giving  it  a funnel-shaped 
appearance.  The  wall  of  the  duct  is  often  as  thin 
as  paper  and  easily  torn  during  surgery,  causing  dis- 
astrous hemorrhage. 

Patent  ductus  arteriosus  is  a fairly  common  con- 
genital vascular  lesion.  In  1,000  cases  of  congenital 
heart  disease  Abbott-  found  92  cases  of  simple  patent 
ductus  arteriosus.  In  the  author’s  personal  records 
there  are  33  cases  of  congenital  heart  disease,  in  5 
of  which  there  is  a patent  ductus.  Therefore,  it  is 
probably  safe  to  say  that  10  to  15  per  cent  of  cases 
of  congenital  heart  disease  are  represented  by  cases 
of  patent  ductus  arteriosus.  Keys  and  Shapiro"  have 
calculated  that  there  are  about  20,000  cases  of 
patent  ductus  arteriosus  in  this  country  today.  One 
may  assume  that  any  community  has  its  propor- 
tionate share  of  these  cases  and  in  all  fairness  to  those 
suffering  from  such  a condition,  they  should  be 
sought  out  and  appropriate  treatment  instituted. 

CASE  REPORTS 

Case  1. — J.  F.  G.,  a 9 months  old  infant  was  first 
seen  on  May  21,  1945.  A heart  murmur  had  been 
noted  at  the  age  of  5 months.  The  baby  had  gained 


172 


The  West  Virc;inia  Medical  Journal 


Julyy  1946 


weight  normally  until  the  age  of  5 months,  but  sub- 
sequently had  gained  very  slowly.  No  cyanosis  had 
been  noted  until  the  present  illness  when  there  was 
questionable  cyanosis  on  exertion.  A peculiar  grunt- 
ing  type  of  respiration  was  present  and  there  was 
some  apparent  d\spnea  on  effort.  There  had  been 
no  significant  infections.  There  was  definite  evi- 
dence of  rickets.  'Fhere  had  been  chronic  constipa- 
tion. 

Physical  examination  showed  the  patient  to  be 
thin  and  undernourished.  There  was  no  cyanosis  at 
any  time  during  the  examination.  The  heart  size 
could  not  be  definitely  determined.  The  rhythm 
was  regular;  the  rate  120.  'Fhere  was  a rough 
systolic  murmur  heard  close  to  the  left  border  of  the 
sternum  at  the  third  interspace.  A softer  diastolic 
murmur  was  heard  close  to  the  sternum  just  below 
this  point.  thrill  was  felt  associated  with  the 
systolic  murmur.  Both  murmurs  could  be  heard  in 
the  left  side  in  back  and  had  a machinery-like  con- 
tinuous quality.  'Fhe  lungs  were  clear  and  the  liver 
could  be  felt. 

Roentgenologic  examination  showed  a general- 
ized cardiac  enlargement  without  any  selective  in- 
volvement of  either  ventricle.  'Fhe  pulmonary 
conus  was  not  unusual. 

h'ollow-up. — The  child  was  seen  Sept.  10,  1945 
and  Nov.  5,  1945  at  the  age  of  13  months  and  15 
months  respectively.  He  had  grown  fairly  normal- 
ly. He  was  walking  with  help.  He  had  no  cyanosis. 
Fhe  murmurs  were  unchanged,  except  that  they 
were  now  heard  best  at  the  pulmonic  area. 

'I'he  child  was  sent  to  Dr.  Helen  B.  Taussig  at 
the  Johns  Hopkins  Hospital  Dec.  9,  1945,  for 
diagnosis  and  consideration  of  the  advisability  of 
surgical  treatment.  Dr.  Taussig  reported,  in  part, 
as  follows:  “Diagnosis  is  not  clear.  I think,  but  I 
am  not  certain,  that  the  child  has  a patent  ductus 
arteriosus.  The  differential  diagnosis  lies  between 
an  interauricular  septal  defect  and  a patent  ductus 
arteriosus.  .-\s  far  as  treatment  is  concerned,  I 
woidd  be  conservative.  'Fhe  child  is  remarkably 
well  nourished  and  well  developed  and  I would  not 
think  of  operating  unless  his  condition  was  critical 
which  it  is  not.  His  prognosis  is  infinitely  better 
than  most  people  think.” 

Case  2. — .Mrs.  M.  H.,  a 21  year  old  housewife, 
was  first  seen  August  25,  1944.  Eighteen  hours 
previously  she  had  experienced  severe  pain  at  the 
apex  of  her  heart,  made  worse  by  breathing  or 
coughing.  She  stated  that  recently  she  had  been 
tired  all  the  time  and  that  she  had  moderate  dyspnea 


on  exertion.  She  had  not  had  rheumatic  fever  or 
chorea,  but  had  had  a ‘leaking  heart  valve’  since 
childhood.  She  had  never  been  cyanotic.  She  had 
a child  two  years  old  and  had  had  no  particular 
trouble  during  the  pregnancy. 

Physical  examination  showed  the  patient  to  be 
well  developed  and  well  nourished  and  with  good 
color.  The  arterial  pulsations  in  the  neck  were 
prominent  and  the  pulse  was  Corrigan  in  type.  The 
blood  pressure  was  1 20  systolic  and  40  diastolic. 
Fhe  lungs  were  clear  and  the  neck  veins  were  not 
distended.  The  heart  was  normal  in  size,  but  its 
action  was  vigorous  and  the  apical  impulse  forceful. 
The  rhythm  was  regidar  but  interrupted  by  an  oc- 
casional premature  beat.  A to-and-fro  machinery- 
like murmur  with  a rough  systolic  phase  was  heard 
at  the  pulmonic  area  and  upward  toward  the  cla- 
vicle. 'Fhe  systolic  murmur  was  rough  and  was 
accompanied  by  a thrill.  This  murmur  could  be 
heard  in  the  left  side  in  back.  'Fhe  pulmonary 
second  sound  was  not  unusual. 

Follow-up. — F urther  studies  on  this  patient  were 
not  possible  and  she  has  not  been  seen  subsequently. 
Despite  her  apparent  good  compensation,  because  of 
the  low  diastolic  pressure,  she  should  have  surgical 
treatment  of  her  patent  ductus  arteriosus  without 
further  delay. 

Case  3. — A.  H.,  a 22  year  old  salesman,  was 
first  seen  August  4,  1944.  He  complained  of  pain 
over  the  right  side  of  the  chest,  anteriorly.  The 
pain  was  a steady  ache  and  unrelated  to  breathing. 
He  stated  that  he  felt  feverish  and  weak.  He  stated 
also  that  he  had  always  had  palpitation  on  exercise 
and  knew  that  he  had  heart  trouble.  He  had  been 
rejected  by  the  army  because  of  his  heart  condition. 
He  had  no  dyspnea  on  ordinary  effort.  He  stated 
that  if  he  exercised  strenuously,  he  became  nause- 
ated. He  had  never  been  cyanotic,  had  never  had 
rheumatic  fever  or  chorea.  Nine  siblings  were 
living  and  well  and  none  had  heart  trouble. 

Physical  examination  showed  the  patient  to  be 
very  well  developed  and  well  nourished.  His  color 
was  good.  The  temperature  was  99  F.,  the  pulse 
92,  and  the  respiration  20. 

The  lungs  were  clear.  The  heart  was  over- 
active  with  vigorous  pulsation,  but  not  enlarged. 
There  was  regular  rhvthm.  There  was  a grade  2 
apical  systolic  murmur.  To  the  left  of  the  sternum 
just  outside  the  pulmonic  area,  there  was  a to-and- 
fro  machinery-like  murmur  with  a fairly  rough  sys- 
tolic murmur  and  a soft  diastolic  murmur.  The 
aortic  and  pulmonic  second  sounds  were  markedly 
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accentuated  (ApT  + T and  P2+  + + )-  The  blood 
pressure  was  130  systolic  and  70  diastolic.  The 
murmur  could  be  heard  well  in  the  back.  No  thrill 
was  felt. 

Roentgenologic  examination  showed  the  heart  at 
the  upper  limits,  and  of  normal  size.  The  pulmonary 
conus  was  slightly  enlarged,  producing  a ‘mitral’ 
configuration.  An  electrocardiogram  showed  no 
axis  deviation  and  no  definite  variation  from  nor- 
mal. The  blood  sedimentation  rate  was  4 mm.  in 
one  hour. 

Follow-up. — On  August  20,  1944,  this  patient 
was  sent  to  the  Mayo  Clinic  for  study  and  decision 
as  to  the  advisability  of  surgical  intervention  for  the 
treatment  of  a patent  ductus  arteriosus.  The  diag- 
nogis  of  patent  ductus  arteriosus  was  confirmed, 
but  operation  was  not  advised.  Dr.  A.  R.  Barnes 
recently  made  the  following  follow-up  note  on  this 
case:  “Since  his  cardiac  reserve  is  now  adequate, 
the  cardiac  silhouette  not  enlarged  and  the  pulse 
pressure  not  seriously  increased,  and  since  the  possi- 
bility that  subacute  bacterial  endarteritis  will  de- 
velop is  only  a possibility,  I would  advise  against 
surgical  intervention  at  this  time.  In  view  of  the 
recent  experience  in  the  treatment  of  subacute  bac- 
terial endarteritis  and  endocarditis  with  large  doses 
of  penicillin,  the  prospect  of  bringing  about  a cure 
of  this  condition,  should  it  arise,  is  exceedingly 
promisifig  and  hence,  the  hazard  of  the  occurrence 
of  subacute  bacterial  endarteritis  is  much  less  for- 
midable than  formerly.  If  there  is  progressive  loss 
of  cardiac  reserve  prior  to  the  age  of  thirty  the 
question  of  surgical  closure  of  the  ductus  would  have 
to  be  considered.” 

Case  4. — Mrs.  H.  C.  S.,  a 34  year  old  housewife, 
was  first  seen  January  22,  1943.  She  stated  that 
she  had  recently  had  a severe  headache  associated 
with  vomiting,  also  that  she  had  noted  palpitation  on 
exertion  for  years  and  had  recently  suffered  mild 
pain  over  the  left  side  of  the  chest,  anteriorly,  un- 
associated with  exertion.  There  was  no  definite 
dyspnea  on  ordinary  activity,  and  she  had  never 
been  cyanotic.  A heart  condition  was  first  noted  at 
the  age  of  14  years  and  later  in  life  two  pregnancies 
had  been  terminated  by  abortion  because  of  her  heart 
condition. 

Physical  examination  showed  the  patient  to  be  well 
developed  and  well  nourished.  Her  color  was  good. 
The  lungs  were  clear  and  there  was  no  distention  of 
the  neck  veins.  The  blood  pressure  was  1 16  systolic 
and  88  diastolic,  and  the  pulse  was  small.  The 
heart  was  normal  in  size  and  was  not  overactive. 


There  was  regular  rhythm;  the  rate  was  84.  A 
continuous  machinery-like  murmur  was  noted  to 
the  left  of  the  sternum  at  the  pulmonic  area  and 
upwards  toward  the  clavicle.  The  pulmonary  sec- 
ond sound  was  greatly  accentuated.  No  thrill  was 
felt.  The  systolic  murmur  could  be  heard  in  the 
back. 

Roentgenologic  examination  showed  the  heart 
to  be  normal  in  size.  The  pulmonary  artery  was 
prominent.  The  left  auricle  was  not  enlarged. 

Follow-up. — "Fins  patient  continues  well.  In 
view  of  her  normal  blood  pressure  and  good  com- 
pensation she  is  not  a suitable  subject  for  surgical 
treatment. 

Case  5. — .Miss  P.,  a 27  year  old  secretary,  was 

first  seen  September  1 1,  1945.  She  complained  of 
pain  at  the  apex  of  the  heart.  She  stateil  that  the 
pain  was  aggravated  at  times  by  breathing.  She  com- 
plained of  dyspnea  on  moderate  exertion  and  thought 
she  was  more  dyspneic  than  a year  before.  She 
stated  that  she  noted  palpitation  on  exertion.  She  had 
always  been  well.  She  had  not  had  rheumatic  fever 
or  chorea.  A heart  murmur  had  been  noted  five 
years  previously. 

Physical  examination  showed  the  patient  to  he 
well  developed  and  w'ell  nourished.  Her  weight  was 
109  pounds.  Her  color  was  gt)od.  The  neck  veins 
were  not  distended.  The  lungs  were  clear.  The 
heart  was  slightly  enlarged.  The  rhythm  was  regu- 
lar; the  rate  74.  "Fhe  heart  sounds  were  normal 
except  for  a machinery-like  murmur  heard  best  just 
under  the  left  clavicle  and  downward  over  the  pul- 
monic area.  The  systolic  murmur  was  rough  and 
the  diastolic  murmur  was  soft.  The  systolic  murmur 
could  be  heard  over  the  left  side  in  back.  systolic 
thrill  was  palpable  over  the  pulmonic  area.  The 
blood  pressure  was  118  systolic  and  60  diastolic. 

Roentgenologic  examination  showed  slight  gen- 
eralized cardiac  enlargement.  The  pidmonary  ar- 
tery was  very  prominent  and  the  left  auricle  was 
slightly  enlarged.  The  heart  action  was  very  vigor- 
ous. Transver'^e  diameter  of  the  chest  was  10 
inches.  Transverse  diameter  of  the  heart  was  5.25 
inches. 

P'ollow-up. — The  patient  w'as  sent  to  the  Mayo 
Clinic.  On  December  31,  1945,  she  was  operated 
upon  for  ligation  of  a patent  ductus  arteriosus.  Dr. 
O.  T.  Claggett,  who  operated,  made  the  following 
note  in  description:  “The  ductus  was  exposed.  It 
was  to  2 cm.  in  diameter  and  about  cm. 
long  at  the  most.  The  line  of  cleavage  was  estab- 
lished under  the  adventitia  on  the  aortic  side.  By 


174 


The  West  Vircinia  Medical  Journal 


July,  1946 


careful  dissection  I was  able  to  get  around  the  duc- 
tus. It  was  too  short  to  consider  resection,  so  it  was 
triply  ligated  with  heavy  silk.  The  thrill  disappeared 
completely.” 

This  patient  was  seen  subsequently  Feb.  7,  1946 
and  March  19,  1946.  She  was  doing  well,  had  good 
exercise  tolerance  and  noted  no  palpitation.  There 
was  no  murmur  and  no  thrill.  The  blood  pressure 
was  1 16  systolic  and  78  diastolic.  Roentenologic 
examination  showed  the  transverse  diameter  of  the 
heart  to  he  5 inches,  whereas  before  it  had  been  5.25 
inches.  'Fhe  pulmonary  artery  was  still  fairly  promi- 
nent, but  less  so  than  before. 

"I'he  foregoing  cases  illustrate  many  of  the  find- 
ings in  patent  ductus  arteriosus  and  the  effects  usu- 
ally produced  by  the  lesion.  A further  consider- 
ation of  these  effects  is  in  order  at  this  point. 

’Fhe  patent  ductus  arteriosus  may  be  associated 
with  other  congenital  cardiac  lesions  but  this  is  not 
usually  the  case.  The  uncomplicated  patent  ductus 
arteriosus  is  tolerated  very  well  by  the  heart,  al- 
though it  imposes  a severe  increase  in  the  work  of 
the  heart,  particularly  the  left  ventricle.  Eppinger, 
Hurwell  and  Gross*  took  samples  of  blood  from  the 
aorta  and  pulmonary  artery  at  the  time  of  operation 
and  showed  that  from  25  to  75  per  cent  of  the  out- 
put of  the  left  ventricle  may  pass  from  the  aorta 
through  the  patent  ductus  into  the  pulmonary  ar- 
tery. This  greatly  increases  the  work  of  the  left 
ventricle  and  the  excursions  of  this  chamber  are 
greatly  increased.  The  shunt  of  blood  into  the  pid- 
monary  artery  increases  the  pressure  in  this  vessel 
and  consequently  increases  the  work  of  the  right 
ventricle  in  maintaining  adequate  pulmonary  circu- 
lation against  an  unaccustomed  pressure.  The  pas- 
sage of  blood  through  the  ductus  arteriosus  pro- 
duces a t\’pical  murmur  composed  of  a systolic  phase 
when  the  rate  of  flow  of  blood  through  the  ductus  is 
greatest  and  a diastolic  phase  when  the  flow  is  much 
decreased. 

'I'he  clinical  picture  in  patent  ductus  arteriosus 
varies,  depending  upon  the  size  of  the  ductus.  Many 
infants  having  this  lesion  do  not  survive  the  first 
year  of  life  and  Hubbard"'  has  reported  a case  in 
which  cardiac  failure  developed  in  an  infant  of  1 1 
months.  It  is  of  interest  that  this  patient  was  suc- 
cessfully treated  by  ligation  of  the  ductus.  Infants 
and  children  with  patent  ductus  arteriosus  often  show 
retarded  growth  and  development.  On  the  other 
hand,  many  patients  grow  to  adult  life  in  a normal 
fashion  and  are  not  apparently  embarrassed  by  the 
lesion  as  is  apparent  from  the  cases  reported.  Cya- 


nosis is  never  found  in  uncomplicated  patent  ductus 
arteriosus  and,  when  present,  indicates  some  other 
lesion  in  addition  to  the  patent  ductus.  Palpitation  is 
a frequent  complaint  and  it  is  this  symptom  that  has 
led  all  patients  with  a patent  ductus  arteriosus,  in 
my  experience,  to  suspect  that  they  had  something 
wrong  with  their  hearts. 

The  classical  physical  finding  on  examination  of 
these  patients  is  the  machinery-like  murmur,  heard 
best  in  the  pulmonic  area  and  upward  toward  the 
infraclavicular  region.  This  murmur  is  almost  con- 
tinuous, with  a fairly  rough  systolic  phase  and  a 
softer  diastolic  component.  The  systolic  murmur 
usually  may  he  heard  in  the  back  but  neither  murmur 
is  apt  to  be  transmitted  very  widely  over  the  precor- 
dium.  A well  marked  thrill  usually  is  demonstrable 
during  the  systolic  phase  of  the  murmur.  Some 
question  has  arisen  as  to  whether  a patent  ductus 
arteriosus  ever  produces  only  a systolic  murmur. 
Hubbard-  reports  that  in  infants  the  diastolic  mur- 
mur often  appears  late.  Keys  and  Shapiro-'  report  a 
case,  proven  by  autopsy,  in  which  no  murmur  was 
heard  during  the  patient’s  life.  This  patient  died  of 
congestive  failure  and  they  believe  that  when  cardiac 
failure  develops  the  murmur  or  murmurs  may  dis- 
ajipear.  Despite  the  above  considerations,  Hubbard 
believes  that  the  diagnosis  of  patent  ductus  arteriosus 
should  never  be  made  in  the  absence  of  the  typical 
machinery-like  murmur  and  the  best  evidence  avail- 
able supports  this  belief.  However,  as  it  becomes 
clear  that  patent  ductus  arteriosus  with  bacterial  en- 
darteritis urgently  requires  surgical  treatment,  and 
that  those  cases  without  bacterial  infection  prob- 
ably should  have  surgical  treatment,  the  diagnosis 
may  be  made  occasionally  in  the  presence  of  a systolic 
murmur  without  an  accompanying  diastolic  mur- 
mur. 

A lowered  diastolic  blood  pressure  frequently  is 
found  with  a patent  ductus  as  in  cases  2,  3 and  5, 
and  is  of  importance  in  confirming  the  diagnosis. 
Hubbard"'  considers  the  diastolic  pressure  a good  in- 
dex of  the  mechanical  embarrassment  which  the 
lesion  is  producing.  Cardiac  enlargement  is  variable, 
rarely  is  very  great,  and  often  is  absent.  The  left 
ventricle  is  most  apt  to  be  enlarged  but  in  some  in- 
stances the  right  is  preponderantly  enlarged  for  rea- 
sons which  are  not  entirely  clear.  The  pulmonarj' 
artery  is  enlarged,  usually,  and  in  adults  is  a very 
distinctive  finding.® 

The  electrocardiogram  in  cases  of  patent  ductus 
arteriosus  exhibits  no  consistent  abnormality  and  is 
not  helpful  in  the  diagnosis.  In  cases  suspected  of 
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havina;  congenital  heart  disease  an  electrocardiogram 
showing  no  right  axis  deviation  is  not  only  consistent 
with  the  diagnosis  of  patent  ductus  arteriosus,  but  is 
suggestive  of  this  condition. 

The  roentgenologic  examination  is  of  great  im- 
portance and  may  be  the  key  to  the  diagnosis.  The 
anterior,  posterior  and  diagonal  films  contribute 
valuable  information,  but  fluoroscopic  findings  may 
be  even  more  significant.  Dilation  of  the  pulmonary 
artery  is  the  most  specific  abnormality  demonstrable 
by  roentgenographic  study  and  was  present  in  41 
out  of  50  cases  examined  by  Donovan,  Neuhauser 
and  Sosman."  This  abnormality  causes  a fullness 
along  the  left  border  of  the  heart,  particularly  ap- 
parent just  above  the  region  of  the  left  auricle.  The 
engorgement  of  the  pulmonary  vessels  results  in  a 
prominent  pulsation  of  the  hilar  vessels  referred  to 
as  a ‘hilar  dance.’  Cardiac  enlargement  is  almost 
never  great,  as  pointed  out  by  Roesler,’'  but  was 
present  in  38  out  of  50  cases  studied  by  Donovan, 
et  al.”  Enlargement  of  the  left  auricle  was  found 
by  the  same  investigators  in  32  out  of  50  cases 
studied.  No  other  congenital  lesion  or  acquired  car- 
diac condition  produces  quite  the  same  roentgeno- 
graphic picture  as  that  presented  by  the  patent  ductus 
arteriosus. 

Before  summarizing  the  diagnostic  criteria,  it 
may  be  well  to  point  out  that  there  are  several  dis- 
tinct differences  in  the  problem  as  presented  by 
adults  and  by  infants  and  young  children.  This  is 
indicated  by  the  difficulties  encountered  in  case  1. 
Tlie  rapid  heart  action  of  infants  makes  the  evalu- 
ation and  timing  of  murmurs  very  difficult.  Hub- 
bard-‘  has  pointed  out  that  the  diastolic  component  of 
the  machinery-like  murmur  may  not  develop  until 
the  child  is  several  vears  old.  Hubbard'-  also  has 
pointed  out  that  prominence  of  the  pulmonary  ar- 
tery as  shown  by  roentgenogram  is  not  a consistent 
finding  in  children. 

Consideration  of  the  following  points  may  be  help- 
ful in  the  diagnosis  of  patent  ductus  arteriosus; 
(1)  the  machinery-like  murmur,  (2)  the  thrill, 
(3)  the  enlarged  pulmonary  artery  and  prominent 
pulsation  of  pulmonary  vessels  as  demonstrable  by 
fluoroscopic  examination,  (4)  the  lowered  diastolic 
pressure,  (5)  the  slight  cardiac  enlargement,  (6) 
the  absence  of  cyanosis,  ( 7 ) the  history  of  a heart 
murmur  since  infancy,  and  (8)  the  normal  electro- 
cardiogram. 

It  is  well  at  this  point  to  consider  the  clinical 
course  of  patent  ductus  arteriosus  and  what  hap- 
pens in  the  normal  course  of  the  condition.  In  92 


cases  studied  by  Abbott,-  one-fourth  of  the  patients 
died  of  bacterial  endarteritis  and  one-half  died  of 
cardiac  failure.  The  ayerage  age  at  death  was  24 
years.  Keys  and  Shapiro''  studied  60  cases  and 
found  subacute  bacterial  endarteritis  as  a cause  of 
death  in  41.7  per  cent;  28.6  per  cent  died  of  con- 
gestive failure,  and  the  others  died  of  various  con- 
ditions. Bullock  et  al*  found  in  a study  of  80  cases 
that  1 1 patients  had  died  by  the  age  of  14,  one-half 
of  the  total  number  were  dead  by  the  age  of  30,  and 
by  the  age  of  40,  71  per  cent  were  dead.  The 
causes  of  death  in  this  series  were  approximately  the 
same  as  those  in  the  previous  group  of  cases  reported. 
Keys  and  Shapiro'*  estimate  that  the  presence  of  a 
patent  ductus  arteriosus  reduces  the  life  expectancy 
approximately  25  vears  in  the  average  case.  Subacute 
bacterial  endarteritis  may  develop  at  any  age.  The 
infection  usually  localizes  at  the  pulmonary  end  of 
the  ductus  and  develops  on  the  congenital  lesion. 
The  process  is  endarteritis  and  not,  at  least  pri- 
marily, endocarditis.  Cardiac  failure  at  the  age  of 
11  months  has  been  reported  by  Hubbard  and  may 
develop  at  any  age  thereafter.  Cardiac  failure,  when 
it  deyelops,  is  rapidly  fatal  and  responds  poorly  to 
treatment.  7'he  final  incident  of  failure  is  almost 
never  preceded  by  milder  bouts  of  congestive  fail- 
ure. 

'Ehe  indications  for  operation  for  patent  ductus 
arteriosus  still  are  not  clear.  The  choice  of  cases  for 
surgical  treatment  is  made  on  the  basis  of  several 
consideration.  The  first  is  the  estimation  of  the 
danger  faced  by  the  patient  unless  treated  by  surgi- 
cal intervention.  Opposed  to  this  is  consideration 
of  what  can  be  accomplished  by  surgical  treatment, 
and  the  risk  involved. 

It  has  been  pointed  out  previously  that  these  pa- 
tients face  two  dangers,  subacute  bacterial  endarter- 
itis and  congestive  failure.  Lena;thy  periods  of  car- 
diac invalidism  are  not  to  be  expected.  The  life 
taking  terminal  events  may,  however,  develop 
quickly  and  the  diminished  life  expectancy  has  been 
previously  noted.  It  is  particularly  fortunate,  how- 
ever, that  patients  in  whom  bacterial  endarteritis  has 
developed  yet  may  be  successfully  treated,  as  wit- 
nessed by  many  such  cases  recently  reported.  The 
development  of  this  tj-pe  of  infection  is  an  urgent 
indication  for  surgical  treatment.  Touroff”  reported 
1 1 cases  treated  surgically  and  with  chemotherap)’ 
after  endarteritis  developed,  of  which  6 cases  were 
cured.  The  development  of  congestive  failure  also 
precipitates  a serious  and  ominous  situation.  Patients, 
even  then,  may  be  treated  successfully  by  surgical 


176 


1'he  West  Virginia  Medical  Journal 


July,  1946 


intervention  but  the  risk  is  great.  If  patients  are 
followed  closely,  beginning  loss  of  their  cardiac  re- 
serve may  be  noted  and  surgical  treatment  carried 
out.  Hubbard=  has  suggested  that  cases  be  classified 
as  compensated  patent  ductus  arteriosus  and  un- 
compensated patent  ductus  arteriosus.  He  consiilers 
that  a low  diastolic  pressure  implies  a serious  mechan- 
ical burden  and  feels  that  choice  of  cases  for  surgi- 
cal treatment  should  be  made  upon  the  evidence  of 
an  uncompensated  state  and  other  evidence  of  par- 
ticularly embarrassing  mechanical  lesions.  It  is 
questionable,  however,  if,  in  the  average  case,  it  is 
possible  to  delay  in  the  choice  of  the  most  advan- 
tageous moment  for  surgical  treatment,  without 
permitting  a few  catastrophes.  Hubbard'-  pointed 
out  that  the  age  of  the  patient  is  not  a factor  in  de- 
ciding w'hen  to  operate.  Operation  can  be  done  at 
any  age  if  other  considerations  indicate  that  it  is 
necessary. 

It  is  an  established  fact  that  successful  surgical 
treatment  of  the  patent  ductus  arteriosus  produces  a 
complete  and  dramatic  cure  of  the  condition.  In  a 
few  instances  the  typical  murmur  and  other  signs 
have  persisted  after  an  attempt  has  been  made  at 
ligation,  but  with  improved  technique  and  certainly 
if  section  of  the  ductus  is  done,  as  is  now  recom- 
mended by  Gross,'"  no  recurrence  or  persistence  of 
the  fistula  is  likely.  In  some  instances  surgical  treat- 
ment is  impossible.  Keys  and  Shapiro"  reported  that 
in  1 7 per  cent  of  60  cases  terminating  fatally  the 
ductus  was  so  short  that  the  cases  woidd  have  been 
inoperable.  The  mortality  rate  for  early  series  of 
cases  was  about  10  per  cent.  However,  Gross”  re- 
ported but  .3  deaths  in  his  first  50  cases  and  his 
mortality  experience  is  constantly  improving.  Clag- 
ett‘=  of  the  Mayo  Clinic  feels  that  the  mortality 
should  be  no  more  than  5 per  cent  in  competent 
hands.  I'he  factors  which  bear  upon  the  decision  as 
to  when  to  resort  to  surgery  in  the  treatment  of 
patent  ductus  arteriosus  are  tabulated  below; 

FACTORS  OPPOSING  RESORT  TO  SURGICAL  TREATMENT 

1 . 'I'he  patient  is  quite  well  and  has  very  little 
disability. 

2.  The  operation  is  a formidable  one  and  even  in 
the  best  hands  carries  a certain  risk. 

3.  Surgery  can  be  resorted  to  if  subacute  bacterial 
endarteritis  develops  or  if  manifestations  of 
caidiac  failure  aie  present  or  impending  as 
pointed  out  by  Barnes  in  connection  with 
case  No.  3. 

4.  In  about  15  per  cent  of  cases  the  ductus  is 
found,  upon  exploration,  to  be  inoperable. 


FACTORS  WHICH  FAVOR  RESORT  TO  SURGICAL  TREATMENT 

1 . The  life  expectancy  of  the  patient  with  patent 
ductus  arteriosus  is  reduced  by  about  25  years 
and  only  a very  few  live  out  a normal  span  of 
life. 

2.  Serious  complications  are  almost  certain  to 
develop  in  the  majority  of  patients  sooner  or 
later. 

3.  When  the  patient  is  in  good  condition,  the 
mortality  associated  with  surgical  treatment  is 
now  very  low,  probably  less  than  5 per  cent. 

4.  Operation  after  subacute  endarteritis  has  de- 
veloped will  cure  only  about  50  per  cent  of 
patients  and  after  congestive  failure  has  de- 
velopeil  the  outlook  is  probably  no  better. 

SUMMARY 

Five  cases  of  patent  ductus  arteriosus  have  been 
reported.  One  case  has  been  treated  successfully  by 
surgical  ligation  elsewhere  and  follow-up  in  this  case 
is  reported.  'I'he  incidence  of  patent  ductus  arter- 
iosus has  been  considered  and  the  importance  of 
case  finding  pointed  out  in  view  of  the  excellent  re- 
sults of  surgical  treatment.  Criteria  for  the  diagnosis 
are  listed  and  various  factors  are  considered  which 
hear  upon  the  decision  as  to  when  surgical  treatment 
is  indicated. 
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SOLVING  THE  PROBLEM  OF  THE  TOXICITY 
OF  NEW  CHEMICALS  IN  INDUSTRY 

By  HENRY  F.  SMYTH,  Jr.,  Ph.  D. 

Mellon  Institute,  Pittsburgh,  Pa. 

The  prevention  of  occupational  disease  requires 
that  knowledge  of  the  potential  hazards  of  the  ma- 
terials handled  hy  workmen  shall  he  readily  available 
to  industrial  physicians  and  industrial  hygiene  engi- 
neers. Lfseful  information  concerning  the  more 
familiar  chemicals  is  widely  circulated  but  every  year 
the  research  departments  of  several  manufacturers 
are  finding  ways  to  produce  economically  one  hun- 
dred or  more  chemicals  new  to  industry,  or  some- 
times new  even  to  science.  Many  firms  are  becoming 
active  in  the  field  and  in  the  aggregate  well  over 
1,000  chemicals  are  newly  available  each  year.  Most 
of  these  will  never  enter  commerce  because  appli- 
cations justifying  their  production  will  not  be  dis- 
covered, but  the  sales  departments  of  the  corpora- 
tions involved  are  staffed  by  resourceful,  imaginative 
men,  one  of  whose  jobs  is  to  find  uses  for  new 
chemicals.  Perhaps  250  new  molecules  will  be  made 
and  shipped  in  small  amounts  each  year  and  about 
10  will  eventually  fill  such  a large  need  that  tons  will 
be  shipped  at  one  time. 

The  physician  knows  that  an  excess  of  any  chemi- 
cal whatsoever  will  injure  the  body,  although  he  has 
confidence  in  the  industrial  hygienist  who  tells  him 
that  any  chemical  can  be  used  safely  once  its  par- 
ticular hazards  are  known  and  guarded  against. 
Nevertheless,  it  is  pertinent  to  ask  what  is  being  done 
to  prevent  injury  to  the  health  of  workmen  by  way 
of  discovering  the  nature  and  degree  of  the  hazards 
of  these  new  compounds,  and  to  what  extent  the 
health  of  the  public  is  being  protected  in  tbe  matter 
of  keeping  unsuitable  chemicals  out  of  the  prepara- 
tions it  can  purchase  for  its  own  use  or  abuse. 

Unfortunately,  onlv  broad  generalities  about  haz- 
ards can  be  predicted  in  advance  of  pharmacological 
experimentation.  Consequently,  research  chemists 
must  make  a new  chemical  to  obtain  a sample  for 
test  before  they  themselves  can  know  how  dangerous 
to  handle  it  may  be.  If  they  are  wise  they  will  pro- 
ceed as  if  the  danger  is  great  until  the  contrary  is 
proven. 

It  is  clearly  the  duty  of  a manufacturer  to  delay 
production  of  a chemical  until  the  health  hazards  are 
well  enough  defined  so  that  protection  of  his  work- 
men is  possible.  It  is  also  his  duty  not  to  sell  a 
chemical  for  an  application  in  which  it  would  en- 


danger the  health  of  the  public,  and  to  inform  cus- 
tomers, by  proper  labelling  and  otherwise,  of  the 
hazards  of  the  compounds  they  buy. 

One  may  say  that  the  solution  of  the  problem  of 
new  chemicals  is  simple.  Turn  each  one  over  to  a 
university  pharmacology  department  for  study  be- 
fore any  is  sold.  'I'his  may  be  practical  for  the  firm 
with  one  or  two  new  compounds,  but  the  manu- 
facturer with  more  than  1 00  new  ones  every  year 
finds  that  there  are  not  enough  pharmacology  de- 
partments to  do  his  work,  and  that  the  professors  are 
reluctant  to  repeat  the  same  tests  over  and  over 
upon  a continuing  series  of  samples,  in  spite  of  the 
generous  subsidies  which  may  be  tendered. 

More  important  than  this  is  the  objection  that  it 
is  impractical  to  spend  thousands  of  dollars  studying 
the  health  hazards  of  each  of  100  chemicals  every 
)'ear  when  it  is  certain  from  past  experience  that 
sufficient  applications  to  justify  manufacture  will  be 
found  for  only  10;  and  that  it  may  be  several  years 
before  even  these  10  will  earn  a profit.  Yet  if  one 
compound  injures  a workman  or  customer,  the 
direct  financial  loss  may  well  he  measured  by  thou- 
sands. 

All  producers  of  chemicals  are  probably  aware  of 
the  problem  which  the  flood  of  new  materials  pre- 
sents to  the  industrial  physician  and  the  hygienist. 
The  matter  is  the  responsibility  of  industry  and  in 
only  rare  instances  is  it  proper  to  depend  upon  fed- 
eral or  state  agencies  to  alleviate  the  situation.  Sev- 
eral solutions  have  been  evolved  by  single  manu- 
facturers and  it  is  of  interest  to  examine  one  of  them 
in  some  detail.  Eight  years  ago  one  firm  established, 
at  its  own  expense,  an  industrial  fellowship  under 
my  direction  at  the  Mellon  Institute  of  Industrial 
Research  of  the  University  of  Pittsburgh.  The  or- 
ganization has  grown  steadily  and  we  now  have  a 
staff  of  18  technically  trained  persons,  and  facilities 
to  house  about  3,500  animals,  with  further  expan- 
sion visible  in  tbe  near  future. 

By  means  of  close  contact  with  the  research,  pro- 
duction, sales,  and  medical  departments  of  this 
manufacturer  our  group  is  made  aware  of  all  new 
chemicals  which  he  develops.  In  most  cases  we 
are  informed  before  more  than  a few  pounds  have 
been  produced,  and  always  before  the  compound 
has  been  sold  for  larger  than  trial  orders.  Our 
records  of  continuous  toxicological  studies  over  the 
years  allow  us  to  discriminate  promptly  between 
those  materials  which  almost  certainly  are  devoid  of 
hazard  to  health  when  handled  in  industry,  and  the 
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smaller  number  which  possibly  may  manifest  in- 
jurious action  unless  precautions  are  taken  to  protect 
workmen  from  contact. 

Upon  all  chemicals  suspected  of  being  potentially 
injurious  to  workmen  or  about  which  any  douht  is 
entertained,  we  at  once  perform  pharmacological 
experiments  designed  to  elucidate  the  situation.  By 
means  of  tests  upon  small  animals  we  investigate 
the  hazard  of  swallowing,  of  skin  penetration,  of 
inhalation,  of  skin  contact,  and  of  eye  contact.  The 
methods  are  standardized  and  the  quantitative  re- 
sults allow  us  to  select  from  our  files  another  chemi- 
cal, more  familiar  to  the  manufacturer,  whose  haz- 
ards (which  he  well  knows  how  to  guard  against) 
bear  such  and  such  a relation  to  those  of  the  new 
one  under  study.  This  information,  because  of 
species  differences,  is  not  quantitatively  precise,  but 
it  is  a guide  to  plant  physicians  in  observing  the  first 
men  to  handle  the  new  chemical  in  quantity. 

W'^e  refer  to  this  procedure  as  a range  finding 
test.’  It  is  performed  in  a short  time  at  a cost  of  only 
a few  hundred  dollars,  and  the  results  can  be  made 
known  to  the  producer  before  the  stage  of  pilot 
plant  operation  is  reached.  If  the  chemical  proves 
unpopular  and  is  not  sold,  little  effort  has  been 
wasted.  If  it  is  sold  the  toxicological  data  obtained 
serve  as  a guide  for  protecting  workmen  and  also 
for  judging  the  safety  of  proposed  uses. 

After  a time  it  may  become  apparent  that  the  new 
material  will  be  made  and  sold  in  larger  quantities. 
Not  until  then  is  it  appropriate  to  perform  more 
detailed  and  more  expensive  studies  which  wall  em- 
ploy several  species  of  animals  and  perhaps  a few 
human  subjects,  and  which  wall  reveal  more  pre- 
cisely the  quantitative  hazards  which  must  be 
guarded  against  in  applications  of  the  chemical,  and 
the  nature  of  injury  w'hich  overexposure  may  pro- 
duce. When  this  information  is  published  in  the 
medical  literature,  our  function  is  fulfilled  in  respect 
to  the  particular  material,  and  the  physician  and 
hygienist  are  thus  informed  so  that  they  can  intelli- 
gently safeguard  health. 
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More  people  in  this  country  are  suffering  from 
arthritis  or  some  rheumatic  manifestation  than  the 
sum  of  all  of  the  individuals  who  are  affected  with 
cancer,  tuberculosis,  diabetes,  and  heart  disease. 
— J.  F.  in  Ohio  St.  Med.  J. 


OXYGEN  TREATMENT  FOR  CHLORINE 
GAS  EXPOSURES 

THOIWAS  W.  NALE,  Wl.  D, 

Medical  Director 

Carbide  and  Carbon  Chemicals  Corporation 
South  Charleston  Plant 

Chlorine  is  used  in  a number  of  industries.  It  is 
an  industrial  hazard  among  several  classes  of  work- 
ers. These  include  dye  workers,  laundry  workers, 
bleachers,  chloride  of  lime  workers,  employees  de- 
tinning  tin  plate  scrap,  and  employees  working  in 
chemical  plants  where  chlorine  is  utilized  in  the 
manufacture  of  various  chemicals. 

Chlorine  gas  has  a characteristic  pungent  odor 
w'ith  an  irritatiiiL’'  effect  on  the  nose  and  throat.  It 
has  a high  coefficient  of  expansion  and  its  solubility 
in  water  at  20°  C.  is  215  volumes  in  100  volumes. 
It  has  been  commonly  supposed  that  chlorine  reacts 
with  the  moisture  on  the  tissues  to  form  hydrochloric 
acid,  and  that  its  detrimental  effects  arise  from  the 
action  of  this  acid.  A more  probable  theory  of  the 
action  of  chlorine  is  that  it  affects  moist  tissues  in 
the  same  way  that  it  does  other  moist  organic  ma- 
terial, namely,  by  the  abstraction  of  hydrogen  from 
the  water  present,  the  liberation  of  nascent  oxygen, 
and  then  the  formation  of  hydrochloric  acid.’ 

Inhalation  of  chlorine  elicits  respiratory  reflexes 
and  causes  coughing,  smarting  of  the  eyes,  a general 
feeling  of  discomfort  in  the  chest,  a hoarse  cough, 
nausea  and  vomiting.  The  face  may  become  red 
and  bloated  because  of  venous  congestion.  Inhala- 
tion of  chlorine  affects,  and  produces  inflammation 
of,  the  entire  respiratory  tract.  Edema  of  the  lungs 
may  occur  after  a severe  exposure.  The  most  pro- 
nounced symptoms  are  suffocation,  a feeling  of  con- 
striction in  the  chest  and  tightness  in  the  throat. 
Fortunately,  the  gas  has  adequate  warning  prop- 
erties provided  one  can  get  aw'ay  from  its  vapors.' 

PHYSIOLOGICAL  RESPONSE  TO  VARIOUS  CONCENTRATIONS 
OF  CHLORINE, 

Parts  of  chlor- 
ine per  million 
parts  of  air 

.Maximum  concentration  allowable  for 


prolonged  exposure  0..35  to  1.0 

Least  detectable  odor 3.5 

Maximum  concentration  allowable  for 

short  exposure  {V2  to  1 hour) 4 

Least  amount  causing  immediate  irri- 
tation to  the  throat 15 

Dangerous  for  even  short  exposure ....  40  to  60 

Rapidly  fatal  for  short  exposure 1,000 
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Employees  working  in  industries  where  chlorine 
is  utilized  have  proper  masks  to  wear  in  event  it  is 
necessary.  7'here  are  times  that  an  employee  may 
be  so  situated  that  he  is  bound  to  inhale  some  of  the 
fumes  before  he  can  procure  a mask.  This  often 
is  due  to  an  accidental  break  in  lines  carrying  chlorine 
or  in  leaking  of  other  ecpiipment.  Wet  chlorine  is 
very  corrosive  and  requires  special  metal  or  ceramic 
pipes  to  carry  it.  Chlorine  is  frequently  handled  as 
liquid,  which  rapidly  volatilizes  when  spilled. 

It  is  very  important  to  treat  these  patients  as 
promptly  as  possible  after  the  exposure.  Ten  to 
fifteen  minutes  between  the  time  of  exposure  and  the 
institution  of  the  treatment  described  in  this  article 
markedly  affects  the  response  to  treatment.  If  treat- 
ment is  not  instituted  promptly,  the  irritated  mucous 
membranes  of  the  respiratory  tract  become  an  ideal 
site  for  the  invasion  of  infective  organisms  with  re- 
sulting development  of  tracheitis,  bronchitis  or  even 
bronchial  pneumonia.  Such  complications  result  in 
loss  of  time  from  work. 


Equipment  utilized  in  treating  persons  suffering 
from  chlorine  and  other  noxious  gas  exposures. 

1 —  Linde  Oxygen  Regulator. 

2 —  Humidifier. 

3 —  O.  E.  M.  Percentage  Regulator. 

4 —  O.  E.  M.  Oronasal  Mask. 

METHOD  OF  TREATMENT 

The  following  equipment  is  utilized  in  our  medi- 
cal dispensaries:  A large  tank  of  oxygen  is 

mounted  on  a light,  movable  carriage;  attached  to 
the  tank  is  a Linde  Oxvgen  Therapy  Regulator 
(type  R-85),  which  regulates  the  flow  of  oxygen  in 
liters.  The  oxygen  is  passed  through  an  attached 
humidifier.  There  is  also  attached  a regulator  for 
mixing  air  with  the  oxygen  so  that  the  oxygen  can 


be  given  at  any  desired  percentage.  The  oxygen  is 
administered  through  an  O.  E.  M.  (No.  720) 
Oronasal  mask,  which  has  a rebreathing  bag  at- 
tached. 

The  patient  is  placed  in  bed  at  rest  and  covered 
with  blankets.  The  mask  is  fastened  to  the  face 
and  a supply  of  oxygen  is  turned  on  in  sufficient 
quantity  to  inflate  the  bag.  The  rate  of  flow  is  usu- 
ally 5 or  6 liters  per  minute.  The  oxygen  is  started 
at  95  per  cent  oxygen  and  5 per  cent  air.  Some  cases 
require  that  the  oxygen  be  reduced  to  90  per  cent. 
The  patient  is  told  to  take  slow,  deep  breaths.  In 
the  average  case  coughing  will  cease  almost  im- 
mediately. After  five  minutes  the  oxygen  per- 
centage is  reduced  to  80  or  85.  If  the  patient  starts 
coughing  again,  the  percentage  of  oxygen  is  in- 
creased to  90  per  cent.  The  percentage  of  oxygen 
is  gradually  reduced,  using  the  return  of  coughing 
as  an  index,  until  50  per  cent  of  oxygen  is  being 
given.  If  the  patient  has  stopped  coughing,  the 
oxygen  is  discontinued.  It  usually  takes  from  20 
to  30  minutes  to  carry  out  this  treatment  in  the 
average  case.  These  patients  not  infrequently  will 
cough  up  two  or  three  tablespoonfuls  of  clear 
mucous. 

REPORT  OF  CASES 

This  method  of  treatment,  using  the  equipment 
described,  was  started  in  October,  1943,  and  by 
Eebruary  1,  1946,  23  consecutive  cases  had  been 
treated. 

When  brought  into  the  dispensary,  these  patients 
are  coughing  violently  and  their  faces  present  a red, 
congested  appearance.  There  is  some  increase  in 
pulse  rate  but  there  has  not  been  noticed  a marked 
increase  in  respiratory  rate.  There  have  been  but 
few  cases  that  showed  any  evidence  of  cyanosis. 
Very  little  deviation  from  normal  blood  pressure 
has  been  noted. 

The  longest  period  of  time  that  oxygen  has  been 
administered  in  any  one  case  is  45  minutes  and  this 
has  been  necessary  in  three  instances.  Two  cases 
required  35  minutes,  and  two  others  30  minutes 
each.  The  remaining  number  of  cases  required 
oxygen  for  20  minutes  or  less  to  clear  them  up. 

This  treatment  has  proved  very  satisfactory  be- 
cause there  has  been  no  loss  of  time  from  work 
among  the  patients  treated  and  there  have  been 
no  complications  except  in  one  instance.  This  par- 
ticular patient  suffered  a rather  severe  exposure  re- 
quiring oxygen  for  45  minutes.  He  had  a history  of 
allergy,  and  several  hours  after  his  exposure  a mild 
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attack  of  asthma  developed.  His  chest  findings  were 
typical  of  asthma,  presenting  typical  musical  rales. 
He  responded  well  to  an  injection  of  adrenalin  and 
to  an  ephedrine  cough  mixture  given  later.  He 
returned  to^work  in  forty-eight  hours  after  the  ex- 
posure and  has  had  no  further  troidile. 

SUMMARY 

J he  treatment  described  has  been  very  satisfac- 
tory in  our  experience.  Prior  to  the  utilization  of 
oxygen  in  high  concentrations  for  the  treatment  of 
chlorine  gas  exposures  many  such  victims  suffered 
from  resultant  bronchitis  and  other  complications, 
d'hese  complications  have  not  been  observed  in  any 
of  the  23  consecutive  cases  treated  by  this  method. 
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CLINICAL  DIAGNOSIS  OF  ALLERGY 

The  clinical  diagnosis  of  allergy  is  based  upon 
the  history,  including  the  hereditary  background 
and  the  personal  allergic  manifestations.  A heredi- 
tarj'  tendency  to  any  of  the  allergic  diseases  compli- 
cates the  problem  and  usually  demands  more  care- 
ful and  prolonged  treatment  than  the  acquired 
form.  The  cycle  often  runs  thus:  in  infancy,  colic 
and  eczema;  in  the  older  child,  intestinal  disturb- 
ances, hay  fever  or  repeated  colds;  in  the  adult, 
hives,  asthma,  sinusitis  with  or  without  polyp  for- 
mation, colitis  or  migraine. 

In  allergic  rhinitis  the  age  of  onset  varies  con- 
siderably, although  it  may  occur  at  any  age.  In 
this  group  there  was  a marked  variation  as  to  the 
time  of  onset,  namely,  from  infancy  to  age  77,  and 
noted  in  37  males  and  63  females.  Heredity  is  un- 
doubtedly the  most  important  predisposing  factor. 
Of  the  100  examined  a positive  history  of  allergy 
was  obtained  from  12  males  and  28  females. 

Several  others  gave  a doubtful  history.  A com- 
prehensive and  painstaking  history  is  essential  in 
order  to  get  a clearer  understanding  of  the  patient’s 
illness.  The  family  history  is  only  confirmatory  in 
establishing  a probably  allergic  etiology.  Many 
children  have  allergy  and  are  treated  for  recurrent 
colds.  After  this  treatment  is  exhausted  they  are 
then  taken  to  the  otolaryngologist  for  the  removal 
of  the  tonsils  and  adenoids.  If  the  operation  is  per- 
formed, a poor  result  will  usually  follow. 

How  many  persons  have,  allergy?  Vaughan  states 
it  has  been  estimated  that  fully  10  per  cent  of  the 
population  of  this  country  suffer  from  some  form 
of  allergy.  Up  to  2 per  cent  may  have  fever  alone. 
About  65  per  cent  of  all  hay  fever  victims  may  later 
develop  asthma.  Probably  three  million  persons  in 
the  United  States  are  suffering  from  hay  fever  and 
asthma  alone. — Fred  E.  Hamlin,  M.  D.,  in  Virginia 
Medical  Monthly. 


MUSTARD  GAS  BURNS— CLINICAL 
EXPERIENCES 

By  E.  LYLE  GAGE,  M.  D, 

Bluefield,  West  Virginia 

On  December  2,  1943,  a ship  loaded  with  mus- 
tard gas  bombs  was  sunk  by  enemy  action  in  an  air 
raid.  Some  of  the  mustard  bombs  burst  open,  and 
their  contents  were  mixed  with  the  water  of  the 
harbor.  I he  nature  of  the  cargo  was  not  generally 
known,  and,  as  other  ships  in  the  harbor  were  sunk 
or  damaged,  men  were  forced  into  the  contaminated 
water,  or  splashed  with  it,  without  realizing  their 
dangerous  predicament. 

The  e.xperiences  of  these  survivors  are  reported 
because  of  the  unusual  manner  of  contamination, 
and  the  unusual  problems  encountered  in  the  care 
of  these  patients. 

Thirty-five  men  from  four  different  ships  were 
transferred  to  our  Naval  Dispensary  on  December 
18,  1943.  They  showed  injuries  of  varying  degree 
and  in  various  stages  of  healing,  but  the  one  condi- 
tion common  to  all  was  vesicant  burns.  These  were 
most  marked  at  points  where  clothing  had  hung 
closely  to  the  body  or  where  a constricting  band  had 
girdled  the  extremity  or  trunk.  There  were  many 
burns  of  the  groin,  penis,  buttocks  and  pelvic  region, 
several  deep  burns  of  the  ankles  and  the  waist  line, 
also  of  the  wrists  of  those  who  had  worn  a wrist 
watch  or  bracelet. 

When  their  ships  were  sinking,  men  went  over 
the  side  in  their  clothes  and  life  jackets.  Those  who 
were  injured  were  helped  by  shipmates  and  some 
were  taken  directly  from  ship  to  shore  in  life  boats. 
Being  splashed  with  the  water  while  in  the  boat 
caused  burns  where  the  water  wet  the  skin,  and  one 
man  who  had  trailed  his  hands  in  the  water  while 
riding  in  a life  boat  developed  vesicant  burns  of  the 
fingers.  Several  of  the  men  who  had  been  in  the 
water  described  it  as  covered  with  oil,  but  they  noted 
that  the  oil  was  irritating  to  the  eyes  and  had  a 
peculiar  odor.  No  one  attached  any  particular  sig- 
nificance to  this  observation,  however,  and,  on  reach- 
ing shore,  those  who  were  uninjured  went  to  a local 
barracks.  Many  of  the  men  kept  their  wet  clothes 
on,  and  only  after  two  to  seventy-two  hours  did 
they  begin  to  have  the  accentuated  burning  of  the 
eyes  and  skin,  and  the  respiratory  symptoms  which 
necessitated  their  hospitalization. 

The  following  selected  case  histories  show  the 
manner  in  which  the  survivors  sustained  their  burns 
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and  illustrate  the  clinical  problems  which  were  en- 
countered in  treating  these  patients. 

Case  1. — W.  A.  R.,  Sic,  age  19,  escaped  from  his 
sinking  ship  to  a small  boat.  The  lower  half  of  his 
body  and  his  hands  were  v/et  with  sea  water  in 
making  this  transfer,  and  his  anus  was  again 
splashed  by  spray  in  the  trip  ashore.  On  land  he 
was  knocked  down  by  an  explosion,  and,  although 
not  apparently  injured,  he  was  taken  to  the  hos- 
pital and  placed  in  bed.  Two  days  later  areas  of 
skin  over  various  parts  of  his  body  became  red- 
dened after  which  blisters  and  ulcerated  areas  de- 
veloped on  the  wrists,  genitalia,  anus  and  lower 
extremities.  From  the  3rd  to  the  7th  day  hoarse- 
ness, aphonia  and  cough  developed. 

Treatment:  The  blisters  were  aspirated  and 

dressed  with  sulfanilamide  powder  and  vaseline 
gauze.  On  admission  to  this  dispensary  the  tissues 
around  the  burns  were  infected,  crusted  and 
swollen  so  that  irrigation  with  normal  saline  solu- 
tion and,  later,  washing  with  soap  and  water  were 
necessary.  An  electric  heat  cradle  was  placed  over 
the  patient  and  with  daily  cleansing  and  wet  dress- 
ings the  ulcers  healed.  He  was  given  cough  mix- 
tures to  alleviate  the  respiratory  symptoms.  X-ray 
of  the  chest  was  normal,  and  his  cough  and  aphonia 
disappeared.  He  was  evacuated  75  days  after  ex- 
posure. When  he  left,  there  was  no  cough  or  fever, 
and  he  was  ambulatory. 

Case  2. — D.  F.,  age  28,  went  over  the  side  into  the 
water  when  he  was  ordered  to  abandon  ship.  He 
suffered  no  injury  but  was  in  the  water  about  one- 
half  hour.  Sixteen  hours  later  his  eyes  began  to 
burn  and  the  skin  of  his  arms,  genitalia,  buttocks 
and  feet  were  irritated.  On  admission  to  this  dis- 
pensary he  still  had  a moderate  bilateral  conjunc- 
tivitis. There  were  infected  2nd  degree  burns  of 
the  lower  abdominal  wall,  both  groins,  the  penis 
and  both  buttocks,  and  marks  of  healed  first  degree 
burns  were  present  on  both  forearms.  The  patient 
had  noted  some  productive  cough  since  shortly 
after  his  exposure,  but  x-ray  of  the  chest  was  nega- 
tive. His  temperature  on  admission  was  103.8  F. 
but  came  down  the  next  day  to  approximately  100 
degrees  F.  and  remained  so  until  just  before  his 
departure. 

Treatment:  After  rescue  he  had  received  normal 
saline  irrigations  of  the  conjunctivae  and  dressings 
wet  with  saline  were  used  on  his  eyes  and  on  the 
burns  of  his  skin.  The  infected  wounds  healed 
slowly.  Full  dosage  of  sulfadiazine  by  mouth  failed 
to  produce  demonstrable  clinical  changes  in  the 
burns  or  on  his  temperature.  Normal  saline  dress- 
ings, and  an  electric  heat  cradle  produced  more 
rapid  improvement  in  the  infected  burns.  Protein 
rich,  high  caloric  diets,  vitamins,  iron  therapy  and 
encouragement  aided  his  recovery.  All  areas  ex- 
cept a granulating  spot  in  his  penis  were  healed 
when  he  was  evacuated  to  U.  S.  A.  60  days  after 
exposure.  He  was  ambulatory. 

Case  3. — C.  H.  W.,  2nd  eng.,  age  34,  was  knocked 
down  by  an  explosion  and  was  unconscious  for  a 
few  minutes.  He  regained  consciousness,  noticed 
no  injury,  and  abandoned  ship  into  a mesh-bottom- 
ed  life  raft.  He  was  thoroughly  wet  and  kept  his 


shorts  on  afterward.  Five  hours  later  he  began  to 
notice  itching  and  burning  of  his  penis  which  pro- 
gressed until  1300  that  day  when  he  fainted  from 
the  pain.  Twenty  hours  after  the  bombing  he  had 
burns  of  the  arms,  genitalia  and  buttocks  and 
generalized  erythema.  The  burns  about  the  genita- 
lia became  very  severe  and  blisters  appeared  else- 
where on  his  body  where  the  skin  had  been  wet. 
He  received  local  moist  dressings  to  2nd  degree 
burns  which  soon  became  infected.  On  admission 
to  the  dispensary  the  following  lesions  were  noted: 
a healed  burr  of  the  neck  and  shoulders,  healed 
pigmented  burns  of  the  abdomen,  and  infected  2nd 
degree  burns  of  the  penis,  scrotum  and  buttocks 
with  great  swelling  and  crusts.  Small,  infected, 
draining  2nd  degree  burns  of  both  forearms,  the 
back  of  the  neck  and  the  instep  of  the  left  foot  were 
also  present. 

Treatment:  Cleansing  of  tne  burns,  washing  and 
cleaning  of  the  patient,  and  application  of  dressings 
wet  with  normal  saline  solution  and  later  with 
1 :5000  solution  of  potassium  permanganate  were 
carried  out.  He  was  then  covered  with  an  electric 
heat  cradle.  Daily  dressings,  encouragement,  forced 
feeding  and  vitamin  therapy  were  used.  Sulfathia- 
zole  in  full  dosage  by  mouth  seemed  to  aid  but 
little  in  reducing  the  infection  and  fever. 

On  December  26,  1943,  the  laboratory  studies 
showed  the  following  results:  RBC  3,840,000,  Hg. 
70  per  cent.  WBC  17,600,  hematocrit  36;  the  urine 
showed  a moderate  amount  of  albumin.  A trans- 
fusion of  500  cc.  of  whole  blood  was  given  after 
which  the  burns  healed  slowly  and  his  general 
condition  improved  gradualiy.  He  was  evacuated 
on  the  75th  day  after  exposure,  and  his  wounds 
were  healed. 

Case  4. — L.  L.  K..  GM3c,  age  24,  was  struck  by  a 
piece  of  shrapnel  in  the  right  thigh  during  the  air 
raid.  His  femur  was  shattered  and  he  carried  his 
right  leg  in  his  arms  while  he  was  taken  ashore  in 
a life  boat  by  shipmates.  He  was  splashed  by  spray 
while  going  ashore  and  was  quite  wet.  On  reach- 
ing the  local  hospital  he  was  in  severe  shock  and 
his  condition  was  so  critical  that  he  was  immedi- 
ately transfused  and  treated  for  hemorrhage  and 
exposure.  The  wound  was  then  cleaned  and  de- 
brided,  the  leg  was  placed  in  a Tobruk  splint,  and 
the  patient  was  given  full  dosage  of  sulfadiazine  by 
mouth.  Thirty  hours  later  blisters  appeared  on  his 
back,  abdomen,  groins  and  forearms.  These  were 
aspirated  and  dressed  with  vaseline.  On  admission 
to  this  dispensary  he  had  a temperature  of  103  F., 
pulse  of  120  and  was  somewhat  dehydrated.  X-ray 
showed  unsatisfactory  alignment  of  the  femur  and 
a foreign  body  in  the  popliteal  space.  (Fig.  1.) 

Treatment:  The  Tobruk  splint  was  removed  and 
with  it  came  a sheet  of  epidermis  from  blisters  on 
the  lower  thigh  and  knee,  but  the  skin  about  the 
wound  higher  up  was  free  from  burn.  A Kirsch- 
ner  wire  was  placed  through  the  tibia  at  the  ankle 
and  extension  applied  until  the  burned  area  had 
healed  sufficiently  to  permit  application  of  a com- 
plete plaster  cast  of  the  leg  and  pelvis.  This  pus 
drained  from  a sinus  of  the  thigh,  a culture  of 
which  showed  B.  proteus  vulgaris,  but  the  burns 
were  not  badly  infected.  As  soon  as  healing  of 
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the  overlying  skin  permitted,  the  shrapnel  in  the 
popliteal  space  was  removed,  and  later  a seques- 
trum was  taken  out  of  the  thigh  at  the  fracture  site. 
During  convalescence  this  man  sustained  a pul- 
monary embolus  which  caused  shock,  hemoptysis 
and  slight  retardation  of  his  progress.  The  vesicant 
burns  of  the  back,  abdomen,  arms  and  knee  healed 
promptly  and  well,  but  his  general  improvement 
was  slow.  He  received  repeated  transfusions, 
forced  high  caloric  feedings,  vitamins  and  en- 
couragement from  all  hands.  The  repeated,  neces- 
sary operations  on  his  upper  leg  caused  some  de- 
pression but  aided  in  producing  a healed  sinus 
and  bony  union.  He  was  evacuated,  being  able  to 
walk  with  the  aid  of  a crutch,  134  days  after 
injury. 

DISCUSSION 

Mustard  (H),  his-beta  dichlorocliethyl  sulfide 
(Cl.  CH2CH2)2^)  ‘'1'^  ‘’’^y  IrII'rI  slightly  soluble 

in  water.  It  is  quickly  absorbed  by  cotton  or  wool 
clothing  and  more  slowly  by  rubber  clothing.  While 
it  disappears  gradually  by  evaporation  and  hydrolysis 
it  is  a persistent  vesicant  and  therefore  may  be  a 
source  of  danger  for  a prolonged  period  unless  de- 
stioyed  by  decontamination. 

SYMPTOMS 

The  eye  is  particularly  vulnerable  to  mustard, 
and  smarting  and  burning  of  the  eyes,  tearing,  and 
blepharospasm  were  frequently  the  first  symptoms 
noted  by  our  patients.  'Fhe  period  of  latency  before 
the  onset  of  symptoms  varied  from  thirty  minutes  to 
seventy-two  hours,  but  progressive  exacerbation  of 
symptoms  for  ten  days  was  noted  by  some.  There 
was  no  keratitis  present  at  the  time  of  admission  to 
our  activity,  but  there  were  records  of  patients  with 
keratitis  in  the  first  few  days  after  exposure,  and  a 
few  could  not  .see  well  for  several  days. 

’I'he  second  symptom  in  frequency  and  general 
distribution  was  itching  and  burning  of  the  skin  in 
areas  in  which  a brawny,  purplish  erythema  later 
developed.  One  of  the  men  stated  that  he  felt  the 
itching  some  time  before  any  change  in  color  of  the 
skin  was  noted. 

As  the  vesicant  effect  progressed  it  caused  blisters, 
painful  irritation  and  swelling.  Another  patient, 
who  had  spent  the  night  in  wet  shorts,  suffered  so 
severely  from  his  swollen,  burned  genitalia  that  he 
fainted. 

SIGNS 

It  was  noted  that  skin  areas  about  wounds  which 
had  been  cleaned  promptly,  with  or  without  debride- 
ment, were  free  from  burn  or  only  slightly  irritated 
in  contrast  to  areas  elsewhere  in  which  appeared  2nd 
degree  burns.  In  general,  patients  whose  skins  were 
darker  seemed  less  severely  irritated  by  the  vesicant 


than  those  of  ruddy  complexion.  One  red  haired 
man  was  particularly  affected.  This  finding  co- 
incides with  the  similar  resistance  of  dark  skins  to 
thermal  and  actinic  irritation. 

Burns  and  lacerations  were  in  varying  stages  of 
healing  when  the  patients  were  received  at  the  dis- 
pensary. Second  degree  burns  were  infected,  and 
they  were  covered  with  crusts  and  exudate  or  were 
angry,  weeping,  edematous  ulcers.  The  most  startl- 
ing of  these  lesions,  on  first  appearance,  were  those 
of  the  genitalia.  The  penis  and  scrotum  of  some 
patients  were  hulbous,  moist  masses  of  tissue  almost 
without  form.  There  was  a foul,  slightly  sweet, 
sickening  odor,  and  the  mental  depression  resulting 
from  the  whole  experience  was  evident  in  the  be- 
havior of  several  of  the  men.  When  plaster  of 
paris  casts  were  removed  from  the  extremities  of 
two  patients,  sheets  of  epidermis  came  off  from 
shallow  blisters  which  were  present  beneath,  and  the 
skin  appeared  as  a granulating  and  weejiing  ulcer. 

Unsuspected  irritation  of  the  respiratory  mucous 
membrances  due  to  inhalation  of  vaporized  mustard 
was  present  in  many  of  the  patients.  Aphonia,  cough, 
and  respiratory  embarrassment  had  ajipeared  as  late 
as  three  to  ten  days  after  exposure. 

There  was  a universal  complaint  of  pharyngitis, 
and  a great  deal  of  laryngitis  and  tracheitis  was  pres- 
ent. The  lateness  of  the  onset  of  these  symptoms 
suggested  either  an  extremely  long  latent  period,  or 
a post-rescue  exposure  from  retained  clothing  or  the 
elimination  of  absorbed  yas  through  the  lungs.  The 
pulmonary  symptoms  were  often  very  severe  and 
seemed  to  have  been  the  primary  cause  of  the  death 
of  a few  of  the  men  who  failed  to  reach  our  dis- 
pensary. ’I'he  serious  respiratory  effects  are  well 
illustrated  by  tbe  following  notes  from  the  records 
of  four  men  who  died  elsewhere  and  from  the  chart 
of  our  only  fatality. 

H.  R.  W.,  Sic,  “Received  severe  second  and  third 
degree  burns  of  the  arms,  abdomen,  thighs  and 
legs,  and  erythema  of  the  rest  of  the  body.  He  was 
in  shock  when  admitted.  He  has  severe  respiratory 
complications  consisting  of  laryngitis,  tracheitis, 
bronchitis  and  bilateral  bronchopneumonia  with 
marked  respiratory  embarrassment.  Condition  is 
critical.  The  burns  are  secondarily  infected  and 
show  no  signs  of  healing.”  Patient  died  sixteen 
days  after  exposure. 

F.  A.  B.,  Sic,  “Received  severe  burns  of  the  chest, 
back,  buttocks  and  thighs.  He  was  in  shock  when 
admitted.  He  has  respiratory  complications  con- 
sisting of  laryngitis,  tracheitis,  bronchitis  and  lobar 
pneumonia,  and  is  expectorating  blood  tinged  spu- 
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turn.  The  burns  show  no  healing.”  Patient  died 
nineteen  days  after  exposure. 

H.  R.  A.,  Sic,  “Received  severe  burns  of  both 
wrists,  legs  and  buttocks  and  had  generalized  ery- 
thema. He  was  in  shock  when  admitted.  He  has 
respiratory  complications  of  laryngitis,  tracheitis 
and  lobar  pneumonia.  The  burns  show  no  evidence 
of  healing.”  Patient  died  thirty  days  after  exposure 
from  respiratory  embarrassment  and  toxemia. 

R.  F.,  Ship’s  Cook,  “Patient  received  severe  burns 
of  the  face,  both  arms,  lower  abdomen,  scrotum  and 
penis,  and  both  lower  extremities.  He  was  in  severe 
shock  when  admitted  and  has  developed  respira- 
tory complications  of  laryngitis,  tracheitis,  bron- 
chitis and  bronchopneumonia.  He  is  very  toxic  and 
his  condition  is  considered  critical.”  Patient  died 
twenty-four  days  after  exposure. 

A.  G.  C.,  3rd  Ass’t  Mate,  “Patient  was  injured  on 
12-2-43.  He  had  erythema  and  vesiculation  of 
hands  and  forearms,  scrotal  region,  thighs  and 
buttocks.  He  developed  cough  and  expectoration 
on  12  December,  and  was  jaundiced.  Examination 
on  18  December,  1943  on  admission  to  our  dispen- 
sary, shewed  inability  to  talk  above  a whisper. 
Extensive  second  degree  infected  burns  of  hands, 
arms,  groins,  genitalia,  perineum,  buttocks,  thighs 
and  both  legs  were  present.  Pigmentation  of  first 
degree  burns  of  thorax,  abdomen,  back  and  face 
was  found.  There  was  a healing  laceration  over  the 
right  eye  involving  the  supraorbital  ridge.  Signs 
of  fluid  and  pulmonary  changes  were  present  in 
the  right  chest.  Aspiration  yielded  cloudy  fluid 
which  cultured  hemolytic  Gram-positive  cocci.  The 
blood  showed  anemia  and  leukocytosis.  The  pa- 
tient’s temperature  ranged  to  104  F.  and  his 
respirations  were  35  to  50  per  minute.  He  expired 
on  20  December,  1943.” 

Gross  pathological  diagnoses  were  as  follows: 

(1)  Burns,  chemical,  generalized,  first  and  sec- 
ond degree,  infected. 

2)  Abscess,  subcutaneous,  left  supra  and  infra- 
clavicular  region  with  communication  to  the 
pleural  surface  of  the  left  lung  apex  where 
it  was  localized  by  adhesions. 

(3)  Fracture,  complete,  recent,  of  the  fourth 
right  rib  at  the  posterior  auxiliary  line. 

(4)  Abscess,  right  thoracic  wall,  in  the  area  of 
rib  fracture,  communicating  with  the  right 
pleural  cavity. 

(5)  Empyema,  right  pleural  cavity. 

(6)  Pleurisy,  suppurative,  right  side. 

(7)  Atelectasis,  the  lower  lobe  of  right  lung. 

(8)  Pleurisy,  fibrinous,  apex  of  the  upper  lobe  of 
the  left  lung. 

(9)  Laryngitis,  acute. 

(10)  Tracheitis,  acute. 

(11)  Bronchitis,  acute. 

(12)  Splenitis,  acute. 

(13)  Laceration,  right  supraorbital  region,  heal- 
ing. 


Gastrointestinal  symptoms  were  not  prominent. 
Several  patients  vomited  after  coming  out  of  the 
water,  but  no  definite  evidence  pointed  to  direct 
irritation  of  the  stomach  or  intestines  from  mustard. 
In  the  case  of  the  man  who  died  at  our  dispensary 
jaundice  developed  only  after  generalized  infection 
was  well  established. 

The  laboratory  data  were  not  significant,  but 
several  patients  showed  high  concentrations  of  urine 
and  some  transitory  albuminuria.  A few  cases  of 
moderate  secondary  anemia  were  demonstrated,  and 
leukocytic  responses  to  infection  were  noted.  Hema- 
tocrit studies  were  carried  out  only  when  indicated 
and  the  readings  coincided  with  the  clinical  condi- 
tions of  the  patients.  Cultures  of  the  infected  burns 
grew  a heterogeneous  group  of  organisms  with  the 
Staphylococci  predominating. 

TREATMENT 

Prophylactic. — No  decontamination  or  protective 
treatment  was  used  on  these  patients  as  mustard  had 
not  been  suspected  until  the  epidemic  of  erythema 
and  vesication  appeared.  As  most  of  the  patients 
had  only  the  clothes  which  were  worn,  changing  of 
clothing  was  not  carried  out,  and  many  wore  con- 
taminated garments  until  after  burns  and  blisters 
appeared.  This  not  only  allowed  for  increased 
vesicant  effect  but  permitted  bacterial  and  dirt  con- 
tamination of  the  eroded  and  blistered  areas  of  the 
skin  as  well  as  furnishing  a persistent  source  of  irri- 
tation to  the  eyes  and  respiratory  system.  Some  acci- 
dental prophylactic  treatment  was  given,  for  pa- 
tients who  complained  of  irritation  of  the  eyes  re- 
ceived irrigation  of  the  conjunctivae  with  boric  acid 
solution.  This  washing  and  the  dilution  of  the  vesi- 
cant by  sea  water  undoubtedly  prevented  more 
severe  injuries  to  the  eyes.  Those  who  were  wounded 
had  the  skin  areas  about  their  wounds  cleansed,  and, 
as  previously  noted,  this  left  islands  of  skin  relatively 
free  from  burns. 

Symptomatic. — Patients  who  complained  of  irri- 
tation of  the  eyes  attributed  it  to  the  oil  on  the  water 
and  they  received  irrigations  of  the  conjunctivae  with 
boric  acid  solution  after  the  symptoms  had  de- 
veloped. A few  showed  a keratitis  and  received 
atropine  mydriasis  until  their  symptoms  cleared. 
When  erythema  and  blisters  appeared  some  were 
treated  with  amyl  salicylate  locally,  but  most  burns 
were  covered  with  dressings  wet  with  normal 
saline  solution,  or  with  vaseline  and  a pressure  band- 
age. Records  indicated  that  patients  who  had  re- 
ceived sulfonamide  medication  after  the  vesicles  had 
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appeared  sustained  about  the  same  infection  of 
wounds  as  those  who  had  not  been  so  treated,  but 
the  man  who  had  a compound  fracture  and  had 
received  full  sulfonamide  dosage  from  the  day  of 
injury  exhibited  less  infection,  even  in  the  areas  on 
his  back  and  chest  where  there  had  been  no  prophy- 
lactic cleansing. 

Closed  dressings  did  not  prove  effective.  .After  a 
few  days’  trial  we  were  convinced  that  dressings 
wet  with  normal  saline  or  potassium  permanganate 
solution  1 :5(J()0  plus  the  use  of  fidl  body  heat 
cradles  with  electric  lights  constituted  the  most 
rapid  and  satisfactory  method  of  treatment.  Crusts 
were  washed  free  from  purulent  granlating  sur- 
faces, and,  under  morphine  or  barbiturate  sedation, 
patients  were  washed  with  soap  and  water.  Cleanli- 
ness being  next  to  Godliness  was  never  more  clearly 
demonstrated,  for  the  improvement  in  the  wounds 
and  in  the  patients’  morale  was  noteworthy. 

'I'here  was  difficulty  encountered  in  freeing  the 
granulating  areas  from  infection,  and  very  few 
became  satisfactory  for  skin  grafting  before  the 
edges  had  grown  inward  enough  to  obviate  that 
need.  Results  obtained  b}'  the  use  of  powdered 
sidfonamides  locally  and  tablets  by  mouth  in  the 
treatment  of  the  established  infection  were  dis- 
appointing, but  sulfonamide  ointment  proved  mod- 
erately successful.  Had  penicillin  been  av.-ulable,  its 
local  and  systemic  effect  on  the  infectious  processes 
would  have  made  an  interesting  study. 

Despite  the  purulent  drainage  there  was  no  appar- 
ent hindrance  to  the  growth  of  epithelium  from  the 
wound  edges,  or  from  small  islands  within  the  ulcer 
areas.  W’e  did  not  see  any  unusual  ridging  or  roll- 
ing of  epithelium  at  the  edges  of  the  ulcers  such  as 
would  indicate  indolence. 

I'he  manner  in  which  mustard  gas  can  compli- 
cate the  treatment  of  other  injuries  was  well  illus- 
trated in  case  4.  The  patient  had  a severe  com- 
pound comminuted  fracture  of  the  right  femur 
which  had  been  encased  in  a 'I'obruk  splint.  On  ar- 
rival he  was  very  toxic,  had  a high  fever  and  a rapid 
pulse.  It  w.as  shown  by  x-ray  that  unsatisfactory 
alignment  of  the  fragments  of  the  femur  was  present 
and  that  there  was  an  adjacent  large  metalic  foreign 
body.  ( Fig.  1 . ) When  the  plaster  of  paris  encase- 
ment was  removed,  sheets  of  epidermis  came  off  the 
limb  leaving  granulating  surfaces.  The  area  directly 
about  the  wound  high  on  the  thigh  was  clean  and  not 
denuded,  but  the  burns  at  the  knee  prevented  our 
using  adhesive  extension  or  skeletal  traction  on  the 


femur.  It  was  necessary  to  place  a Kirschner  wire 
through  the  ankle  in  order  to  obtain  traction.  Drain- 
age from  the  wound  persisted,  due  to  a piece  of 
shrapnel  3.5  x 3.5  x 4 cm.  in  the  popliteal  space, 
but  removal  of  the  shrapnel  was  delayed  on  account 
of  the  burn  over  this  area.  When  the  skin  healed, 
the  foreign  body  was  removed,  a sequestrectomy 
was  done,  and  the  wound  closed.  Despite  a mild 
local  wound  infection,  the  shock  of  sustaining  a 
pulmonary  embolus,  the  effect  of  the  fracture  and 
burns,  this  patient  recovered  and  was  ambulatory 
when  returned  to  the  U.  S.  .A. 


Fig.  1 


The  value  of  whole  blood  in  the  cases  with  de- 
layed healing  should  be  stressed.  Despite  good  food, 
vitamins,  sulfonamides  and  careful  nursing,  a few 
patients  required  the  vital  ‘boost’  of  a transfusion  to 
start  progressive  convalescense. 
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COIVIIVIENT 

The  clinical  courses  of  these  patients  emphasized 
the  insidious  arid  delayed  eflfect  of  mustard  gas  even 
when  diluted  with,  or  suspended  in,  large  quantities 
of  salt  water.  They  also  re-emphasized  the  need 
for  a personal  as  well  as  a divisional  responsibility 
for  rapid  decontamination  to  avoid  long  periods  of 
incapacitation. 

\^'^earing  of  contaminated  clothing  was  respon- 
sible for  most  of  the  severe  burns.  The  infection  of 
the  blisters  and  burned  areas  was  dangerous  and, 
while  we  w'ere  unable  to  demonstrate  scientifically 
the  type  of  destruction  produced  bv  tbe  mustard  or 
the  depression  of  adjacent  unkilled  tissues,  consider- 
.dile  lowering  of  resistance  in  the  burned  areas  was 
indicated  clinically.  Our  one  fatality  demonstrated 
ihe  damjers  of  involvement  of  the  respiratory  tract 
and  of  secondary  infection  in  burned  tissue. 

Treatment  of  these  patients  was  largely  sympto- 
matic, but  the  histories  show  the  value  of  early  local 
cleansing,  prophylactic  sulfadiazine  by  moutb  from 
the  time  of  exposure,  and  an  o|)cn  rather  than  a 
closed  type  of  dressing. 


PENICILLIN  AND  SYPHILIS 

The  fact  that  gonorrhea  and  syphilis  are  fre- 
quently acquired  at  the  same  time  but  have  differ- 
ent incubation  periods,  as  well  as  the  nature  of  the 
effect  of  small  doses  of  penicillin  on  the  early  mani- 
fe.stations  of  these  two  infections,  renders  the  mask- 
ing of  the  early  manifestations  of  syphilis  a definite 
possibility.  Thus,  the  incubation  period  of  gonor- 
rhea is  usually  three  to  five  days  and  only  rarely 
more  than  a week,  and  its  manifestations  are  usu- 
ally obvious  enough  to  the  patient  so  that  medical 
treatment  is  sought.  As  little  as  100,000  units  given 
in  four  or  five  intramuscular  doses  over  a period  of 
six  to  nine  hours,  or  a single  dose  of  200,000  or 
300,000  units  in  a beeswax-peanut  oil  mixture  pro- 
duces complete  cures  in  the  great  majority  of  cases. 
The  incubation  period  of  syphilis,  on  the  other 
hand,  is  usually  about  three  or  four  weeks  and  may 
be  much  longer.  Treatment  for  gonorrhea  may, 
therefore,  be  given  some  time  before  the  primary 
syphilitic  lesion  appears. — New  England  J.  of  Med. 


GALL  BLADDER  DISEASE 

It  has  been  estimated  that  about  sixty  per  cent 
of  the  people  who  consult  an  M.  D.  do  so  because  of 
indigestion,  and  that  twenty  per  cent  of  cases  with 
indigestion  as  the  chief  conmplaint  have  gall  blad- 
der disease. 

It  occurs  three  times  as  frequently  among  women 
as  among  men  and  the  most  commonly  accepted  as 
predisposing  factors  are  typhoid  fever  and  preg- 
nancies. 


When  such  figures  as  seventy-five  per  cent  of 
women  operated  upon  for  gall  bladder  disease  are 
women  who  have  borne  children  are  quoted,  it 
seems  that  the  same  could  be  said  of  all  adult  di- 
seases, but  certainly  the  stasis  and  cholesterol  dis- 
turbance during  pregnancy  probably  do  play  a part. 
As  to  typhoid  fever,  the  connection  has  been  proven 
many  times  by  the  recovery  of  typhoid  bacilli  from 
gall  stones,  but  I believe  that  many  of  our  infec- 
tious diseases  are  also  irritating  factors  in  the 
pathology. — William  Bates,  M.  D.,  and  D.  C.  Emen- 
hiser,  M.  D.,  in  Delaware  St.  Med.  J. 


TEMPER  AND  RHEUMATOID  ARTHRITIS 

The  mental  atmosphere  in  which  the  rheumatoid 
arthritic  lives  may  determine  his  recovery.  After 
studying  fifty  cases.  Dr.  Walter  Bauer  found  that 
in  66  per  cent  there  was  a direct  correlation  be- 
tween the  disturbing  episodes  in  the  patient’s  life 
and  the  flare-ups  of  his  arthritis.  In  one-half  the 
cases  there  was  unhappiness  and  frustration  in  the 
home.  The  percentage  in  my  cases  was  even 
greater.  I found  that  the  unhappy  relationship 
and  consequent  fear  and  resentment  came  from 
their  selfishness  and  demand.  A burst  of  temper 
was  followed  by  a flare-up  of  the  joints.  Such 
emotional  upsets  would  undo  all  the  improvement 
gained  by  medical  treatment.  Some  change  had  to 
take  place  in  the  patient  and  his  home  life  in  order 
to  prevent  these  set-backs;  otherwise  ultimate  im- 
provement was  uncertain  and  limited. 

This  is  where  the  “spiritual  history”  comes  in. 
It  gives  the  foundation  on  which  to  start  building  a 
new  approach  to  life.  Sometimes  the  patient,  often 
the  whole  family,  needs  a change  of  heart — a new 
spirit  of  cooperation  and  interest.  Even  though 
they  may  not  get  well  physically,  as  sometimes 
happens,  with  a better  outlook  on  life  they  fit  into 
their  environment  better,  not  as  a menace  but  as  a 
constructive  force. 

After  treating  people  in  this  way  for  the  last 
twelve  years,  I am  convinced  that  homes  where 
there  is  constant  friction  should  be  as  much  our 
concern  as  any  other  part  of  our  medical  treatment. 
Surely  this  is  preventive  medicine  at  its  best.  It 
is  appalling  to  realize  the  number  of  unhappy 
homes  in  America  and  the  amount  of  sickness  of 
mind  and  body  they  are  producing.  Such  homes 
are  also  a grave  economic  problem  to  the  country. 

The  physician  who  is  sincere  and  who  accepts 
such  responsibility  can  go  a long  way  in  producing 
harmony  in  every  home  he  visits,  for  people  heed 
what  their  doctor  says.  He  is  welcome  in  their 
home;  he  can  be  friend,  father  confessor,  guide,  and 
teacher.  He  can  help  people  realize  their  own  self- 
ishness, and  thus  acknowledge  where  they  are 
wrong  and  need  to  be  different.  He  can  guide  them 
to  a new  understanding  of  their  responsibility  in 
their  family  life.  But  in  order  to  guide  others,  the 
physician  must  first  have  found  the  answers  for 
himself.  Such  a physician  is  a public  benefactor  in 
his  community.  By  building  moral  fibre  and  spiri- 
tual standards  in  the  lives  and  homes  of  his  pa- 
tients, he  is  truly  making  his  greatest  contribution 
to  the  health  of  the  nation. — Loring  T.  Swain,  M.  D., 
in  J.  Ind.  St.  Med.  Assn. 
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The  President's  Page 


Know  the  facts;  then  act!  What  are  the  facts  regarding  so-called 
postgraduate  or  refresher  courses?  Facts  are  cold  things,  so  our 
thinking  of  them  must  also  be  cold.  One  fact  is  that  education  is 
a process  of  living  rather  than  a preparation  for  future  living.  The 
whole  process  is  a lifetime  undertaking. 

Unfortunately  too  many  of  us  feel  that  our  education  was  com- 
pleted when  we  were  graduated  from  medical  school.  Many  of 
us  closed  our  minds  when  we  closed  our  books  for  graduation.  It 
is  regrettable  that  so  few  of  us  pursue  any  type  of  higher  education. 

It  is  my  belief  that  educational  facilities  for  a continuous 
course  of  study  should  be  constantly  available  in  our  local  com- 
munities. Every  hospital  in  West  Virginia  should  have  a teaching 
function.  Any  institution  worth  recognition  has  a wealth  of  clinical 
material.  It  is  laudable  that  many  of  our  hospitals  have  for  a long 
time  been  making  good  use  of  it.  In  their  staff  rounds,  clinical- 
pathological  conferences,  and  tumor  clinics,  they  furnish  for  their 
resident  staff  a continuous  graduate  course.  The  busy  doctor  could 
benefit  greatly  by  exposing  himself  to  these  postgraduate  courses 
being  held  weekly  in  his  home  community. 

We  all  appreciate  the  fidelity  and  devotion  of  our  busy  prac- 
titioners. They  are  serving  a great  need.  But  long  ago  one  well- 
meaning  Prime  Minister  found  out  too  late  that  “being  too  busy  is 
some  danger.”  While  “being  too  busy”  might  not  be  actually 
dangerous  to  our  hard-driven  doctors,  it  is  at  least  risky  because  they 
might  overlook  valuable  opportunities  for  professional  growth. 

It  was  Emerson  who  said:  “There  is  a time  in  every  man’s 
education  when  he  arrives  at  the  conviction  that  envy  is  ignorance; 
that  imitation  is  suicide;  that  he  must  take  himself  for  better,  for 
worse,  as  his  portion.”  In  knov/ing  the  facts,  in  accepting  our  own 
limitations,  in  striving  to  help  each  other  be  better  doctors,  we  will 
regain  the  much  desired  confidence  of  the  public.  We  will  also  have 
a real  brotherhood  of  doctors. 


President. 
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THANK  YOU.  KIWANIS 

It  has  been  our  observation  that  the  luncheon 
clubs  of  this  country  are  doing  a good  job  in  that 
they  constitute  an  important  part  in  what  might  be 
termed  tlie  voluntary  adult  educational  mechanism 
of  America ; that  they  represent  a fairly  character- 
istic cross-section  of  American  life;  that  they  are 
moulders  and  interpreters  of  American  public  opin- 
ion; and  that  they  make  a definite  contribution  to 
civic  betterment.  Accordingly^  it  gives  us  much 
pleasure  to  learn  that  the  recent  annual  convention 
of  Kiwanis  International  at  Atlantic  City  opposed 
the  general  effort  emanating  from  Washington  to 
regiment  and  control  everything  and  everybody 
with  a mainspring  in  the  national  capital  directing 
all  activities  of  our  citizenry  from  the  cradle  to  the 
grave. 

The  democratic  spirit  and  sound  common  sense 
of  Kiwanis  is  exemplified  in  the  resolution  adopted 
against  professional  regimentation.  The  conven- 
tion voted  to  oppose  “all  efforts  by  propaganda, 
legislation,  or  executive  sponsorships  to  socialize 
medicine,  dentistry,  law,  engineering  and  other 
professions. 

Congratulations,  Kiwanis,  upon  the  soundness  of 
your  judgment,  and  thank  you  for  supporting  the 
principle  of  unshackled  professions  in  our  democratic 
way  of  life. 


DISEASE  STATISTICS 

In  an  address  before  the  recent  meeting  of  the 
American  Geriatrics  Society  in  New  York  City,  Dr. 
Albert  Mueller-Deham  questioned  seriously  the  ac- 
curacy and  the  value  of  our  morbidity  and  mortality 
statistics.  .Analyzing  a large  number  of  autopsy 
reports  he  showed  that  clinical  diagnosis  and  patho- 
logical diagnosis  coincide  much  more  closely  in  the 
younger  than  in  the  older  groups  of  patients.  He 
deduced  as  a corollary  that  accurate  diagnosis  be- 
comes progressively  more  difficult  as  the  age  of  the 
natient  increases;  or,  in  other  words,  the  older  the 
patient,  the  more  difficult  the  diagnosis.  Moreover, 
he  showed  also,  certainly  so  far  as  his  statistical 
analysis  was  concerned,  that  mortality  statistics  as 
represented  by  death  certificates  actually  filed  tend 
to  overemphasize  canliovascular  conditions  and  to 
underemphasize  infections  as  killers  of  the  aged. 

The  lesson  v/e,  as  practicing  physicians,  can  learn 
from  such  presentations  is  that  we  should  endeavor 
to  make  our  own  morbidity  and  mortality  reports 
more  nearly  accurate.  The  morbidity  reports  re- 
ceived by  health  departments  are  notoriously  un- 
reliable as  to  completeness,  and  all  too  often  death 
certificates  represent  what  at  best  might  be  called 
an  intelligent  guess  at  the  cause  of  death.  It  is  true 
that  our  vital  statistics  laws  may  in  a measure  be  re- 
sponsible for  inaccuracies  in  reporting,  but  a certifi- 
cate of  licensure  to  practice  medicine  imposes  upon 
the  recipient  certain  obligations  to  the  body  politic 
as  represented  by  the  state,  not  the  least  of  which  is 
accurate  reporting  of  morbidity  and  mortality  sta- 
tistics. W^hile  absolute  accuracy  is  admittedly  un- 
attainable, such  a degree  of  accuracy  as  can  be  bail 
depends  upon  those  of  us  who  are  on  the  firing  line 
of  actual  practice,  and  we  should  make  our  reports 
as  nearly  accurate  as  within  us  lies. 


MORTALITY  OUTLOOK 

LInless  public  health  officials  learn  how  to  view 
general  death  rates  m a proper  light,  they  may  be 
surprised  and  discouraged  some  da)’  to  find  that  the 
death  rate  in  W'^est  Virginia  is  rising. 

The  number  of  deaths  and  the  death  rate  in 
West  Vi  rginia  during  the  past  twenty  years  have 
fluctuated  considerably,  with  the  death  rate  showing 
a fairly  consistent  downward  trend — from  a high 
of  11.2  per  1,000  population  in  1926,  to  a low  of 
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9.2  per  1,000  population,  which  rate  has  been 
achieved  four  times  since  1933.  The  number  of 
deaths  reached  a peak  in  1936,  with  19,909  deaths 
reported;  while  'West  Virginia’s  population  of 
1,901,723  in  1940  was  the  largest  ever  recorded, 
with  only  17,577  deaths  reported  for  that  year. 

According  to  Hi  Steele,  director  of  the  division  of 
vital  statistics  of  the  State  Health  Department,  a 
large  part  of  the  decrease  in  the  death  rate  can  be 
traced  to  sanitary,  hygienic,  and  medical  improve- 
ments. Another  part  may  be  due  to  a lowering  birth 
rate,  following  a relatively  high  birth  rate,  or  in  other 
words,  to  an  increasing  ratio  of  persons  in  the  young 
and  middle-age  groups.  This  condition  will  not 
continue  indefinitely.  The  birth  rate  in  West 
Virginia  for  the  ten  years,  1922-1931,  averaged  26 
per  1,000  population,  with  1925  showing  the  high 
rate  of  28.4  per  1,000  popidation,  while  the  aver- 
age birth  rate  for  the  next  ten  years  ( 1932-1941  ) 
was  only  22  per  1,000  population.  In  due  course, 
the  young  will  become  middle-aged,  and  the  middle- 
aged  will  become  old;  the  excess  of  population  will 
enter  these  age  groups,  where  the  specific  death  rates 
are  high,  and  this  will  cause  the  general  death  rate 
to  rise. 

The  war  in  a most  horrible  and  pitiful  way  cut 
out  a large  number  of  males  in  the  middle-age  groups 
— how  many  we  do  not  know  at  this  time.  Tempo- 
rarily, this  too  will  increase  the  general  death  rate. 
On  the  other  hand,  these  young  men  will  not  live 
to  enter  the  old-age  groups,  where  the  specific  death 
rates  are  higher. 

To  answer  the  question  as  to  what  is  the  lowest 
practicable  death  rate,  we  must  first  decide  what  is 
an  ideal  distribution  of  popidation  as  to  age  and  sex, 
and  then  consider  what  diseases  at  the  different  ages 
we  can  reasonably  expect  to  eliminate. 


IMPORTANT  VA  RELEASE 

The  attention  of  all  members  of  the  State  Medical 
Association  participating  in  the  Veterans  Care  Pro- 
gram is  called  to  an  important  release  of  the  Veter- 
ans Administration  Regional  Office  at  Huntington, 
printed  elsewhere  in  this  issue  of  The  Journal.  The 
definite  instructions  issued  by  the  regional  office 
cover  many  points  about  which  doctors  have  made 
inquiry,  and  all  fee-designated  physicians  are  urged 
to  read  the  release  in  its  entirety. 


OUR  ALCOHOL  PROBLEM 

It  is  estimated  that  the  American  people  expended 
last  year  more  than  seven  billion  dollars  for  alcoholic 
beverages,  more  than  the  total  expenditure  for  medi- 
cal care  for  the  same  time.  In  addition  to  this 
enormous  monetary  outlay,  the  fact  that  the  number 
of  inebriates  admitted  to  hospitals  for  treament  is 
rapidly  increasing,  poses  a problem  not  easy  of  solu- 
tion. A recent  editorial  in  the  Journal  of  the  Ameri- 
can Medical  Association  discusses  at  length  some 
phases  of  the  situation  so  well  that  we  quote  it  en- 
tirely: 

The  Research  Council  on  Problems  of  Alcohol 
says  in  a recent  publication  that  50,000,000  persons 
in  the  United  States  use  alcoholic  beverages,  of 
whom  approximately  6 per  cent  become  excessive 
drinkers,  and  of  this  number  25  per  cent  become 
chronic  alcoholic  addicts.  This  makes  a total  of  1.5 
per  cent  of  all  drinkers,  or  some  750,000  who  be- 
come alcoholic  addicts.  In  addition  to  the  750,000 
chronic  alcoholic  addicts  there  are  about  2,250,000 
other  kinds  of  excessive  drinkers.  There  are  about 
13,500  persons  in  the  United  States  with  an  alco- 
holic psychosis.  The  cost  of  caring  for  alcoholic 
addicts  in  the  mental  hospitals  of  the  United  States, 
as  of  1940,  is  approximately  $13,000,000  a year.  The 
cost  of  maintaining  drunken  persons  in  jails  is 
about  $25,000,000  a year.  The  cost  to  society  of 
crime  associated  with  habitual  excessive  drinking 
is  estimated  to  be  over  $175,000,000  a year. 

The  council  stresses  that  ignorance  regarding  the 
problem  of  alcoholism  and  lack  of  funds  hinder  the 
development  of  remedial  measures.  Annual  appro- 
priations and  contributions  to  official  and  voluntary 
agencies  for  work  with  alcoholic  addicts  total 
about  $500,000,  compared  with  $130,000,000  to 
$160,000,000  for  tuberculosis  and  $16,000,000  to 
$19,000,000  for  infantile  paralysis. 

In  Sweden  before  the  war  there  were  ten  state 
hospitals  devoted  exclusively  to  the  treatment  of 
alcoholism,  in  Switzerland  seventy  dispensaries 
where  an  alcoholic  addict  could  go  for  free  advice 
and  where  institutional  care  could  be  arranged,  and 
in  the  Netherlands  there  is  a consultation  bureau  in 
each  of  the  larger  cities.  In  the  United  States  muni- 
cipal, state  and  federal  governments  have  made  no 
such  facilities  available.  In  most  communities  the 
only  public  institutions  willing  to  accept  an  alco- 
holic addict  is  the  jail.  In  some  large  cities  the 
municipal  hospital  will  accept  alcoholic  addicts 
only  for  sobering  up  treatment.  In  many  of  these 
hospitals,  as  well  as  in  many  jails,  conditions  are 
crowded  and  insanitary. 

The  estimated  amount  spent  by  the  people 
of  the  United  States  for  alcoholic  beverages 
in  1944  was  over  $7,000,000,000.  The  estimated 
amount  paid  for  radio,  newspaper  and  magazine  ad- 
vertising by  national  advertisers  in  the  liquor  in- 
dustry in  1940  was  over  $27,920,000.  The  council 
calls  attention  to  the  fact  that  in  the  absence  of  an 
intelligent  remedial  program  a satisfactory  solu- 
tion of  the  problem  is  not  possible. 
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Millions  have  been  spent  for  prohibition,  millions 
for  repeal,  millions  for  prohibition  again,  millions 
to  induce  people  to  drink,  millions  to  stop  them 
drinking.  The  Research  Council  proposes  greatly 
expanded  research  on  the  nature  and  treatment  of 
alcoholism,  the  personality  of  the  alcoholic  addict 
and  related  subjects.  It  also  recommends  the  de- 
velopment of  more  adequate  hospital  facilities  and 
increased  education,  together  with  industrial  and 
legal  controls.  Reports  on  the  council’s  research 
will  be  available  to  doctors,  scientists  and  other 
interested  persons. 

The  Research  Council  on  Problems  of  Alcohol 
is  one  of  five  national  agencies  dealing  with  the 
problem  of  alcoholism.  The  other  four  include 
Alcoholics  Anonymous  with  over  20,000  members 
in  600  or  more  local  groups;  the  Section  on  Alcohol 
Studies  of  the  Laboratory  of  Applied  Physiology  at 
Yale  University,  which  operates  two  clinics  and 
has  held  three  summer  schools  on  the  problems  of 
alcohol;  the  Quarterly  Journal  of  Studies  in  Alco- 
hol; the  National  Committee  on  Education  for 
Alcoholism  with  headquarters  in  New  York,  which 
employs  a national  lecturer  and  who  has  been 
active  in  promoting  local  committees,  and  the  Na- 
tional Committee  on  Alcohol  Hygiene  of  Baltimore, 
which  provides  speakers  and  publishes  a bimonthly 
periodical. 

Surely  such  a prospect  demands  the  careful  thought 
and  consideration  of  everyone  interested  in  the  social 
welfare  of  America,  d he  world  looks  to  us  as  its 
greatest  nation  and  expects  us  to  lead  it  out  of  its 
present  chaos.  The  greatest  nation  on  earth  cannot 
elTord  to  become  a nation  of  drunkards; 


DOCTORS  AND  SELECTIVE  SERVICE 

The  service  to  the  Nation  of  thousands  of  the 
members  of  the  medical  profession  participating 
in  the  Selective  Service  System  during  World  War 
II  is  most  commendable.  Even  prior  to  the  passage 
of  the  Selective  Service  Act  the  medical  profes- 
sion took  measures  to  prepare  for  the  part  its 
members  were  to  play.  State  medical  societies 
appointed  committees  for  national  defense.  These 
committees  polled  the  members  of  the  societies 
for  volunteers  to  serve  as  Local  Board  Examining 
Physicians  and  members  of  the  Medical  Advisory 
Boards  so  that  when  the  first  examinations  were 
made  in  November,  1940,  the  medical  profession 
was  organized  and  prepared  to  make  complete 
physical  examinations  of  registrants. 

The  Selective  Service  Regulations  provided  for 
one  or  more  examining  physicians  to  be  appointed 
to  each  of  the  local  boards,  of  which  there  are  over 
6,000.  During  the  operation  of  the  Act  there  have 
been  appointed  27,714  Local  Board  Examining  Phy- 
socians  and  7,185  Local  Board  Examining  Dentists. 
In  addition  there  also  were  appointed  8,521  mem- 
bers of  Medical  Advisory  Boards.  Over  14,500,000 
physical  examinations  were  performed  throughout 
the  Nation  by  these  uncompensated  volunteer  phy- 
sicians in  the  operation  of  the  Selective  Service 
System’s  procurement  of  manpower. — Major  Gen- 
eral Lewis  B.  Hershey  in  Medical  Annals  of  the 
District  of  Columbia. 


General  News 


GOVERNOR  NAMES  DR.  JOS.  L.  KNAPP 
HEAD  OF  WESTON  STATE  HOSPITAL 

Dr.  Joseph  L.  Knapp,  who  has  just  completed 
five  years’  service  as  neuro-psychiatrist  in  the  medi- 
cal corps  of  the  army,  has  just  been  appointed 
superintendent  of  the  Weston  State  Hospital 
(mental),  succeeding  Dr.  Orin  R.  Yost,  who  ten- 
dered his  resignation  in  February.  The  appoint- 
ment was  made  by  Governor  Clarence  W.  Mead- 
ows. 

Dr.  Knapp  graduated  from  the  University  of 
Illinois  College  of  Medicine  in  1933,  and  served  a 
rotating  internship  at  West  Suburban  Hospital, 
Oak  Park.  Illinois.  He  had  eighteen  months’  ex- 
perience in  general  practice  before  specializing  in 
psychiatry.  He  held  the  position  of  senior  neuro- 
psychiatrist for  five  years  at  the  2400-bed  State 
Psychiatric  Hospital,  at  Traverse  City,  Michigan. 
While  there,  he  was  in  charge  of  insulin  shock  ther- 
apy, and  al.so  had  over  three  years’  experience  in 
metrazol  shock  therapy.  During  his  last  two  years 
at  Traverse  City,  he  was  a member  of  the  speakers 
bureau  of  the  University  of  Mic’nigan,  speaking  to 
lay  groups  on  the  subject  of  mental  hygiene. 

In  May,  1931,  Dr.  Knapp  was  called  to  active 
duty  in  the  army  and  assigned  to  the  Station  Hos- 
pital at  Camp  Croft,  South  Carolina,  serving  as 
chief  of  the  neuro-psychiatric  service.  Afterwards, 
he  was  assigned  as  neuro-psychiatric  consultant  at 
the  replacement  center  at  Camp  Croft.  For  thirteen 
months,  he  was  division  neuro-psychiatrist  for  the 
89th  infantry  division,  and  from  February,  1945,  to 
January,  1946,  served  as  chief  neuro-psychiatrist  at 
the  rehabilitation  center  at  Fort  Knox,  Kentucky. 
He  was  recently  released  from  the  medical  corps 
of  the  army  with  the  rank  of  lieutenant,  colonel. 

Doctor  Knapp  is  a member  of  the  American  Psy- 
chiatric Association,  and  is  the  author  of  “The 
Psychotherapeutic  Push  Method  as  Practiced  in  an 
Army  Rehabilitation  Center,”  published  in  the 
November.  1945,  issue  of  the  American  Journal  of 
Psychiatry. 


DR.  WILLIAM  R.  LAIRD  HONORED 

The  degree  of  doctor  of  laws  was  conferred  upon 
Dr.  William  R.  Laird,  of  Montgomery,  at  the  gradu- 
ation exercises  at  Hampden-Sydney  college  in 
June.  The  degree  was  conferred  by  Dr.  Edgar  G. 
Gammon,  president  of  the  college,  following  the 
commencement  address  delivered  by  Dr.  Walter  A. 
Newman,  vice  president  of  the  Virginia  Polytechnic 
Institute. 


CONGRESS  ON  INDUSTRIAL  HEALTH 

The  annual  Congress  on  Industrial  Health,  spon- 
sored by  the  Council  on  Industrial  Health  of  the 
American  Medical  Association,  will  be  held  at  Bos- 
ton, September  30-October  3,  1946.  The  full  pro- 
gram for  the  meeting  will  be  made  public  later  in 
the  summer. 
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PROPOSED  AMENDMENTS 

TO  THE  CONSTITUTION 

The  following  amendments  to  the  consti- 
tution of  the  West  Virginia  State  Medical 
Association,  sponsored  by  the  Cabell  County 
Medical  Society  and  offered  at  the  annual 
meeting  of  the  House  of  Delegates  at  Hunt- 
ington, May  13-15,  1946,  will  be  submitted  to 
the  House  of  Delegates  for  final  action  at  the 
80th  annual  meeting  in  1947: 

Article  V. 

Sec.  1.  Amend  the  section  so  as  to  read  as 
follows: 

“The  House  of  Delegates  shall  be  the  legis- 
lative and  business  body  of  the  Association 
and  shall  consist  of  (1)  delegates  elected  by 
the  component  county  societies,  and  (2)  ex 
officio,  the  President.”  (This  section  now  pro- 
vides that  all  ex-Presidents  shall  be  members 
of  the  House  of  Delegates.) 

Article  IX. 

Sec.  2.  Amend  the  section,  lines  4,  5,  and  6, 
by  striking  out  the  words,  “No  Councillor 
shall  be  eligible  to  succeed  himself  after  four 
years  as  Councillor,  but  he  may  be  elected 
after  two  years’  absence  from  the  Council,” 
and  insert  in  lieu  the  following:  “No  member 
who  has  served  a two-year  term  as  Councillor 
shall  be  eligible  for  election  or  reelection  to 
another  term.” 

Sec.  4.  At  the  end  of  the  section,  change 
the  period  to  a semi-colon  and  add  the  follow- 
ing: “however,  all  ex-Presidents  shall  be  eli- 
gible for  election  by  their  respective  com- 
ponent societies  as  delegates  to  the  House  of 
Delegates.” 

Sec.  6.  Insert  new  section  6 as  follows:  “No 
member  shall  hold  more  than  one  office  in  this 
Association  at  the  same  time,  either  elective 
or  appointive.”  Renumber  as  section  7 pres- 
ent section  6. 


RELOCATIONS 

Dr.  Ernest  L.  Shore,  of  Harrisonburg,  Virginia, 
has  located  for  the  practice  of  his  profession  at 
Salem. 

* * * 

Dr.  J.  O.  Williams,  of  Ameagle,  has  moved  to 
Alderson,  West  Virginia,  where  he  will  continue  in 
general  practice. 

* * * 

Dr.  Lucius  L.  Powell,  formerly  of  Rochester, 
New  York,  has  located  in  Huntington,  West  Vir- 
ginia, with  offices  at  1102  Fifth  Avenue. 


ASKS  DATA  ON  INDUSTRIAL  PRACTICE 

All  doctors  engaged  in  industrial  practice  in 
West  Virginia  are  requested  to  write  to  Dr.  J.  L. 
Patterson,  secretary  of  the  Section  on  Industrial 
Health  of  the  West  Virginia  State  Medical  Asso- 
ciation, furnishing  full  name,  address,  and  com- 
pany by  whom  employed.  It  is  also  requested  that 
Doctor  Patterson  be  informed  whether  or  not  the 
doctor  is  engaged  in  full-time  or  part-time  indus- 
trial practice. 


CANCER  COMMITTEE  ADVOCATES  TUMOR 
CLINICS  AND  CANCER  MEETINGS  IN  STATE 

A meeting  of  the  Cancer  Committee  of  the  West 
Virginia  State  Medical  Association  was  held  May 
14,  1946,  during  the  annual  meeting  at  Huntington. 

The  desirability  of  each  component  society  hold- 
ing a cancer  meeting  at  least  once  a year  was  dis- 
cussed again,  and  the  members  expressed  the 
thought  that  the  meeting  should  emphasize  the 
treatment  and  control  of  cancer  for  the  general 
practitioner.  It  was  also  suggested  that  each  so- 
ciety appoint  an  active  local  cancer  committee  to 
work  out  problems  of  cancer  control  in  their  re- 
spective communities.  These  committees  would 
arrange  lay  educational  cancer  meetings  and  serve 
as  liaison  committees  between  local  medical  so- 
cieties and  the  division  of  cancer  control  of  the 
state  health  department. 

The  committee  also  agreed,  since  72  per  cent  of 
the  people  of  West  Virginia  live  in  rural  areas, 
that  diagnostic  clinics  should  be  held  every  three  or 
four  months  in  rural  communities.  The  question  of 
care  of  terminal  cancer  cases  was  discussed  in  de- 
tail, and  it  was  pointed  out  that,  through  joint 
agreement  with  the  DPA,  whenever  a needy  cancer 
patient  is  termed  incurable,  the  DPA  will  render 
routine  medical  care,  including  hospitalization,  un- 
der its  medical  and  hospital  program  whenever 
such  an  individual  is  eligible  to  receive  care  from 
the  department. 

The  committee  agreed  that  the  terminal  cancer 
case  is  the  responsibility  of  the  local  community, 
aided  by  the  DPA  or  private  welfare  agencies.  It 
was  agreed  that  the  division  of  cancer  control 
should  carry  out  its  four-point  program  of  educa- 
tion, both  lay  and  professional,  aiding  in  the  estab- 
lishment of  tumor  clinics,  extending  assistance  for 
tissue  diagnosis  to  needy  cancer  patients,  and  pro- 
viding treatment  for  such  patients  whenever  the 
prognosis  is  favorable. 


TUMOR  CLINIC  AT  MARTINSBURG 

A tumor  diagnostic  clinic  was  held  in  May  at  the 
Kings  Daughters  Hospital,  in  Martinsburg,  by  the 
Eastern  Panhandle  Medical  Society  in  cooperation 
with  the  local  field  army  of  the  West  Virginia 
Cancer  Society.  Dr.  William  Neill,  of  the  Kelly 
Clinic  in  Baltimore,  was  the  clinician.  A total  of 
twenty-three  cases  were  examined,  the  patients 
being  referred  by  their  family  physicians,  who  in 
most  cases  accompanied  them.  The  members  of 
the  field  army  were  hosts  at  a luncheon  for  the 
doctors  and  interested  laymen.  Doctor  Neill  and 
Dr.  Paul  R.  Gerhardt,  director  of  the  division  of 
cancer  control  of  the  state  health  department, 
were  the  guest  speakers. 


NEW  TUMOR  CLINIC  IN  CHARLESTON 

The  medical  staff  of  the  Charleston  General  Hos- 
pital, at  Charleston,  is  conducting  a free  tumor 
clinic  each  Wednesday  at  ten-thirty  o’clock.  An 
invitation  has  been  extended  to  physicians  gen- 
erally to  attend  or  refer  patients  to  the  clinic. 
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ADDRESSES  WANTED 

Copies  of  the  West  Virginia  Medical  Jour- 
nal addressed  to  a number  of  members  in  the 
military  service  have  been  returned,  marked 
“Address  Unknown.”  It  is  requested  that  in- 
formation concerning  the  present  address  of 
any  of  the  following  doctors  be  furnished  the 
headquarters  office  of  the  West  Virginia  State 
Medical  Association,  Box  1031,  Charleston  24, 
West  Virginia: 

Aliff,  Robert  C.,  Charleston 
Ashman,  Hyman,  Gallagher 
Becker,  Philip  L.,  Kimberly 
Bevacqua,  Wm.  A.,  Parkersburg 
Boggs,  W.  C.,  Wheeling 
Bruce,  Thomas  H.,  New  Cumberland 
Butterfield,  Donald  L.,  Milburn 
Cardey,  Norman  L.,  Winona 
Carlson,  Fred.  B.,  Charleston 
Chandler,  C.  B.,  laeger 
Conrad,  H.  A.,  Elkins 
Derkach,  Stephen  L.,  Glen  Rogers 
Dodson,  Ross,  Huntington 
Feldman,  John  L.,  Longacre 
Garred,  Emery  W.,  Milton 
Gaskel,  J.  C.,  Williamson 
Giffin,  T.  C.,  Keyser 
Greenberg,  Ralph  C.,  Masontown 
Groves,  Owen  A.,  Charleston 
Hess,  D.  S.,  Shinnston 
Jones,  C.  T.,  Pemberton 
Lamb,  Robert  M.,  Winona 
Mangus,  J.  E.,  Pineville 
Mcllvaine,  Wm.  E.,  Moundsville 
Neal,  W.  L.,  Huntington 
Nolan,  Lewis  E..  Montgomery 
Prioletti,  Vincent,  Weirton 
Riheldaffer,  W.  H.,  Clarksburg 
Smith,  R.  G.,  Beckley 
Stevens,  W.  R.,  Kimball 
Todd,  L.  B.,  Quinwood 
Vaughan,  Paul  E.,  Beckley 
Walters,  John  W.,  Wheeling 
Ward,  Harold  W.,  Sutton 
Warman,  W.  M.,  Morgantown 
Weisman,  Samuel,  Parsons 
Wiser,  H.  J.,  Bluefield 
Woolwine,  J.  H.,  Jr.,  Tams 
Wornal,  L.  S.,  Shinnston 


DR.  COVALT  AWARDED  LEGION  OF  MERIT 

Col.  Donald  A.  Covalt  (MC),  who  was  a guest 
speaker  at  the  rehabilitation  dinner  sponsored  by 
the  American  Legion,  held  in  connection  with  the 
annual  meeting  of  the  West  Virginia  State  Medi- 
cal Association,  at  Huntington,  in  May,  has  been 
awarded  the  Legion  of  Merit  for  his  services  with 
the  Army  Air  Forces. 

Doctor  Covalt  is  assistant  medical  director  of 
the  Medical  Rehabilitation  Division  of  the  Veter- 
ans Administration,  and  is  located  in  Washington, 
D.  C. 


SOUTHERN  MEDICAL  AT  MIAMI 

The  annual  meeting  of  the  Southern  Medical 
Association  will  be  held  at  Miami,  Florida,  Novem- 
ber 4-7,  1946. 


POLIOMYELITIS  INSTITUTE  HELD 

AT  MORRIS  MEMORIAL  HOSPITAL 

A Poliomyelitis  Institute  was  held  at  Morris 
Memorial  Hospital  for  Crippled  Children  at  Milton, 
May  20-25,  1946.  The  institute  was  sponsored  by 
the  Division  of  Medical  Services  of  the  DPA,  the 
State  Health  Department,  State  Board  of  Exami- 
ners for  Nurses,  West  Virginia  Crippled  Children’s 
Society,  and  National  Foundation  for  Infantile 
Paralysis,  in  cooperation  with  the  host  institution, 
Morris  Memorial  Hospital. 

Speakers  included  Dr.  Morton  A.  Seidenfeld,  of 
the  National  Foundation,  New  York;  Dr.  Jessie 
Wright,  University  of  Pittsburgh  School  of  Medi- 
cine; Miss  Suzanne  Hirt,  Medical  College  of  Vir- 
ginia; Dr.  Paul  H.  Harmon,  medical  director,  Morris 
Memorial  Hospital;  Dr.  Claude  B.  Smith  and  Dr. 
Randolph  L.  Anderson,  of  Charleston;  Dr.  Francis 
A.  Scott,  of  Huntington;  Mrs.  Esther  Walraven,  RN, 
supervisor  of  nursing,  DPA;  and  Dr.  Charles  C. 
Hedges,  director  of  communicable  diseases  of  the 
state  health  department. 

The  meeting  was  held  primarily  for  institutional 
and  private  duty  nurses,  and  schools  of  nursing 
from  Huntington,  Charleston,  Parkersburg,  and 
Wheeling  were  represented.  The  demonstrations  of 
physical  therapy  were  under  the  supervision  of 
members  of  the  staff  at  Morris  Memorial  Hospital. 
Luncheon  was  served  each  day  by  the  Huntington 
chapter  of  the  National  Foundation  for  Infantile 
Paralysis.  There  was  an  average  attendance  of 
forty  persons  daily. 

One  of  the  interesting  features  of  the  six-day 
meeting  was  a concert  by  the  Morris  Memorial 
rhythm  band,  which  is  composed  exclusively  of 
crippled  children  at  the  hospital.  It  is  said  to  be 
the  only  rhythm  band  of  crippled  children  in  the 
United  States. 


CHANGES  OF  ADDRESS 

Failure  to  receive  copies  of  the  West  Virginia 
Medical  Journal  regularly  should  be  reported  with- 
out delay  in  order  that  the  cause  may  be  ascer- 
tained and  corrected.  Whenever  possible,  duplicate 
copies  will  be  mailed  to  members  who  report  fail- 
ure to  receive  copies  regularly  as  issued.  Address 
all  complaints  to  the  West  Virginia  Medical  Jour- 
nal, Box  1031,  Charleston  24,  West  Va. 

Changes  in  address  should  be  reported  at  least 
ten  days  prior  to  the  end  of  the  month.  The  Journal 
is  issued  on  the  first  day  of  the  month. 


PHC  LICENSES  39  DOCTORS 

As  a result  of  the  examination  for  licensure  con- 
ducted by  the  Public  Health  Council,  at  Charleston, 
April  1-3,  1946,  thirty-nine  doctors  have  been  li- 
censed to  practice  in  West  Virginia. 

The  following  doctors  were  licensed  by  exami- 
nation: David  Bachwitt,  Charleston;  Thomas 

Blakely  Baer,  Huntington;  Kenneth  Dale  Bailey, 
Clarksburg;  William  Edgar  Baldock,  Charleston; 
Frank  Matthew  Booth,  Jr.,  Huntington;  Walter 
Edward  Bundy,  Jr.,  Oak  Hill;  Robert  Roy  Dona- 
hoe,  Washington,  D.  C.;  David  Lawrence  Ealy, 
Moundsville;  Michael  Ignatius  Hanna,  Charleston; 
Thomas  Sheridan  Knapp  (in  the  armed  forces); 
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Frederick  Vivian  Lilly,  Beckley;  Franklin  William 
Mallamo,  Fairmont;  John  Mark  Moore,  Wheeling; 
Elliot  Moses  Namay,  Charleston;  Howard  Troy 
Phillips,  Jr.,  Fairmont;  Robert  Dudley  Pillsbury, 
Washington,  D.  C.;  William  Rufus  Rice,  Dunbar; 
Archie  Carey  Thompson,  Charleston;  Gordon  Liv- 
ingston Todd,  Jr.,  Princeton;  and  Eldon  Bryant 
Tucker,  Jr.,  Morgantown. 

The  following  doctors  were  licensed  by  reci- 
procity: Henry  Aldis,  Shepherdstown;  Leonard 

Allen  Bible,  Montgomery;  Robert  Courtney  Bock, 
Charleston;  Carl  Frederick  Breisacher,  Charleston; 
George  William  Burch,  Man;  Darrell  Arthur  Camp- 
bell, Chaleston;  Cletis  Stewart  Dorsey,  Kingston; 
Paul  Lowell  Douglas,  Pursglove;  John  Dee  Ger- 
man, Huntington;  William  James  Glass,  Jr.,  Sis- 
sonville;  Sander  Goodman,  Huntington;  Frank 
William  Gwinn,  Alderson;  Seldon  Rae  Hoover, 
Charleston;  Wendell  Everett  James,  Elkins;  Wil- 
liam Benjamin  MacCracken,  Huntington;  Carl 
Kenneth  Pearlman,  Huntington;  Hal  Waugh  Smith, 
Montgomery;  Harlan  Aljean  Stiles,  Huntington; 
and  Reuben  Stutch,  Boston,  Mass. 


COMPLETENESS  OF  BIRTH  REGISTRATION 

One  of  the  interesting  scientific  exhibits  at  the 
annual  meeting  of  the  State  Medical  Association 
at  Huntington,  May  13-15,  was  arranged  by  the 
Vital  Statistics  Division  of  the  State  Health  De- 
partment. The  exhibit  showed  the  average  number 
of  children,  by  counties,  per  100  born  who  were 
not  registered  at  the  time  of  birth.  The  number 
varied  from  a low  of  2.4  per  100  births  in  Ohio 
County  to  a high  of  34  per  100  births  in  Grant 
County.  Several  inquiries  were  made  concerning 
the  method  used  in  obtaining  the  data  presented, 
and  in  order  to  answer  such  questions,  the  division 
of  vital  statistics  has  released  the  following  ex- 
planation: 

The  data  was  based  on  the  results  of  the  nation- 
wide birth  registration  test  conducted  by  the  De- 
partment of  Commerce,  Bureau  of  the  Census,  from 
Decem.ber  1,  1939,  to  March  31,  1940.  During  this 
period,  census  enumerators  visited  every  home  in 
the  state  and  filled  out  a special  card  for  all  infants 
who  had  been  born  during  the  test  period.  These 
cards  were  matched  with  the  corresponding  birth 
records  on  file  in  the  state  health  department. 

In  order  to  match  the  records,  they  were  first 
completely  alphabetized  by  the  last,  first,  and 
middle  name  of  the  child,  and  by  county  of  birth. 
The  birth  certificates  were  alphabetized  in  the 
same  way.  These  two  groups  of  records  for  each 
county  were  then  matched  so  far  as  possible.  The 
birth  certificates  that  remained  unmatched  at  this 
point  were  then  checked  against  the  death  certifi- 
cates on  file  in  the  state  health  department  to  de- 
termine whether  the  child  had  died  soon  after  birth, 
or  before  the  census  enumerators  had  a chance  to 
get  to  the  home. 

The  cards  that  remained  unmatched  to  birth 
certificates  were  considered  unregistered  births, 
and  the  percents  shown  on  the  exhibits  were  com- 
puted by  counties  from  these  cards. 

Although  this  test  was  conducted  in  1940,  there 
is  little  evidence  that  birth  registration  today  is 
materially  better  than  it  was  at  the  time  of  the  test. 


NEW  MEMBERS  OF  STATE  MEDICAL 

ASSOCIATION  ELECTED  SINCE  JAN.  15 

The  following  is  a list  of  new  members  of  the 
West  Virginia  State  Medical  Association  elected  by 
component  societies  since  January  15,  1946: 

Barbour-Randolph-Tucker 


Burke,  C.  P Thomas 

**Leonard,  C.  L Elkins 

Snedegar,  Paul Elkins 

Cabell 

**Baer,  Thomas  B Huntington 

tCarr,  Joel  F Huntington 

^German,  John  D Huntington 

Goodman,  Sander Huntington 

Harmon,  Paul  H Huntington 

•‘'*McCracken,  Wm.  B Huntington 

^••Morris,  John Huntington 

Powell,  Lucius  L Huntington 

Thomas,  M.  J... Huntington 

JWilkinson,  Walter  R Huntington 

Doddridge 

**Freeman,  James  A..  Jr West  Union 

Hancock 

**Flood,  Richard  E Hollidays  Cove 

Hall,  J.  E Newell 

**Justice,  Edward  L Hollidays  Cove 

Harrison 

"^*Harrison,  Charles  S Clarksburg 

Kanawha 

Armentrout,  Lewis  H Charleston 

Breisacher,  Carl  F Charleston 

**Campbell.  D.  A Charleston 

**Carter,  W.  Smoot Charleston 

**Jarrett,  Marion  F Charleston 

Nelson,  Geo.  O Nitro 

=i:*0’Dell,  Richard  N South  Charleston 

Powell,  Charles  W Charleston 

"*Rossman,  Wm.  B Charleston 

Stoekel,  Catherine  R Charleston 

Vial,  H.  R.  W Charleston 

Logan 

Dalton.  Horace  JVI Logan 

*'^Kizinski,  Alexander  B Logan 

Marion 

Hobbs,  Melford  LeRoy Fairmont 

**Lawson,  William  Thomas Fairmont 

Mercer 

**Cunningham,  Raymond Bluefield 

* "■'Gatherum,  Robert Bluefield 

Neale,  Richard  C Bluefield 

**Scott,  Charles  M Bluefield 

Monongalia 

Pride,  Maynard Morgantown 

McDowell 

Coleman,  Herbert  M laeger 

Ohio 

Moore,  John  Mark Wheeling 

¥*Paimer,  David  W Wheeling 

* ‘ Pickar,  Daniel  N Wheeling 

**Purpura,  Anthony  J Wheeling 

Parkersburg  Academy 

■'*GofT,  S.  W Parkersburg 

Sheridan,  Richard Parkersburg 

Preston 

JDavis,  D.  R Kingwood 

** Watkins,  David  A Masontown 

Taylor 

Campbell,  O.  S Grafton 


Jin  Military  Service. 

"’Released  from  Military  Service. 
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Important  instructions  for  fee-designated  phy- 
sicians are  incorporated  in  a release  issued  by  the 
Veterans  Administration  Regional  Office  at  Hunt- 
ington under  date  of  June  1,  1946.  The  information 
is  of  paramount  interest  and  value  to  all  members 
of  the  State  Medical  Association  participating  in 
the  Veterans  Care  Program.  For  this  reason,  the 
release  is  printed  in  full  as  follows: 

Out-Patient  Treatment 

The  following  veterans  are  potentially  eligible 
for  out-patient  treatment  at  the  expense  of  the 
Veterans  Administration: 

1.  Ex-members  of  the  military  or  naval  forces 
suffering  from  diseases  or  injuries,  requiring  treat- 
ment, which  have  been  determined  by  the  Veterans 
Administration  to  be  service  connected. 

2.  An  associated  condition  which  while  not  at- 
tributable to  service,  has  been  medically  deter- 
mined by  the  Veterans  Administration  to  be  aggra- 
vating the  service  connected  disability,  when 
treatment  of  such  associated  condition  may  be  rea- 
sonably expected  to  improve  the  service  connected 
condition. 

3.  Veterans  who  have  filed  claims  which  are 
pending  adjudication,  may  receive  out-patient 
treatment  for  conditions  which  present  prima  facie 
evidence  of  being  service  connected  if  approval  is 
secured  from  the  Chief  Medical  Officer.  To  avoid 
misunderstanding  prior  authority  should  be  se- 
cured except  in  case  of  emergency. 

4.  Veterans  who  are  suffering  from  malaria, 
may  be  given  treatment  for  malaria  if  their  dis- 
charge or  other  evidence  shows  they  have  had 
tropical  service. 

5.  Veterans  who  are  vocational  trainees  under 
Public  16,  78th  Congress  may  be  supplied  treatment 
for  any  condition  whether  service  connected  or 
non-service  connected,  which  is  necessary  to  pre- 
vent interruption  of  their  training.  Prior  authori- 
zation is  necessary.  Veterans  in  training  or  re- 
ceiving education  under  Public  346,  78th  Congress 
are  entitled  to  Out-Patient  treatment  for  Service 
Connected  Disabilities  Only. 

The  following  are  conditions  which  prevent  au- 
thorization of  out-patient  treatment  for  service 
connected  disabilities: 


1.  A claimant  who  has  been  discharged  from  a 
hospital  for  a disciplinary  reason  is  not  entitled  to 
out-patient  treatment  by  a designated  physician 
during  the  disciplinary  period  (which  is  three 
months  for  the  first  offense  and  six  months  for  the 
second  offense).  He  may,  however,  receive  out- 
patient treatment  at  the  Regional  Office  providing 
he  pays  his  own  transportation. 

2.  When  a veteran  applies  for  out-patient  treat- 
ment, and  it  is  found  he  is  in  need  of  hospitaliza- 
tion, he  will  not  be  entitled  to  out-patient  treat- 
ment if  he  refused  hospitalization. 

The  only  exception  to  the  above  is  when  the 
veteran  is  in  need  of  treatment  for  a service  dis- 
ability that  is  declared  to  be  a medical  emergency. 
He  will  then  be  treated  during  the  period  of  the 
emergency,  after  which  time,  if  he  is  still  in  need  o. 
hospitalization  and  he  refuses,  no  further  authori- 
zation for  out-patient  treatment  will  be  granted. 

The  following  data  is  important  and  should  ) 
given  careful  consideration: 

When  an  alleged  veteran  applies  for  the  first 
time  on  his  own  initiative,  you  should  ask  him  to 
show  his  certificate  of  discharge,  or  a certificate  in 
lieu,  and  record  accurately  therefrom  the  rank  and 
organization;  dates  of  enlistment  and  discharge  ana 
the  character  of  discharge  (honorable,  not  dishonor- 
able and  any  disability  noted).  If  he  has  no  such 
exhibits,  ask  him  to  show  any  letters  received  fron. 
the  Veterans  Administration  furnishing  at  least 
prima  facie  evidence  that  the  applicant  is  an  ex- 
member of  the  military  or  naval  forces.  These  ex- 
hibits will  serve  as  a means  of  identification,  but 
will  not  entitle  him  to  authorized  out-patient  treat- 
ment. 

1.  If  such  an  applicant’s  condition  is  not  emer- 
gent, and  immediate  or  prima  facie  eligibility  is 
not  apparent,  you  will  secure  authorization  from  the 
Regional  Office  before  starting  treatment. 

2.  If  the  applicant’s  condition,  while  emergent, 
permits  the  time  necessary  to  procure  authoriza- 
tion, you  will  telephone  or  telegraph  the  Chief 
Medical  Officer  at  the  Regional  Office  in  Hunting- 
ton  1,  W.  Va.,  or  his  designate  for  authority,  giving 
the  full  name  and  address,  C-number  if  any,  diag- 
nosis and  condition  of  the  applicant  and  data  as 
to  rank,  organization,  dates  of  enlistment  and  dis- 
charge and  character  of  discharge.  By  so  doing  you 
will  be  promptly  informed  as  to  his  eligibility  for 
out-patient  treatment. 

3.  If  the  applicant’s  condition  is  so  emergent 
that  his  life  would  be  jeopardized  in  awaiting  tele- 
graph or  telephone  authorization,  you  may  render 
the  emergency  treatment,  provided  you  notify  the 
station  concerned  by  forwarding  Form  2690,  which 
must  be  in  the  mails  not  later  than  five  days  after 
the  treatment  is  rendered.  If  claimant  is  eligible. 
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authorization  will  be  issued  covering  the  emer- 
gency treatment  and  such  additional  treatments  as 
were  requested  or  considered  necessary.  If  the  ap- 
plicant is  not  entitled,  you  will  be  notified. 

4.  It  should  be  distinctly  understood  that  the 
rendering  of  emergency  treatment  is  on  your  re- 
sponsibility. Authorization  for  such  treatment  can 
be  granted  when  the  case  is  reported  within  five 
days  and  eligibility  exists.  Authorization  cannot 
be  retroactively  dated  and  cannot  be  granted  if  the 
applicant  is  not  eligible. 

You  should  submit  at  the  end  of  the  month  on 
each  claimant  treated  a consolidated  certified  bill 
including  all  authorized  services  rendered  during  a 
period  of  one  month.  Two  or  more  separate  bills 
covering  authorized  services  rendered  at  different 
times  during  the  month  should  not  be  submitted 
on  the  same  claimant.  Bills  must  be  submitted  to 
the  Regional  Office  each  month  and  not  later  than 
the  5th  of  the  month  following  the  one  in  which 
the  services  were  rendered. 

Forms  2690  and  2690a 

Form  2690  (Designated  Physician’s  Request  for 
Authority  for  Treatment),  is  to  be  used  in  request- 
ing any  type  of  authority  (in  either  an  emergent 
or  non-emergent  case)  or  for  continuance  of  treat- 
ment. This  form,  in  requesting  initial  authority  to 
begin  treatment  will  be  submitted  as  occasion  re- 
quires; provided  that  in  emergent  cases,  when  treat- 
ment has  been  rendered,  it  is  forwarded  within  five 
days  of  the  giving  of  such  emergency  treatment,  so 
that  such  service,  if  the  patient  be  eligible  there- 
for, may  be  covered  by  authorization.  Form  2690, 
when  used  to  request  continuance  of  a series  of 
treatment  that  has  previously  been  authorized,  will 
be  mailed  on  the  23rd  of  each  month,  so  that  the 
Chief  Medical  Officer  or  his  designate  will  be  in 
receipt  of  it  by  the  first  of  the  succeeding  month, 
and  can  prepare  and  issue  Form  2639,  authorizing 
continuance  of  treatment  in  cases  which  he  deter- 
mines it  is  needed.  It  is  very  necessary  to  note  on 
the  Form  2690  whether  the  service  is  for  home 
visits  or  office  calls. 

Form  2690a  is  to  be  used  to  report  the  treatments 
rendered.  It  is  to  be  mailed  to  this  office  promptly 
at  the  end  of  each  month  by  the  designated  phy- 
sicians who  have  rendered  services  for  the  reported 
month.  The  bill  for  the  service  should  be  attached 
to  this  form. 

A strict  adherence  to  the  proper  execution  of 
these  forms  with  their  prompt  submittance  will 
greatly  assist  the  Regional  Office  and  will  assure 
you  of  the  proper  authorization  and  payment  for 
services  rendered. 

In  cases  requiring  medicines  or  supplies,  the  des- 
ignated physician  should  forward  the  prescription 
to  the  Regional  Office  where  it  will  be  filled  by  the 
druggist  and  promptly  mailed  to  the  claimant.  Re- 
fills should  be  made  only  upon  the  request  of  the 
designated  physician. 


Hospitalization  of  veterans  may  be  made  in  pri- 
vate or  contract  hospital  for  veterans  having: 

(a)  Service  connected  conditions,  which  condi- 
tion requires  hospitalization. 

(b)  Veterans  with  pending  claims  who  have 
prima  facie  evidence  of  a service  connected  con- 
dition which  requires  hospitalization.  However, 
prior  authority  should  always  be  secured  for  such 
cases. 

In  case  of  emergency  veterans  who  have  pending 
claims  and  prima  facie  evidence  of  service  con- 
nection approved  by  the  Chief  Medical  Officer  may 
be  hospitalized,  and  authority  secured  by  phone 
or  telegraph  from  the  Regional  Office  of  the  Vet- 
erans Administration  not  later  than  72  hours  after 
hospitalization.  However,  it  should  be  understood 
that  unless  the  conditions  mentioned  in  this  para- 
graph are  met  that  the  expenses  of  hospitalization 
cannot  be  paid.  It  will  distinctly  be  understood 
and  the  veteran  will  be  so  informed  that  the  fur- 
nishing of  emergency  hospitalization  or  out-patient 
treatment  does  not  imply  that,  for  pension  pur- 
poses, the  decision  on  his  claim  will  be  in  favor 
of  service  connection. 

In  reporting  on  Form  2690  you  should  indicate 
in  the  space  provided,  whether  hospitalization  is 
needed.  If  the  applicant  is  in  need  of  emergency 
hospitalization  the  Chief  Medical  Officer  or  his 
designate  should  be  informed  by  telephone  or  tele- 
graph as  responsibility  for  such  hospitalization  will 
not  be  assumed  by  the  Veterans  Administration  in 
cases  not  meeting  requirements  for  hospitalization 
in  private  or  contract  hospitals. 

Maximum  Fees  Allowable 

The  maximum  fees  allowable  for  general  treat- 
ments or  examinations  of  veterans  are:  out-patient 
office  treatments,  $3.00  each;  out-patient  home 
treatments,  $3.00  each;  examinations  to  determine 
need  for  out-patient  treatment,  $3.00  each  if  ex- 
amination is  made  between  7 :00  a.  m.  and  7 :00 
p.  m.;  $5.00  each  if  examination  is  made  between 
7:00  p.  m.  and  7:00  a.  m.;  complete  physical  exami- 
nation for  pension,  compensation  or  government 
insurance,  $7.50  each.  Fees  for  special  examina- 
tions, laboratory  examinations  and  x-rays,  will  be 
listed  on  the  Form  2639,  Letter  of  Authority  for 
Medical  Service  on  Fee  basis,  whenever  such  spe- 
cial examinations  are  required. 

In  addition  to  the  fee  for  examination  or  treat- 
ment, there  may  also  be  authorized  a fee  of  75<( 
per  mile  one  way  when  responding  to  calls  in  rural 
districts. 

Payment  of  $3.00  may  also  be  paid  for  physical 
examination  on  a “P  10’’  Application  for  Hospitali- 
zation or  Domiciliary  care.  If  a veteran  presents 
himself  to  you  not  in  connection  with  out-patient 
treatment,  and  applies  for  hospitalization  or  domi- 
ciliary care  the  P-10  application  should  be  filled  out, 
and  a definite  recommendation  made  as  to  need 
for  hospitalization  or  domiciliary  care,  and  if  pos- 
sible a definite  diagnosis  should  be  made.  Upon 
completion  of  the  P-10  form,  it  should  be  forwarded 
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Effective  Against 
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SULFUR  FOAM  APPLICATORS 

Convenient  Cloth  Applicators 
Impregnated  with  Sulfur  and  Soap 

DLlKl^G  THE  COMING  SEASON  this  timely  prescription  product 
will  brill"  relief  and  grateful  thanks  from  patients  suffering 
from  chiggers. 

Sulfur  Foam  Applicators  are  indicated  whenever  sulfur  is  to 
he  usetl  externally. 


They  have  the  advantage  of.  , , 

. . . even  dispersal  of  fine  sulfur  particles 
. . . convenience — they  are  easy  to  use 
. . . elegance — no  grease,  mess  or  stain 
...safety,  minimizing  the  possibility  of  sulfur 
dermatitis 

Complete  directions  ivith  each  package 


SULFUR  FOAM  APPLICATORS 


PROPHYLAXIS 


TREATMENT 
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with  the  bill  for  service  attached  to  the  Huntington 
Regional  Office. 

Physical  Examination 

1.  Examinations  for  pension,  compensation  or 
adjudication  purposes  are  made  on  the  blue  Form 
2545.  Care  should  be  taken  to  fill  out  each  number. 

2.  Questions  7 and  8 should  be  answered  in  some 
detail. 

3.  Question  9,  which  is  the  present  complaint  of 
patient,  should  be  signed  by  the  veteran. 

4.  Questions  12  and  13,  which  deal  with  E.E.N.T. 
are  usually  sufficiently  answered,  unless  patient  has 
a definite  condition  falling  in  this  category,  if  vision 
by  snellen  chart  and  hearing  distance  for  spoken 
voice  are  given. 

Questions  14  and  30,  inclusively,  are  usually  an- 
swered sufficiently  by  one  word  indicating  they  are 
normal  or  no  pathological  condition  is  found,  un- 
less patient  has  some  abnormality  or  disease,  in 
which  case  the  findings  should  be  recorded  in  de- 
tail. 

6.  Definite  diagnoses  should  be  made  and  re- 
corded under  Number  31. 

Designated  physicians  who  do  not  have  a clear 
understanding  of  the  necessary  procedure  in  the 
handling  of  cases  are  requested  to  write  to  the 
Chief  Medical  Officer  of  the  Huntington  Regional 
Office  for  further  instructions. 


Doctors  in  the  Service 


Dr.  F.  Eugene  Amick,  of  Charleston,  was  recently 
released  from  the  Army  Medical  Corps  with  the 
rank  of  Captain.  He  has  accepted  a two-year  resi- 
dency in  pediatrics  at  Gallinger  Municipal  Hos- 
pital, Washington,  D.  C. 

* * * 

Lt.  Walter  R.  Wilkinson,  of  Huntington,  has  re- 
ported for  active  duty  in  the  Army  Medical  Corps. 
He  has  been  assigned  to  the  4th  Base  Training 
School  at  Fort  Sam  Houston,  Texas. 

^ ^ ^ 

Capt.  L.  H.  Nefflen,  of  Elkins,  who  has  been  lo- 
cated at  Fort  Leavenworth,  Kansas,  has  been 
released  from  the  Army  Medical  Corps,  and  has 
returned  to  his  home  at  Elkins. 

Lt.  Col.  Louis  E.  Baron,  of  Mannington,  has  been 
released  from  military  service  and  will  resume 
practice  in  his  home  city  early  in  July.  Colonel 
Baron  spent  ten  months  overseas  in  the  Philippines 
and  Japan,  serving  as  executive  officer  of  the  27th 
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The  Wappler  Short  Wave  Dia- 
thermy Unit  was  not  planned 
to  be  just  another  low  priced 
unit.  The  objective  was  a ma- 
chine that  would  give  peak 
performance  and  power,  that 
would  afford  the  doctor  con- 
venience of  application  — a 
machine  that  would  induce 
temperatures  in  the  deep  tis- 
sues attainable  only  with  the 
most  expensive  units.  Of  equal 
importance  was  the  desire  to 
design  and  engineer  a model  of 
enduring  beauty,  rugged  con- 
struction and  superlative  work- 
manship insuring  years  of  com- 
pletely satisfactory  operation. 


Simplicity  of  treatment  appli- 
cation is  one  of  the  many  con- 
venience features  appreciated 
by  both  patient  and  operator. 
The  condenser  pads,  for  in- 
stance, can  be  shaped  to  body 
contours  so  that  straps  or  tapes 
are  unnecessary.  Pads  are 
strengthened  at  the  cord  junc- 
tion, the  most  vulnerable  point. 
No  expense  has  been  spared  in 
making  the  Wappler  Induc- 
tance Cable — it  provides  true 
inductance  heating  effects  as 
opposed  to  the  split  cable  type. 
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PALATABILITY  AND 
NUTRITION  FACTORS 

of 


STRAINED  BABY  SOUPS 


Q.  what  is  the  importance  of 
palatability  ? 

A.  A leading  pediatrician  has  pointed 
out  that  even  in  the  early  months  of 
life  infants  are  able  to  detect  minute 
differences  in  flavor.  The  appealing 
palatability  of  Campbell’s  Strained 
Baby  Soups  is,  therefore,  an  advan- 
tage. It  should  further  be  pointed  out 
that  all  the  "tastes”  in  these  soups 
are  the  wholly  natural  ones  of  the 
meats,  vegetables  and  cereals  used. 

Q.  Why  are  the  different  ingredients 
selected  ? 

A.  Campbell’s  Strained  Baby  Soups 
are  planned  to  provide  a balance  in 
nutrients  to  supplement  the  daily  milk 
diet.  Since  it  takes  many  different 
foods  to  supply  the  approximately  40 
nutrients  needed  for  infant  develop- 
ment and  energy,  we  use  vegetables 
and  a cereal  in  preparing  each  of  the 
four  meat  soups.  Flavor  is  improved, 
too.  For  instance,  liver  alone  has  too 
strong  a taste  for  some  babies,  but 
blended  with  vegetables,  palatability 


is  enhanced.  It  should  also  be  noted 
that  these  soups  are  intended  for  use  as 
early  in  normal  infancy  as  any  other 
strained  baby  foods. 

Q.  What  measures  are  taken  to 
conserve  food  constituents? 

A.  In  preparing  these  Baby  Soups, 
Campbell’s  have  developed  a method, 
based  on  the  latest  scientific  knowl- 
edge, which  retains  the  minerals  and 
efficiently  conserves  the  vitamins. 

A comprehensive  analysis  of  each  soup 
may  be  had  upon  request  to  Campbell 
Soup  Company,  Camden,  New  Jersey. 


5 

KINDS  : 

LIVER 

CHICKEN 

LAMB 

BEEF 

VEGETABLE 

All  in  Glass 
Jars 


Campbell’s  Strained  Baby  Soups  represent  fine 
quality  ...  in  ingredients  ...  in  care  and  method 
of  cooking  ...  in  retention  of  minerals  and  con- 
servation of  vitamins  . . . and  in  good  flavor. 
Every  resource  of  Campbell’s  Kitchens  is  de- 
voted to  that  aim. 
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and  54th  General  Hospitals,  and  the  361st  Station 
Hospital.  All  three  units  operated  at  the  site  of 
the  Do-ai  Memorial  Hospital,  in  Tokyo. 

*  *  * 

Lt.  Col.  James  L.  Blanton,  of  Fairmont,  who  was 
released  from  military  service  early  this  year, 
is  now  a senior  member  of  the  medical  department 
at  the  Clifton  Springs  Sanitarium  and  Clinic, 
Clifton  Springs,  New  York.  He  is  in  charge  of  the 
Department  of  Arthritis  and  Allergy. 

* * * 

Lt.  Col.  Howard  G.  Weiler,  MC,  is  on  terminal 
leave  following  his  return  from  overseas  duty, 
where  he  served  with  the  315th  General  Hospital 
on  Luzon  during  the  past  year.  He  has  reopened 
his  former  offices  in  the  Central  Union  Building,  at 
Wheeling,  where  he  has  resumed  the  practice  of  his 
specialty  of  orthopedic  surgery. 

* * * 

Major  Wm.  L.  Claiborne,  of  Huntington,  has  been 
released  from  military  service  and  located  for 
the  practice  of  medicine  at  Ansted. 

* * * 

Commander  C.  Truman  Thompson,  of  Morgan- 
town, who  has  been  assigned  to  the  U.  S.  Naval 
Hospital  at  Bethesda,  Maryland,  is  on  terminal 


Obituaries 


ROBERT  WYLIE  CORBITT.  M.  D. 

Dr.  Robert  Wylie  Corbitt,  65,  of  Parkersburg, 
died  suddenly  December  11,  1945,  as  a result  of  a 
cerebral  hemorrhage. 

Doctor  Corbitt  graduated  from  Baltimore  Medi- 
cal College  in  1905,  and  was  licensed  to  practice 
medicine  in  West  Virginia  the  preceding  year.  He 
was  a member  of  the  Academy  of  Medicine  of 
Parkersburg,  the  West  Virginia  State  Medical 
Association,  and  the  American  Medical  Associa- 
tion. 


leave  and  will  soon  resume  practice  in  his  home 
community. 

# * * 

Dr.  Thomas  B.  Baer,  of  Huntington,  has  been 
released  from  military  service  and  opened  offices 
for  general  practice  in  the  First  Huntington  Na- 
tional Bank  Building. 

* * 

Capt.  Jack  T.  Gocke,  of  Clarksburg,  who  has  been 
with  the  Army  Medical  Corps  in  Japan,  has  been 
released  from  the  service  and  has  located  for  the 
practice  of  his  profession  in  the  Gore  Hotel  Build- 
ing, at  Clarksburg. 
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THE  ANEMIAS  ASSOCIATED  WITH 
NUTRITIONAL  DISORDERS* ** 

By  CARL  F.  VILTER,  M.  D.  and  TOM  D.  SPIES.  M.  D.*’ 
Birmingham,  Alabama 

Disordered  nutrition  results  in  a number  of  clini- 
cal signs  and  symptoms  which  the  physician  famil- 
iarly associates  with  pellagra,  beriberi,  scurvy, 
riboflavin  deficiency,  protein  deficiency  and  similar 
syndromes.  With  the  advances  in  the  study  of  nutri- 
tive failure  the  accumulation  of  further  data  confirms 
the  clinical  impression  that  anemia  is  not  the  least 
of  the  manifestations  residting  from  a poor  dietary. 
.A  “secondary”  anemia  was  early  associated  with 
the  pellagra  syndrome^  and  with  scurvy-'%  but  the 
morphologic  and  causative  natures  of  such  were  ill- 
defined.  Later  it  was  recognized  that  normocytic, 
microcytic  and  macrocytic  anemias*'"'"  occurred  con- 
comitantly with  pellagra  and  B-complex  deficiencies, 
that  in  many  instances  these  were  due  to  deficiency 
in  specific  food  substances*'*'”.  Similarly  the  relatively 
rare  anemia  of  scurvy  has  been  studied*”,  yielding 
information  concerning  morphology  and  pathologic 
physiology. 

Observation  of  a large  group  of  persons  with  nu- 
tritive failure  at  the  Nutrition  Clinic,  Birmingham, 
Alabama,  has  shown  that  the  three  morphologic 
groups  of  anemia  that  are  possible  appear  with 

* Presented  before  the  Cabell  County  Medical  Society,  at  Hunt- 
ington, West  Virginia,  November  8,  1945. 

**University  of  Cincinnati  Studies  in  Nutrition  at  the  Hillman 
Hospital,  Birmingham,  Alabama.  From  the  Department  of  Medicine, 
University  of  Cincinnati  College  of  Medicine.  These  studies  were 
made  possible  by  a grant  from  the  Eli  Lilly  Company.  Valuable 
assistance  was  afforded  by  Miss  Monette  Springer,  Mrs.  Mary  Koch 
and  Mrs.  Margaret  Caldwell. 


considerable  regularity,  namely:  the  normocytic, 
microcytic  and  macrocytic  types.  In  some  instances 
these  were  directl}’  related  to  a poor  dietary,  in  a 
few  they  appeared  to  be  secondary  to  physiologic 
changes  resulting  from  B-complex  deficiency;  oth- 
ers were  totally  unrelated  to  vitamin  deficiency. 

Nor?nocytic y Normochromic  Anemia-.  The  nor- 
mocytic normochromic  group  has  not  thus  far  been 
analyzed.  It  is  apparent  that  some  of  these  result 
from  chronic  renal  insufficiency,  neoplasms,  chronic 
infections  and  degenerative  diseases.  The  relation 
of  some  instances  to  poor  nutrition  has  not  been 
establislied,  but  is  suspected.  None  is  related  to 
acute  blood  loss,  the  most  common  cause  of  this 
anemia  in  the  general  population.  The  anemia  in 
this  group  is  usually  mild,  the  hemoglobin  and 
erythrocyte  counts  seldom  falling  helow  1 1 Gm.  and 
.3.5  millions  respectively. 

The  anemia  of  scurvy  is  usually  of  the  normo- 
cytic or  moderately  macrocytic  type  and,  though 
lare,  must  be  considered  regidarly  in  association 
with  nutritional  disease.  Usually  occurring  with  ad- 
vanced clinical  signs  of  scurvy  in  the  adult  such  as 
spongy,  purple,  bleeding  gums,  large  subcutaneous 
and  cutaneous  ecchymoses  and  perifollicular  hemor- 
rhages, it  may  occasionally  occur  without  these 
characteristic  signs".  The  anemia  may  be  of  any 
degree  and  when  severe  is  frequently  associated  with 
a moderate  degree  of  reticidocytosis  ranging  from  7 
to  15  per  cent.  This  phenomenon,  in  addition  to 
urobilinogenuria,  mild  degrees  of  icterus  (15  to  30 
icterus  index)  and  a normoblastic  marrow,  has  sug- 
gested that  the  anemia  is  hemolj  tic  in  origin.  Alter- 
ations in  the  fragility  of  the  cells  or  presence  of 
agglutinins,  however,  have  not  been  demonstrated 
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under  these  conditions.  Since  the  icterus  occurs  even 
in  the  absence  of  massive  interstitial  hemorrhage,  it 
cannot  be  attributed  to  extravascular  hemolysis. 
Treatment  with  iron  or  liver  extract  is  entirely  in- 
effective. .Ascorbic  acid  in  doses  of  200  to  500  mg. 
daily,  orally  or  parenterally,  causes  no  further  reti- 
culocytosis.  In  seven  to  ten  days  after  therapy  is 
begun,  however,  the  percentage  of  reticidocytosis 
falls  into  normal  range;  the  red  cells  and  hemoglobin 
show  a rapid  increase  so  that  in  three  weeks  the 
blood  picture  approaches  normal.  Observations  on 
other  types  of  anemia  seem  to  indicate  that  vitamin 
C plays  a subsidiary  role  in  hematopoiesis  in  some 
macrocytic  anemias. 

Microcytic,  Hypochro?nic  Anemia:  \ large  group 
of  patients  with  nutritive  failure  show  evidence  of 
this  type  of  anemia  in  which  the  erythrocyte  level  is 
but  slightly  lowered  and  the  hemoglobin  is  greatly 
reduced.  The  great  majority  of  these  patients  are 
women,  and  since  this  type  of  anemia  is  known  to 
follow  chronic  blood  loss  and  suboptimal  intake  of 
iron,  menorrhagia  has  been  blamed  as  the  initiating 
etiology.  This  has  been  called  the  anemia  of  chronic 
blood  loss  and  of  iron  deficiency.  Under  classic  con- 
ditions, however,  the  serum  iron  is  low  in  iron  de- 
ficiency anemia.  This  was  not  invariably  true  in 


the  group  of  individuals  we  studied.  Many  of  the 
women,  moreover,  were  as  far  as  ten  to  twenty 
years  past  the  menopause,  did  not  recall  menor- 
rhagia and  had  no  other  bleeding  phenomena;  occa- 
sionally following  remission  from  iron  there  was  re- 
lapse among  these  older  patients  without  further 
known  blood  loss. 

.Among  these  individuals  with  microcytic  anemia 
were  a number,  all  female,  who  might  be  fitted  with 
the  Plummer-Vinson  syndrome’“u3,  or  sideropenic 
dysphagia”.  These  patients,  in  addition  to  evident 
pallor,  complained  of  burning  of  the  tongue  and 
difficulty  in  swallowing.  Some  had  been  grinding 
their  food  for  years.  The  tongue  usually  showed 
marked  atrophy  of  papillae,  was  without  the  normal 
coating  and  appeared  smooth,  pale  and  glistening. 
Sometimes  there  was  an  associated  cheilosis  or  angu- 
lar stomatitis.  Nonspecific  gastrointestinal  com- 
plaints such  as  anorexia,  flatulence  and  constipation 
were  usual.  Spoon  nails,  or  choilonychia,  were  occa- 
sionally observed  and  also  a spotty  but  coalescent 
brown  pigmentation  over  the  face.  Fluoroscopic 
studies  of  the  upper  esophagus  frequently  revealed 
what  appeared  to  be  a constant  semilunar  membrane 
partially  obstructing  the  lumen  at  the  level  of  the 
fifth  or  sixth  cervical  vertebra  and  an  adjacent  nar- 


Figure  1.  Roentgenograms  of  the  upper  esophagus  in  two  cases  of  dysphagia  associated  with  microcytic  hypochromic  anemia. 
Repeated  examinations  by  fluoroscopy  with  thick  barium  showed  the  defects  produced  by  the  membranes  in  the  esophagus  to  be 
constant. 
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rowing  of  the  esophagus  (figure  1).  The  mem- 
brane was  sometimes  demonstrable  in  anemic  sub- 
jects who  experienced  no  dysphagia.  Achlorhydria 
or  hypochlorhydria  was  usual  in  the  patients  with 
anemia  and  dysphagia. 

There  are  two  controversial  theories  as  to  the 
pathologic  physiology  of  this  syndrome;  the  validity 
of  one  or  the  other  depends  upon  whether  the  dys- 
phagia antedates  the  anemia.  On  the  one  hand  the 
dysphagia  can  so  alter  the  dietary  that  there  is  iron 
deficiency  and  anemia  develops;  on  the  other  it  is 
possible  that  the  alterations  in  the  esophagus  (which 
might  correlate  with  those  in  the  tongue,  lips  and 
nails)  are  secondary  to  the  anemia  or  the  iron  de- 
ficiency. 

Iron  alone  is  effective  in  this  morphologic  type, 
the  microcytic,  hypochromic  anemia.  The  admini- 
stration of  liver  extract  either  orally  or  parenterally 
in  this  common  anemia  is  not  only  an  economic 
waste,  but  reflects  on  the  intellectual  integrity  of 
the  physician.  Ferrous  sulfate  or  ferrous  gluconate, 
15  grains  (1.0  Gm.)  daily,  causes  complete  remis- 
sion in  most  instances  of  this  anemia.  Concomitant 
treatment  with  vitamin  B-complex  does  not  augment 
the  regenerative  power  of  iron’.  Some  cases  are  re- 
sistant, particularly  those,  it  seems,  with  achlorhydria 
which  probably  results  in  poor  ionization  and  ab- 
sorption of  iron’-'*.  In  these  it  is  found  necessary  to 
double  or  treble  the  dose.  In  most  patients  with 
dysphagia  this  symptom  ameliorates  and  disappears 
as  the  hemoglobin  rises.  The  membrane  in  the 
esophagus  as  visualized  fluoroscopically,  however, 
lemains  unchanged.  The  dysphagia  seems  irrevers- 
ible in  an  occasional  patient  who  has  had  the  com- 
plaint for  many  years  even  though  other  signs  and 
symptoms  subside.  The  burning  of  the  tongue 
ceases;  the  nails  become  more  normal  in  appearance 
and  free  acid  returns  to  the  gastric  secretions  in 
normal  amounts.  Cheilosis  tends  to  improve,  but 
usually  riboflavin  must  be  supplemented  to  effect 
complete  healing. 

M acroc\tic,  Hyferchronnc  Anemia'.  The  inci- 
dence of  macrocytic  anemia,  characterized  by  a 
marked  decrease  in  the  erythrocyte  count,  by  large 
cells  well  filled  with  hemoglobin,  is  high  in  nutri- 
tionally debilitated  subjects.  This  type  of  anemia  is 
most  familiarly  associated  with  addisonian  anemia 
but  is  also  found  in  pregnancy  (pernicious  anemia  of 
pregnancy),  liver  disease,  nontropical  sprue  (idio- 
pathic steatorrhoea ) , tropical  sprue  and  so-called 
nutritional  macrocytic  anemia.  The  anemias  in  these 
conditions  probably  have  a common  etiologic  basis, 


namely  a deficiency  of  erythrocyte  maturation  factor 
(E.  M.  F.)  found  in  liver  and  yeast.  In  all  likeli- 
hood this  factor  is  some  conjugate  of  folic  acid  since 
we  have  recently  shown  that  this  member  of  the  B- 
complex  is  effective  therapy  in  some  of  these 
anemias’®'”.  (Unassociated  with  primary  nutritional 
disturbances  are  several  other  types  of  macrocytic 
anemia  such  as  occur  with  hemolytic  anemias  and 
bizarre  forms  of  hypoplastic  anemia  of  long  dura- 
tion.) The  most  common  types  found  in  the  pa- 
tients at  the  Nutrition  Clinic  in  Birmingham  are 
pernicious  anemia  and  nutritional  macrocytic  anemia. 
The  pathologic  physiology  and  the  natural  history 
of  these  and  the  methods  of  differentiation  from 
one  another  and  from  sprue  have  been  the  subject  of 
a complete  report®.  The  following  table  serves  to 
compare  the  differential  factors; 

Nutritional  macrocytic  anemia  seems  to  occur  in 
consequence  of  a dietary  deficient  in  animal  protein 
and  B-complex  over  a protracted  period.  Other  fac- 
tors must  play  a part  since  the  disorder  is  not  di- 
rectly or  invariably  a consequence  of  strict  vege- 
tarianism. Usually  the  history  of  repeated  attacks 
of  pellagrous  glossitis  and  dermatitis,  of  diarrhea 
and  of  other  symptoms  of  B-complex  deficiency 
antedate  by  years  the  onset  of  the  anemia.  It  would 
seem  that  chronic  B-complex  deficiency  may  so  alter 
the  intestinal  mucosa  that  small  amounts  of  hemo- 
poietic factors  in  foods  cannot  be  extracted,  ab- 
sorbed or  utilized.  This  might  result  not  only  from 
physical  changes  in  the  mucosa,  but  also  from  de- 
rangement of  the  normal  enzyme  sy'Stems  of  diges- 
tion. There  is  reason  to  believe,  too,  that  alteration 
may  occur  in  the  intestinal  flora  which  may  interfere 
with  bacterial  synthesis  of  B-complex  v'itamins. 

The  return  of  all  the  evidences  of  normal  gastric 
function  during  remission  or  as  much  as  two  or 
three  years  after  remission  of  nutritional  macrocytic 
anemia  has  made  difficult  the  immediate  differen- 
tiation of  this  type  of  anemia  and  pernicious  anemia. 
The  laborious  testing  for  intrinsic  factor  is  not  al- 
ways practical  and  was  impossible  during  the  meat 
rationing  period.  Consequently  we  have  depended 
on  the  clinical  differentiation  and  repeated  evalu- 
ation of  the  gastric  secretions.  In  a group  of  48 
patients  with  macrocytic  anemia  observed  currently, 
some  of  whom  have  been  studied  since  1936,  there 
are  8 in  whom  the  exact  diagnosis  is  uncertain. 
Three  who  had  been  tentatively  considered  as  having 
had  pernicious  anemia  for  several  years  recently 
showed  normal  gastric  secretions.  .As  in  pernicious 
anemia  many  of  the  patients  with  nutritional  macro- 
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cytic  anemia  remain  ambulatory  even  when  the 
crythrocj'te  count  falls  below  one  million.  Symp- 
toms of  other  specific  deficiencies  usually  parallel 
the  diarrhea  rather  than  the  severity  of  anemia. 
Nonspecific  gastrointestinal  symptoms  and  diarrhea 
are  common,  but  free  hydrochloric  acid  is  frequently 
present  in  the  gastric  secretion  and  if  absent  tends  to 
return  at  a later  date  following  remission  of  the 
anemia. 

Remission  occurs  promptly  following  the  admini- 
stration of  raw  beef,  yeast,  or  liver  or  their  e.xtracts, 
or  synthetic  folic  acid.  In  contradistinction  pernicious 
anemia  with  constant  achylia  gastrica  shows  a poor 
response  to  oral  therapy  except  folic  acid.  The  cure 
of  nutritional  macrocytic  anemia  is  seldom  followed 
by  relapse  provided  the  dietary  is  maintained  at  an 
optimum  level,  w'hereas  the  necessity  for  the  con- 
stant treatment  of  pernicious  anemia  is  a well  recog- 
nized feature.  I'hus  it  is  important  to  make  the 
differential  diagnosis  since  it  determines  the  neces- 
sity for  temporary  or  persistent  treatment.  At  present 
the  treament  of  macrocytic  anemia  is  dependent 
upon  the  parenteral  use  <>f  commercial  liver  extracts. 
AlrKougii  crude  liver  e.xtracts  are  rationally  em- 
ployed as  a natural  source  of  vitamin  B-complex, 
refined  liver  extracts  usually  should  be  reserved  for 


the  treatment  of  macrocytic  anemia.  It  seems  prob- 
able now  that  oral  folic  acid  may  replace  parenteral 
liver  extract  and  facilitate  therapy. 

Rarely,  several  factors  may  operate  to  produce 
anemia  in  patients  with  nutritive  failure.  \ he  com- 
bination of  iron  deficiency  and  “liver”  deficiency 
anemi.a  occurs  occasionally.  Usually  the  serum  iron 
is  high,  however,  in  “liver”  deficiency  (mycrocytic) 
anemia.  The  serum  ascorbic  acid  level  on  the  other 
hand  is  usually  low  in  “liver”  deficiency  (macro- 
cytic ) anemia,  regardless  of  the  etiology  grouping. 
This  is  true  in  individuals  whose  diets  appear  ade- 
quate in  ascorbic  acid  and  the  reason  for  the  low 
serum  levels  is  obscure.  Absorption  of  this  vitamin 
is  not  impeded  by  the  altered  physiology  of  the 
gastrointestinal  tract.  Immediate  excretion  is  no 
greater  than  in  normal  individuals.  In  a few  in- 
stances persons  with  macrocytic  anemia  in  relapse 
show  a low  grade  reticulocytosis  following  large 
doses  of  ascorbic  acid,  suggesting  that  a deficit  in 
this  vitamin  may  be  contributing  to  the  anemia. 
Evidence  of  blood  regeneration  in  these  patients, 
however,  is  not  dramatic. 

So  it  appears  that  in  a group  of  persons  with 
varying  degrees  of  nutritive  failure  all  the  possible 
morphologic  varieties  of  anemia  occur.  Although 


TABLE  I 


Pernicious  Anemia 

Deficit  of  intrinsic 
factor. 


Achylia  constant 


May  have  glossitis 
similar  to  pellagra. 


Frequently  associated  with 
posterolateral  sclerosis. 

Occasional  diarrhea  some- 
times alternating  with 
constipation. 


Nutritional  Macrocytic  Anemia 

Deficit  of  extrinsic  factor  and  per- 
haps later  of  intrinsic  factor,  and 
poor  absorption  from  G.  I.  tract. 

May  have  normal  gastric  juice. 
Achylia  may  disappear  following 
remission. 

Frequent  history  or  signs  of 
B-complex,  vitamin  C and  protein 
deficiency. 

Frequently  associated  with 
peripheral  neuritis. 

Intermittent  watery  diarrhea. 
Stools  foul  smelling,  but  usually 
not  fatty. 


Mild  icterus.  (15-30) 

High  serum  iron. 

Poor  response  to  oral  beef  or 
yeast  or  their  extracts. 

Good  response  to  parenteral 
liver  extract  or  folic  acid. 

Constant  need  for  liver 
extract  therapy. 


Icterus  rare. 

Normal  serum  iron. 

Excellent  response  to  oral  beef 
or  yeast  or  their  extracts. 

Good  response  to  parenteral  liver 
extract  or  folic  acid. 

Constant  liver  extract  therapy 
usually  unnecessary  if  diet  is 
improved. 


Sprue 

Deficit  of  extrinsic  factor  and  later  of 
intrinsic  factor;  poor  absorption  from 
G.  I.  tract. 

Usually  normal  gastric  juice. 


Frequent  signs  of  deficiency  of 
B-complex,  C,  A and  D (?)  and 
protein. 

Sometimes  associated  with 
neuritis. 

Characteristic  voluminous,  foul 
smelling  stools,  usually  diarrheal, 
containing  excessive  amounts  of 
fatty  acids  (as  much  as  25-80%  of 
dry  weight). 

Icterus  rare. 

Normal  or  low  serum  iron  (?). 

Fair  response  of  anemia  to  oral 
beef  or  yeast  or  their  extracts. 

Good  response  of  anemia  to 
parenteral  liver  extract  or  folic  acid. 

Constant  need  for  liver  extract 
therapy. 
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statistical  evidence  is  not  available,  it  is  evident  on 
clinical  grounds  that  some  of  these  are  the  direct 
result  of  nutritional  disease  and  a part  of  the  de- 
ficiency syndrome;  others  bear  no  relation.  Study 
of  the  morphology  and  the  associated  symptoms 
gives  a clue  to  the  diagnosis  and  the  proper  and 
specific  treatment.  It  is  to  be  remembered,  too, 
that  these  types  of  anemia  occur  along  with  others 
in  the  general  population.  Many  physicians  directing 
their  efforts  at  other  processes  of  healing  do  not 
consciously  recognize  the  presence  of  anemia  until 
the  laboratory  data  reveal  the  red  cell  count  under  3 
million  and  the  hemoglobin  under  1 1 grams.  Resto- 
ration of  the  blood  to  normal  not  only  yields  some 
subjective  results,  but  aids  in  the  care  of  primary 
disease  processes.  Particularly  in  nutritional  de- 
ficiencies remission  of  the  anemia  facilitates  the  re- 
turn to  and  maintenance  of  a normal  state  of  health. 

SUMMARY 

All  morphologic  types  of  anemia  are  found  in  pa- 
tients with  nutritive  failure.  Some  of  these  result 
from  an  inadequate  intake  of  specific  nutrients, 
especially  extrinsic  factor  (in  macrocytic  anemia), 
iron  (in  microcytic  anemia)  and  occasionally  ascor- 
bic acid  and  perhaps  others  (in  normocytic  anemia). 
A fairly  high  incidence  of  the  so-called  Plummer- 
Vinson  syndrome  is  noted  in  nutritionally  deficient 
patients  with  iron  deficiency  anemia. 

“Li  ver  factor  deficiency”  ( macrocytic ) anemia 
may  be  treated  specifically  with  liver  extract  or 
synthetic  folic  acid,  iron  deficienc)'  anemia  with 
ferrous  compounds  and  the  anemia  of  .scurvy  with 
ascorbic  acid.  Therapeutic  combinations  of  these 
specific  substances  for  the  treatment  of  recognizable 
anemias  are  economically  wasteful  and  liave  been 
used  only  as  the  result  of  misconceived  advertising 
and  indifference  in  diagnosis. 
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HYPOPROTEINEMIA 

The  most  common,  non-pathologic  cause  of  hypo- 
proteinemia  is  insufficient  intake  of  biologically 
adequate  protein  foods  such  as  milk,  eggs,  meat, 
fish,  cheese  and  the  like.  Dramatic  illustration  of 
the  consequences  of  severe  hypoproteinemia  is 
everywhere  evident  among  liberated  prisoners  of 
war  and  among  the  starving  peoples  of  Europe  and 
Asia. 

Contributing  to  the  development  of  hypopro- 
teinemia is  the  intake  of  a diet  deficient  not  only 
in  good  quality  protein,  but  in  actual  caloric  value. 
In  such  cases,  the  protein  intake,  although  ade- 
quate, may  be  diverted  to  the  production  of  energy 
because  of  the  lack  of  sufficient  carbohydrate  ma- 
terial for  this  purpose. 

The  ingestion  of  a diet  low  in  protein  or  calories 
or  both  may  occur  not  only  because  of  various  de- 
grees of  food  privation  but  as  a result  of  food  fads, 
dietary  restrictions  due  to  illness,  lack  of  appetite, 
ignorance  or  neglect. 

Experimental  proof  for  the  direct  relationship 
between  low  protein  diets  and  the  development  of 
hypoproteinemia  resulting  from  impairment  of 
plasma  protein  synthesis  was  demonstrated  by 
Weech  and  Goettsch.  In  their  studies  they  found 
beef  serum,  egg  white,  milk  and  casein  to  be  out- 
standing in  their  ability  to  stimulate  regeneration  of 
the  plasma  proteins. — Borden’s  Review  of  Nutri- 
tion Research. 
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TWINS,  ONE  MACERATED,  RETAINED:  THE 
OTHER,  NORMAL  DELIVERY  AT  TERM 

(CASE  REPORT) 

By  A.  P.  HUDGINS,  M.  D. 

Charleston,  West  Virginia 

'The  purpose  of  this  paper  is  to  report  a case  of 
twin  pregnancy  w’ith  an  unusual  complication.  A 
living,  normal,  full  term  infant  was  delivered  with- 
out evidence  of  complication  until  a macerated  fetus 
was  found  imbedded  in  the  placenta.  Eight  some- 
what similar  cases  have  been  reported  in  the  avail- 
able literature. 

The  patient,  age  1 9,  had  had  one  previous  normal 
delivery  of  a normal  child  July  12,  1944,  at  her 
home.  She  was  seen  by  me  May  31,1 945.  Her  last 
menstrual  period  had  been  October  2,  1944,  thus 
making  the  expected  date  of  delivery  July  12,  1945. 
Her  antepartum  course  thus  far  had  been  unevent- 
ful. The  general  physical  examination  disclosed 
nothing  unusual  except  the  size  of  the  fetus,  which 
was  estimated  to  be  that  of  a 6^2  month  gestation. 
The  blood  pressure  was  120  systolic  and  70  diastolic. 
The  urine  was  normal  except  for  a faint  trace  of  al- 
bumin. The  results  of  the  serological  tests  were  nega- 
tive. W^hen  the  patient  reported  for  follow-up 
June  14,  1945,  she  was  found  to  have  a purulent 
cervical  discharge,  smears  from  which  were  nega- 
tive  for  neisserian  organisms.  Nevertheless  sulfa- 
thiazole  was  given  for  a period  of  five  days.  The 
antepartum  course  from  then  on  was  normal,  the 
uterus  gradually  progressing  in  size.  There  was  no 
unusual  tenderness  over  the  uterus  at  any  time  and 
the  fetal  head  was  in  the  left  occipitoposterior  posi- 
tion. 

On  July  6,  1945,  the  patient  reported  to  the 
hospital  stating  that  pains  had  started  spontaneously 
at  3 a.  m.  T’he  contractions  were  not  sustained  and 
started  again  in  about  twelve  hours.  She  was  de- 
liv'ered  of  a full  term,  living  male  child  at  10:30 
a.  m.,  July  7,  1945,  following  a normal  spontaneous 
delivery,  the  crown  of  the  head  being  in  the  left 
occipito-anterior  position.  Nothing  unusual  was  sus- 
pected until  the  placenta  was  delivered.  On  exami- 
nation of  the  placenta  a bonelike  structure  was  felt 
and  upon  investigation  was  found  to  be  a dead, 
macerated  fetus. 

T'he  pathological  report  on  the  placenta,  by  Dr. 
Walter  Putschar,  was  as  follows: 

“(1)  Small  macerated,  markedly  flattened, 

female  fetus,  26  cm.  long.  Extremities  twisted 


and  distorted.  Left  knee  shows  separation  of  the 
femur  epiphysis.  Umbilical  cord  is  avulsed,  in- 
testines protruding.  Scalp  is  torn  on  the  left  side. 
Head  is  partly  disrupted.  There  are  no  malfor- 
mations present. 

(2)  Placenta  18x14x2  cm.  showing  two 
compartments  separated  by  a double  layer  of 
amniotic  membrane.  The  larger  one  is  1 3 cm.  in 
diameter,  and  shows  a cord  inserted  near  the 
septum  40  cm.  long  and  1 cm.  wide.  The  lining 
is  smooth  and  transparent.  The  smaller  one  is 
6 cm.  in  diameter  and  shows  a marginal  insertion 
of  the  cord  which  is  somewhat  flattened,  brown- 
ish-yellow. The  lining  is  entirely  thickened, 
brownish-yellow.  On  section,  placenta  of  the 
larger  is  spongy  and  dark  red;  of  the  smaller 
portion,  solid,  greyish-white  with  some  hemor- 
rhagic areas. 

(3)  Sections  from  the  small  portion  of  the 
placenta  show  almost  complete  necrosis  and 
hyalinization  with  disseminated  calcification.  Sec- 
tions of  the  cord  show  complete  necrosis. 

Diagnosis: 

Macerated  smaller  female  twin  fetus. 

Placenta  from  twin  pregnancy  with  necrosis  of 
smaller  portion.” 

The  length  of  the  fetus,  26  cm.,  suggests  develop- 
ment until  about  the  fifth  or  sixth  month  of  prenatal 
life.  There  are  two  possibilities:  (Ij  growth  and 
life  until  about  the  fifth  or  sixth  month,  with  death 
occurring,  or  (2)  stunted  and  impaired  growth  over 
a longer  period  of  time,  death  occurring  at  a later 
date  than  the  suspected  fifth  or  sixth  month. 

The  death  of  the  twin  fetus  obviously  was  due  to 
impaired  circulation  since  the  umbilical  cord  inser- 
tion was  at  the  extreme  edge  of  the  placenta. 

Of  interest  in  this  case  is  the  fact  that  a dead  twin 
fetus  could  be  retained  over  a period  of  weeks  or 
months  without  exerting  any  deleterious  or  toxic 
effect  on  either  the  mother  or  the  other  fetus. 

The  postpartum  course  of  the  mother  was  en- 
tirely uneventful,  without  temperature  elevation. 
She  was  discharged  from  the  hospital  in  good  con- 
dition. 

SUMMARY 

A case  of  twin  pregnanc}-  is  reported,  with  the 
delivery  of  a living,  normal  twin  and  of  a dead, 
macerated  twin  fetus  of  approximately  5 to  5J4 
months’  gestation,  imbedded  in  the  placenta. 

No  deleterious  effect  on  either  the  living  twin  or 
the  mother  was  noted. 
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Note;  I wish  to  thank  Dr.  Walter  Putschar  for 
'his  interest  and  cooperation  in  examining  the  patho- 
logical material. 
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TWINNING  AND  TWINS 

Heredity  plays  a part  in  the  frequency  of  produc- 
tion of  twins.  There  is  considerable  evidence  to 
indicate  that  births  of  one-egg  twins  are  sporadic 
occurrences  without  hereditary  basis,  whereas  the 
tendency  to  produce  two-egg  twins  runs  in  families, 
and  can  be  transmitted  through  both  the  male  and 
female.  A careful  study  of  the  genealogies  of  a 
set  of  4-egg  quadruplets,  born  in  1880  and  still 
living  in  1940,  revealed  twinning  in  both  the  fath- 
er’s and  the  mother’s  lines.  Twins  occurred  seven 
times  in  the  mother’s  paternal  line  and  five  times 
in  her  maternal  line.  In  addition  to  being  the 
parents  of  quadruplets,  this  couple  are  the  grand- 
parents of  two  pairs  of  twins. 

Greulich  reported  six  pairs  of  fraternal  (two-egg) 
twins  born  to  the  same  parents,  and  cited  even 
more  emarkable  cases  recorded  in  the  literature,  in- 
cluding the  case  of  Mary  Austin,  who  during 
thirty-three  years  of  married  life  was  said  to  have 
borne  forty-four  children — thirteen  pairs  of  twins 
and  six  sets  of  triplets.  In  1944  an  Argentine 
woman  gave  birth  to  quintuplets- — two  boys  and 
three  girls.  The  mother  had  previously  aborted 
triplets,  and  her  sister  had  had  two  pairs  of  twins. 
The  grandmother  of  the  quintuplets  had  borne  one 
set  of  twins  and  one  of  triplets. 

It  seems  possible  that  the  hereditary  nature  of 
the  tendency  to  multiple  births  may  bear  some  re- 
lation to  a greater  than  normal  tendency  to  de- 
velop ovaries  with  multiovular  follicles,  or  to  ovu- 
late from  both  ovaries  each  month,  or  perhaps  to 
ovulate  simultaneously  from  two  follicles  in  the 
same  ovary.  It  is  not  generally  possible  to  examine 
the  ovaries  after  the  birth  of  fraternal  twins  in 
order  to  determine  the  number  of  corpora  lutea 
present,  but  a few  cases  are  known  in  which  only  a 
single  corpus  luteum  could  be  found. — 'W.  C. 
George,  Ph.  D.,  in  North  Carolina  Med.  J. 


THE  ROLE  OF  THE  GENERAL 
PRACTITIONER  IN  TUBERCULOSIS 
CONTROL 

By  ROBERT  L.  SMITH,  M.  D. 

Acting  Director,  Bureau  of  Tuberculosis  Control 
State  Health  Department 
Charleston,  West  Va. 

Tuberculosis  took  the  lives  of  692  people  in  West 
Virginia  in  1945.  Of  this  number  370  (53.5  per 
cent)  were  persons  between  the  ages  of  1 5 and  44. 
The  tragedy  is  that  these  deaths  were  preventable 
and  that  the  individuals  were  in  the  prime  of  life,  the 
mainstay  of  their  families  and  communities. 

The  cost  to  the  individual,  his  family,  and  the 
community  is  hard  to  estimate  in  dollars  and  cents 
since  the  cost  of  treatment  of  persons  with  tubercu- 
losis is  a small  item  compared  wdth  the  effect  of  the 
loss  of  earning  capacity  on  the  individual’s  family 
and  the  community.  It  is  estimated  that  over  one 
hundred  million  dollars  are  spent  annually  for  the 
care  and  treatment  of  tuberculosis  victims  in  the 
LInited  States,  yet  the  disease  is  not  controlled. 

There  were  1,830  new  cases  of  tuberculosis  re- 
ported in  West  Virginia  last  year.  'The  family  phy- 
sician discovered  most  of  these  cases  and  he  will 
continue  to  do  so.  We  have  yet  before  us,  however, 
the  disheartening  fact  that  about  50  per  cent  of 
the  patients  presenting  themselves  to  our  state  sana- 
toria are  in  a far  advanced  stage  of  the  disease  on 
admission,  and  only  a very  small  percentage  are 
those  minimal  cases  which  offer  the  best  prognosis. 
Also,  a very  astounding  fact  is  that  5 1 per  cent  of 
all  tuberculosis  deaths  in  1944  and  59  per  cent  in 
1945  w'ere  net  previously  reported  to  the  health 
department  as  such.  This  is  due  partly  to  failure 
to  report  known  cases,  which  in  itself  is  a serious 
faidt,  but  mostly  to  the  fact  that  in  all  probability 
the  patients  were  not  known  to  have  had  tubercu- 
losis previous  to  death. 

If  tuberculosis  is  to  be  eradicated,  the  disease 
must  be  discovered  early  and  the  patient  sent  to  a 
sanatorium  for  treatment  in  order  that  he  may  stand 
a better  chance  of  cure,  and  that  the  disease  may 
not  be  spread  to  others.  The  physician  must  keep  in 
mind  always  that  tuberculosis,  in  its  early  stages,  is 
usually  asymptomatic  and  that  even  far  advanced 
cases  may  present  few  or  no  abnormal  physical  signs. 
For  these  reasons,  private  physicians  must  consider 
the  possibility  of  tuberculosis  in  all  patients  w'hom 
they  examine.  It  is  not  always  possible  for  physicians 
to  obtain  1 4 by  17  inch  celluloid  x-ray  pictures  in 
the  case  of  each  patient.  Today,  however,  it  is 
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possible  for  a physician  to  use  the  tuberculin  test  rou- 
tinely and  to  recommend  x-ray  examinations  for 
those  with  positive  reactions.  Most  pediatricians  now 
are  employing  tuberculin  tests  routinely,  but  this 
group  forms  only  a small  proportion  of  the  medical 
profession.  When  an  infant  or  pre-school  child  is 
found  to  react  positively  to  tuberculin  it  is  important 
that  all  adidts  closely  associated  with  the  child  be  x- 
rayed  since  infants  and  small  children  in  contact  with 
a case  of  reinfection  tuhercidosis  may  succumb  quick- 
ly to  tuberculous  meningitis.  The  number  of  con- 
tacts of  children  of  this  age  are  limited  and  all  can  be 
found  and  examined  quickly. 

The  practicing  physician  will  do  well  to  request 
routinely  a laboratory  examination  of  the  sputum  of 
each  of  his  patients  with  pulmonary  symptoms. 
Some  of  these  persons  will  be  found  to  have  tubercu- 
losis. The  West  Virginia  State  Hygienic  Laboratory 
is  set  up  to  provide  free  laboratory  service  for  such 
tests  if  desired. 

Diagnostic  problems  of  the  general  practitioner 
are  best  solved  by  a routine  procedure  for  use  in  all 
doubtful  cases.  This  schedide  should  consist  of  a 
carefid  history  and  physical  examination,  daily  tem- 
perature readings,  repeated  sputum  examinations, 
gastric  lavages  in  cases  in  which  sputum  tests  are 
negative  to  culture  and,  where  the  diagnosis  is  still 
uncertain,  tuberculin  tests  and  serial  roentgenograms 
taken  at  appropriate  intervals  and,  occasionally,  in 
positions  other  than  the  usual  anteroposterior  one. 

To  enable  the  physician  practicing  in  rural 
areas  to  use  these  procedures  much  more  generally, 
the  State  Department  of  Health  is  encouraging 
the  establishment  of  local  diagnostic  clinics  through- 
out the  state,  with  a clinician  in  charge  who 
can  accurately  interpret  films  and  ofiFer  con- 
sultation service  to  the  practicing  physician.  These 
chest  clinics  should  promote  and  assist  in  the  post- 
graduate training  of  interested  private  physicians. 

Physicians  working  in  clinics  can  also  conserve 
time  by  establishing  a routine  clinical  procedure.  In 
the  past,  many  clinic  physicians  have  spent  much 
time  in  obtaining  a complete  history  and  physical 
examination  only  to  find  that  the  x-ray  film  was 
interpreted  as  negative.  The  procedure  should  be 
reversed.  Persons  with  positive  findings  then  could 
be  separated  from  those  with  negative  findings,  and 
the  physician  could  concentrate  his  history  taking  and 
clinical  examinations  on  suspicious  cases.  Thus,  a 
clinic  physician  would  be  able  to  see  many  more 
patients  and  improve  the  case-finding  program. 


One  of  the  principal  sources  of  new  cases  will 
continue  to  be  the  family  members  and  others  known 
to  have  been  in  intimate  contact  with  persons  suffer- 
ing from  tuberculosis  and  with  persons  recently  dead 
of  the  disease.  Tuberculosis  is  a family  epidemic 
and  it  naturallv  follows  that  one  must  seek  undis- 
covered cases  of  the  disease  in  family  groups.  There- 
fore, the  family  physician  has  a special  responsibility 
in  that  he  should  not  be  content  until  every  exposed 
member  of  the  group  has  been  examined  and  x-rayed 
with  a view  to  finding  additional  cases. 

As  a result  of  mass  surveys  the  practicing  physician 
will  be  increasingly  called  on  by  persons  in  whose 
cases  the  diagnosis  of  tuhercidosis  has  been  made  or 
who  are  suspected  of  having  tuberculosis.  A large 
proportion  of  these  cases  will  be  minimal,  inactive 
pulmonary  tuberculosis,  but  many  will  be  active  or 
questionably  active. 

Most  of  the  patients  referred  to  the  family  phy- 
sician will  he  in  the  apparently  well  group  and  will 
not  be  willing  to  stop  work.  It  will  be  the  duty  of 
the  private  physician  to  determine  the  question  of 
activity,  and  then  to  recommend  sanatorium  care, 
other  treatment,  or  just  medical  supervision.  If  it  has 
been  decided  that  the  case  is  questionably  active,  a 
plan  of  subsequent  study  must  be  worked  out. 

The  phy.sician  often  must  decide  if  it  is  advisable 
for  the  patient  to  continue  his  occupation.  Since 
physicians  have  the  confidence  of  their  patients  they 
frequently  can  persuade  such  individuals  to  accept 
decisions  that  often  are  in  conflict  with  their 
wishes.  ^Vhen  a person  feels  well  it  is  difficult  for 
him  to  realize  that  he  should  enter  a sanatorium.  It 
is  the  responsibilitv  of  the  physician  to  convince  such 
an  individual  that  hospital  care  is  necessary. 

Unfortunately,  it  may  happen  that  after  a phy- 
sician has  made  a diagnosis  of  active  pulmonary 
tuberculosis  and  has  recommended  sanatorium  care, 
a sanatorium  bed  is  not  available.  Under  such  a 
circumstance,  it  is  necessary  that  the  physician  care 
for  the  patient  at  home.  This  means  that  modern 
sanatorium  techniques  including  bed  rest,  nursing 
care,  isolation  precautions,  and  general  and  personal 
hygiene  must  be  employed.  The  phj’sician  has  the 
responsibility  of  preventing  extension  of  the  disease 
in  the  patient,  and  also  of  preventing  its  spread  to 
others  in  the  household.  Children  especially  must 
be  watched  closely.  It  is  imperative  that  they  be 
removed  from  direct  contact  if  their  tuberculin  re- 
action becomes  positive.  The  public  health  nurse 
can  play  an  important  role  in  assisting  the  physician 
by  demonstrating  simple  methods  of  isolation  tech- 
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nique  and  by  obtaining  examinations  of  members 
of  the  patient’s  family  at  frequent  intervals. 

Many  patients  returning  from  sanatoria  will  have 
pneumothoraces  that  will  require  maintenance  for 
several  jears.  'Fhis  does  not  mean  that  every  prac- 
titioner must  obtain  training  in  the  technique  of  ad- 
ministering pneumothorax  although  many  have  be- 
come skillful  in  this  procedure.  It  does  mean,  how- 
ever, that  as  manv  physicians  as  possible,  in  private 
practice,  become  acquainted  with  the  technique  so 
that  each  community  will  have  at  least  one  phy- 
sician skilled  in  the  sjiecial  treatment  of  these  patients. 
Physicians  interested  in  becoming  efficient  in  tech- 
niques of  pneumothorax  may  applv  for  and  receive 
a brief  period  of  training  along  this  line  m one  of 
three  West  Virginia  State  Sanatoria. 

A potent  method  of  case-finding  which  is  now 
coming  into  extensive  use  is  the  small  film  tech- 
nique used  by  the  Armed  Forces  and  various 
federal,  state,  local  and  private  agencies.  'Fhis  tech- 
nique has  enabled  the  x-ray  examination  to  assume 
the  role  it  deserves  as  the  strongest  weapon  in  the 
fight  against  tuberculosis.  Standard  x-ray  procedure 
with  14  by  17  inch  films,  unanimously  considered 
the  most  accurate  method  of  detecting  pulmonaiy 
tuberculosis,  has  proved  too  costly  in  material 
and  personnel  to  permit  of  extensive  use. 

Since  the  introduction  of  mass  radiography,  case- 
finding has  been  used  in  large  population  groups 
without  reference  to  specific  foci  of  infection.  This 
type  of  program  has  been  so  satisfactory  that  many 
physicians  have  advocated  that  the  entire  popula- 
tion be  examined  radiographically  at  regular  inter- 
vals. Such  a scheme,  however,  is  difficult  and  does 
not  appear  essential  for  the  control  of  tuberculosis. 
As  in  the  control  of  other  communicable  diseases, 
it  is  necessary  only  to  reach  a significant  proportion 
of  the  population  within  a limited  period  of  time, 
provided  that  the  groups  in  the  community  chosen 
for  survey  are  those  having  the  highest  incidence  of 
clinically  important  tuberculosis. 

Persons  employed  in  industry  in  West  Virginia 
constitute  a sizable  group  whicb  may  be  easily 
reached  by  mass  radiography.  'Fhe  State  Department 
of  Health  has  a photofluorographic  unit  in  operation 
with  which  thousands  of  industrial  workers  have 
been  x-rayed.  The  percentage  showing  x-ray  evi- 
dence of  reinfection  tuberculosis,  active,  questionably 
active,  or  inactive,  has  been  approximately  1 .4  per 
cent.  This  is  in  close  agreement  with  findings  else- 
where. Those  cases  found  have  been  referred  to 


their  private  physicians  for  completion  of  the  diag- 
nosis. 

Small  film  radiography  is  well  adapted  to  case- 
fimling  in  our  larges  general  hospitals  bi.it  because 
of  the  expense  of  the  equipment  it  is  not  yet  feasible 
for  smaller  hospitals.  Interpretation  of  the  films  can 
be  made  by  the  hospital  stafiF  of  the  x-ray  depart- 
ment and  the  hospital  facilities  can  be  used  for  com- 
pleting clinical  examinations  and  providing  care  and 
treatment  for  ambulatory  patients. 

The  procedure  also  provides  several  valuable  by- 
products. Increased  accuracy  in  the  clinical  diag- 
nosis of  chest  disease  is  obtained.  Non-tuberculous 
disease  is  detected  more  quickly  than  before.  Finally, 
and  of  particular  importance,  employes  and  nurses  in 
contact  with  jiatients  avoid  exposure  to  those  who 
have  communicable  tuberculosis.  From  1 to  3 per 
cent  of  general  hospital  admissions  have  been  found 
to  have  clinically  significant  tuberculosis  and  as  high 
as  10  per  cent  show  abnormal  roentgenographic 
findings. 

Hospitals  for  the  mentally  ill  are  ideal  centers 
for  mass  radiography  procedures.  In  West  Virginia 
there  are  4,326  beds  currently  available  in  mental 
hospitals.  In  mental  hospitals  surveyed  elsewhere  4 
to  10  per  cent  have  shown  evidence  of  reinfection 
tuberculosis. 

Community  surveys  now  are  being  conducted  in 
different  places  in  the  United  States  with  great 
success.  A great  deal  of  time  and  effort  on  the 
part  of  the  local  communit)'  must  precede  such  a 
survey  to  assure  a gootl  response,  and  the  local 
physicians  must  be  prepared  to  complete  the  diag- 
nosis and  recommeml  treatment  in  cases  found. 

Little  is  to  be  g.ained  by  a tuberculin  testing  sur- 
vey prior  to  a mass  x-ray  survey  and  valuable  time 
is  lost  by  repeated  interruptions  of  work.  The  tuber- 
culin test  has  a definite  place  in  the  practice  of  the 
private  physician  and  it  is  recognized  that  tuberculin 
testing  surveys  of  school  children  have  great  edu- 
cational value.  'Fhey  are  disappointing,  however, 
as  a means  of  finding  many  infectious  patients,  and 
the  cost  of  finding  these  cases  is  extremely  high.  It 
is  better  to  concentrate  these  same  efforts  on  the 
tuherculin  testing  of  the  family  of  known  cases  and 
of  others  in  contact  with  known  cases.  "Fubercidin 
testing  is  similarly  unsatisfactory  for  the  examination 
of  adult  groups  in  which  the  incidence  of  positive  re- 
actors is  high  (e.  g.,  older  adults  in  large  industries). 

As  gratifying  as  it  is  to  know  that  technical  devel- 
opments provide  equipment  which  can  be  used  to 
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discover  the  disease  in  its  earl}'  stages,  it  is  apparent 
that  the  mere  discovery  of  the  disease  will  not  stop 
the  spread  of  tuberculosis.  Once  tuberculosis  is  dis- 
covered, the  patient  must  receive  proper  care  to 
arrest  the  disease  and  to  prevent  its  spread. 

The  benefit  of  early  diagnosis  of  pulmonary  tu- 
berculosis can  be  realized  only  if  an  adequate  number 
of  sanatorium  beds  are  available  for  treatment  of 
those  with  remedial  disease  and  for  isolation  of  the 
infectious  patient.  These  institutions  must  be  supple- 
mented by  conveniently  located  chest  clinics,  gener- 
ous public  health  nursing  services,  and  accessible 
laboratory  facilities. 

In  West  Virginia  there  are  1,355  beds  available 
for  the  treatment  of  tubercidous  patients.  This  is 
slightly  less  than  two  beds  per  annual  death,  which 
is  somewhat  under  the  recommended  minimum  of 
two  and  one-half  to  three  beds  per  annual  death. 
It  is  probable,  with  the  increased  emphasis  on  case- 
finding and  sanatorium  care,  that  ^Vest  Virginia 
will  have  use  for  even  more  than  that  number  of 
beds.  There  is  a great  need  for  more  beds  for 
Negro  patients.  At  present  there  are  onlv  125  beds 
for  colored  patients  compared  with  112  deaths  in 
1945.  There  are  1.1  beds  per  annual  death  for  col- 
ored patients  while  2.1  beds  per  annual  death  are 
available  for  white. 

Sir  Wh'lliam  Osier  referred  to  tuberculosis  as  a 
social  problem  with  a medical  aspect.  The  problem 
of  patients  leaving  sanatoria  against  their  physician’s 
advice  has  been  an  acute  one  in  W^est  Virginia  for 
years.  It  is  more  likely  that  the  reasons  are 
social  and  financial  rather  than  medical.  Ac- 
cordingly, a sound  medical  program  must  be  comple- 
mented by  a generous  plan  of  public  assistance,  par- 
ticularly for  families  of  dependent  tubercidosis  pa- 
tients. If  this  is  not  done,  full  benefits  will  not  be 
realized  from  other  phases  of  the  program  and 
especiall}'  from  sanatorium  care. 

Individual  physicians  also  can  stimulate  case- 
finding and  follow-up  procedures  by  assisting  volun- 
tary and  official  agencies  in  obtaining  the  help  of  the 
whole  medical  profession  for  such  programs.  \\^hen 
funds  for  tuberculosis  control  are  limited  in  a given 
community,  great  care  must  be  exercised  in  the 
choice  of  case-finding  procedures.  Those  methods 
should  be  selected  which  will  reach  the  greatest 
number  of  people  in  the  shortest  possible  time.  Care 
should  be  taken  to  limit  mass  x-raying  to  age  and 
population  groups  in  which  the  incidence  of  clinically 
significant  tuberculosis  is  highest. 

The  general  practitioner  of  medicine  has  a 


leading  role  in  our  fight  against  tuberculosis.  Only 
with  his  active  support  can  the  community  achieve 
the  good  results  which  modern  tuberculosis  control 
methods  offer.  With  the  improvement  and  expan- 
sion of  our  state  and  local  health  departments  addi- 
tional facilities  will  be  available  to  assist  the  general 
practitioner  in  this  task.  This  joint  effort  will  find 
its  reward  in  the  steady  and  progressive  decrease  in 
the  morbidity  and  mortality  from  this  preventable 
disease. 


THORACIC  SURGERY 

Before  the  first  World  War,  surgical  operations 
on  the  thorax  were,  with  a few  vague  exceptions, 
confined  to  resection  of  ribs,  artificial  pneumo- 
thorax or  the  occasional  successful  suturing  of  the 
heart  after  a knife  wound.  With  the  war  came  great 
chest  injuries  and  the  wide  prevalence  of  empyema 
following  the  measles  pneumonias.  As  in  the  re- 
cent war,  medical  men  working  under  the  stress  of 
extraordinary  circumstances  developed  new  ways 
of  treating  chest  injuries  and  the  empyemas.  The 
thorax,  which  was,  at  the  time,  the  last  and  only 
large  area  of  the  human  body  that  the  surgeon  had 
been  reluctant  to  invade,  soon  became  as  acces- 
sible to  him  as  the  abdomen  had  been  for  years.  As 
a result.  Thoracic  Surgery,  a new  great  division  of 
general  surgery,  came  into  existence. 

Rapid  and  astonishing  were  the  achievements  in 
this  new  field.  The  extensive  damage  to  the  pleu- 
ral cavity  as  a result  of  trauma  and  the  virulent 
empyemas  demonstrated  that  the  chest  cavity  could 
be  more  widel}'  opened  and  explored  without  spe- 
cial pressure  appliances  for  the  maintenance  of 
respiration  than  was  ever  believed  possible.  New 
operations  for  collapse  therapy  in  the  treatment  of 
tuberculosis  were  developed,  the  pericardial  sac 
was  aspirated  when  large  effusions  threatened  life 
from  cardiac  embarrassment  almost  as  easily  and 
safely  as  pleural  punctures,  and  surgery  of  the 
heart  became  a reality.  The  American  Association 
for  Thoracic  Surgery  was  organized  as  the  new 
division  of  surgery  expanded  and  the  names  of 
Archibald  of  Montreal,  Cutler  of  Cleveland,  Gra- 
ham of  St.  Louis,  Hedbloom  of  Madison,  Col.  Keller 
of  Walter  Reed,  Lerch  of  St.  Paul,  Muller  of  Phila- 
delphia, Torek  of  New  York  and  Lilienthal  and 
others  became  familiar  as  pioneers.  Many  other 
names  have  been  added  and  lobectomies  and  pneu- 
monectomies have  now  made  it  possible  greatly  to 
prolong  lives  of  patients  with  pulmonary  malig- 
nancies.— International  Medical  Digest. 


SMALLPOX  AT  LOWEST  EBB 

According  to  statisticians  of  the  Metropolitan 
Life  Insurance  Company,  smallpox  reached  its 
lowest  ebb  in  the  United  States  in  1945,  when  but 
346  cases  were  reported  for  the  entire  country. 
The  District  of  Columbia  and  13  states,  including 
West  Virginia,  were  completely  free  of  the  disease 
during  that  period. 

The  steady  decline  of  the  disease  is  strikingly 
brought  out  by  the  statisticians  by  contrasting 
1945’s  346  cases  with  48,920  cases  reported  in  the 
United  States  as  recently  as  1930. 
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INTRACEREBRAL  CONCUSSION 
HEMORRHAGES 

(REPORT  OF  CASE  WITH  AUTOPSY) 

By  J.  FOSTER  CARR,  M.  D.,  and  S.  WERTHAMMER,  Wl.  D, 
Huntington,  West  Virginia 

In  1924  Cassasa  reported  five  fatal  cases  of 
cranial  traumatism  without  fractures  of  the  skull 
or  lacerations  of  the  scalp.  Autopsy  showed  only 
multiple  miliary  hemorrhages  scattered  throughout 
the  brain  parenchyma.  Cassasa  considered  these 
punctate  hemorrhages  the  significant  pathological 
changes  after  concussion  of  the  brain  and  felt  that 
this  type  of  lesion  was  rather  rare  and  not  suffi- 
ciently appreciated  by  the  clinician.  He  could  find 
only  five  cases  over  a period  of  ten  years  on  record 
in  the  office  of  the  chief  medical  examiner  of  New 
York  County. 

Martland  and  Beling  in  1929  reported  a series  of 
309  autopsies  disclosing  traumatic  fatal  cerebral 
hemorrhage  and  found  multiple  petechial  hemor- 
rhages without  skidl  fracture  in  nine  cases  (2.9  per 
cent) . 

Gurdjian,  Webster  and  Arnkoff  in  1943  pub- 
lished their  findings  in  a series  of  151  cases  of  acute 
craniocerebral  trauma  which  showed  nineteen  cases 
(5.9  per  cent)  of  small  multiple  cerebral  hemor- 
rhages without  gross  lesions  of  the  skull. 

The  pathogenesis  of  the  concussion  hemorrhages 
is  still  disputed.  A logical  and  sensible  theory  is 
that  of  Cassasa.  His  explanation  of  the  mechanism 
of  concussion  hemorrhages  postulates  the  anatomical 
existence  of  perivascular  lymph  spaces  in  the  brain. 
Some  histologists  deny  the  presence  of  such  peri- 
vascular lymph  spaces. 

According  to  Cassasa,  the  small  hemorrhages 
following  concussion  of  the  brain  are  due  to  lacer- 
ation of  the  brain  capillaries,  or  small  veins,  because 
of  sudden  overfilling  of  the  perivascular  lymph 
spaces  by  cerebrospinal  fluid.  In  concussion  there  is 
a sudden  temporary  change  of  the  shape  of  the  skull 
and  the  cerebrospinal  fluid  is  driven  into  the  sidci 
of  the  brain  and  from  there  into  the  perivascular 
spaces.  The  blood  vessels  are  suspended  by  a 
fibrillar  attachment  which  traverses  the  perivascular 
spaces.  If  cerebrospinal  fluid  is  suddenly  forced 
into  the  perivascular  spaces,  these  fibers  tear,  thus 
lacerating  the  vessel  wall.  When  the  skull  is  frac- 
tured, this  type  of  hemorrhage  rarely  occurs  as  the 
intracranial  pressure  is  released  and  distributed. 

The  clinical  picture  of  concussion  hemorrhages 
is  that  of  a short,  lucid  interval  followed  by  irrita- 


bility, sometimes  increase  of  deep  reflexes,  and  finally 
unconsciousness. 

Cases  of  this  t)'pe  are  rather  uncommon,  and  if 
encountered,  present  great  problems  of  differential 
diagnosis  with  intracranial  hemorrhage,  in  which 
case  surgical  intervention  is  to  be  considered. 

CASE  REPORT 

G.  E.  C.,  white  male,  married,  carpenter,  59 
years  old,  was  struck  by  a passing  automobile  while 
walking  on  the  highway.  One  and  one-half  liours 
later  he  was  admitted  to  the  Chesapeake  & Ohio 
Hospital  in  Huntington. 

Physical  examination  revealed  the  patient  to  be 
well  developed  and  apparently  in  shock.  The  skin 
was  cold  and  clammy.  The  mental  state  was  dazed 
to  the  extent  tliat  he  could  not  answer  questions  as 
to  his  address  or  relatives.  Inspection  of  the  integu- 
ment showed  small  lacerations  of  the  skin  over  the 
bridge  of  the  nose,  occiput  and  chin.  There  was  no 
exposure  of  bone  at  any  point.  No  blood  was  seen 
in  the  ear  canals,  nostrils,  mouth,  or  external  ureth- 
ral orifice.  The  head  was  of  normal  contour  and 
no  depression  in  the  skidl  was  felt.  The  pupils  were 
small  but  of  equal  size  and  shape  and  reacted 
promptly  to  light  and  accommodation.  There  was 
IK'  rigidity  of  the  neck  nor  was  there  pain  or  muscu- 
lar spasm  on  motion. 

The  chest  wall  appeared  normal  and  there  were 
no  deformities  indicating  rib  fractures.  The  lungs 
were  clear  on  percussion  and  auscultation.  The 
respiration  rate  was  35,  and  the  axillary  tempera- 
ture 99  P'.  The  rhytlim  of  the  heart  was  regular 
and  there  were  no  murmurs.  There  was  no  cardiac 
enlargement  on  percussion.  The  pulse  rate  was  90 
and  the  blood  pressure  was  68  systolic  and  40  dia- 
stolic. 

Examination  of  abdomen,  genitalia  and  back  was 
negative.  The  deep  and  superficial  reflexes  were  in- 
tact and  no  pathological  reflexes  were  noted. 

Large  subdermal  hematomata  were  found  in  the 
middle  of  the  right  thigh  and  of  the  right  lower  leg. 
On  examination  abnormal  mobility  and  crepitation 
could  be  produced  in  these  areas. 

X-ray  examination  of  the  lower  extremities 
showed  comminuted  fractures  of  the  upper  third  of 
the  right  tibia  and  fibula  and  of  the  midshaft  of  the 
right  femur.  There  was  a simple  fracture  of  the 
midportion  of  the  left  fibula. 

Antishock  therapy  was  instituted  and  the  patient 
received  altogether  1500  cc.  of  plasma  and  500  cc. 
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of  whole  blood,  besides  stimulants.  His  blood  pres- 
sure rose  to  100  systolic  and  60  diastolic.  Under 
pentotbal  sodium  anesthesia  the  fracturetl  lower  ex- 
tremities were  splinted  and  the  right  femur  was 
jnit  in  traction  by  means  of  a Kirschner  wire. 

'J'he  next  day,  the  patient  was  rational  and  com- 
plained of  pain  in  the  right  e.xtremit}'.  He  voided 
spontaneously  and  examination  of  the  urine  showed 
no  abnormalities  c.xcept  sugar  (one  plus).  The  ad- 
ministration of  penicillin,  15,000  units  every  three 
hours,  was  begun.  .Around  noon  of  the  same  day 
his  temperature  was  101  f'.,  the  respiration  and 
pulse  rates  increased,  and  there  was  involuntary 
\()iding  of  urine.  He  gradually  became  comatose. 

.An  intracranial  process  was  susjiected.  No  local- 
izing neurological  symptoms  were  found  nor  was 
there  increase  of  the  deep  reflexes.  The  eyegrounds 
were  normal.  A spinal  tap  was  done.  'J'he  spinal 


fluid  pressure  was  120  mm.  H2O  and  the  fluid 
slightly  blood  tinged.  'I'he  blood  pressure  was 
taken  hourl\  and  ranged  from  120  to  140  systolic, 
the  diastolic  pressure  remaining  at  70.  The  red, 
white  and  differential  blood  count  did  not  show 
significant  changes.  X-ray  of  the  skull  did  not 
leveal  a fracture.  On  the  following  day  the  con- 
dition of  the  jiatient  gradually  became  worse  and  he 
progressed  into  deep  coma.  A second  spinal  tap  was 
done  and  the  fluid  pressure  was  180  mm.  H£0. 
.AJicroscopic  examination  showed  300  red  blood 
cells  per  cmm.  Spinal  fluid  protein  was  65  mg.  per 
hundred  cc.  J'he  AVasserman  reaction  was  negative 
in  blood  serum  and  spinal  fluid.  There  was  no 
change  on  neurological  examination.  The  patient 
died  on  the  third  hospital  day. 

POST  MORTEM  EXAMINATION 

E.xamination  of  the  organs  of  the  thoracic  and 
abdominal  cavities  was  essentially  negative.  There 


Photograph  of  dissected  brain  showing  petechial  hemorrhages  in  (a)  the  white  substance  of  the  cerebrum,  (b)  the  internal  capsule 
and  basal  ganglia,  (c)  the  pons,  (d)  the  cerebellum,  and  (e)  the  medulla  oblongata. 
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were  a few  small  atelectatic  areas  in  the  lower  lobe 
of  each  lung  and  the  aorta  showed  a slight  degree  of 
arteriosclerosis.  Gross  examination  of  blood  from 
the  pulmonary  artery  and  from  the  cut  surface  of  the 
lungs  did  not  show  any  fat  droplets.  Frozen  sections 
of  the  lung  stained  with  Sudan  III  did  not  show 
any  evidence  of  pulmonary  fat  embolism.  Micro- 
scopic examination  of  the  pancreas  and  suprarenal 
glands  showed  no  change. 

Exploration  of  the  fractures  of  the  right  lower 
extremity  showed  the  bone  fragments  in  good 
position.  There  was  no  sign  of  infection  nor  was 
there  injury  or  thrombosis  of  any  of  the  greater 
blood  vessels  near  the  fractures. 

None  of  the  lacerations  of  the  skin  of  the  head 
extended  beyond  the  subcutaneous  fatty  tissue.  After 
exposure  of  the  roof  of  the  skull  no  fracture  was 
seen  and  after  removal  of  the  brain  no  fracture  of 
the  base  of  the  skull  was  found.  There  was  no 
epidural  hematoma  nor  large  subdural  hemorrhage. 
There  were  only  a few  minute  pial  hemorrhages. 
No  injury  of  the  cranial  sinuses  was  noted. 

The  brain  weighed  1141  Gm.  and  showed  the 
gyri  flattened  and  sulci  narrowed.  The  cerebellum 
showed  marked  pressure  cones.  Scattered  through- 
out the  brain  parenchyma  were  numerous  hemor- 
rhagic spots  ranging  in  size  from  less  than  a pinhead 
to  1 mm.  These  hemorrhages  could  not  be  washed 
off  or  wiped  off.  They  were  found  chiefly  in  the 
white  substance  of  the  cerebrum  but  also  in  the 
basal  ganglia  and  internal  capsule,  in  the  brain 
stem,  especially  in  the  floor  of  the  fourth  ventricle, 
in  the  cerebellum  and  in  the  medulla.  Only  an  occa- 
sional hemorrhagic  dot  was  seen  in  the  grey  matter 
of  the  cortex. 

Microscopic  examination  of  many  blocks  from 
different  areas  of  the  brain  showed  typical  ‘ring 
hemorrhages’  representing  a transverse  section  of  a 
capillary  or  small  vein.  The  surrounding  peri- 
vascular space  was  distended  with  extravasated  red 
blood  cells.  FTcally,  the  vessel  wall  was  torn  and 
in  some  areas  the  red  blood  cells  infiltrated  the  sur- 
rounding brain  tissue.  Frozen  sections  stained  with 
Sudan  III  nded  out  the  presence  of  fat  embolism. 

COMMENT 

The  pathological  lesions  accounting  for  death 
were  the  petechial  cerebral  hemorrhages  which  ob- 
viously were  due  to  concussion  of  the  brain.  The 
patient  also  had  multiple  fractures  of  the  lower  ex- 
tremities, and  fat  embolism  as  a cause  of  the  small 
cerebral  hemorrhages  had  to  be  considered.  Special 
fat  stains  on  frozen  sections  of  brain  and  lungs  did 
not  show  evidence  of  fat  embolism. 


It  is  important  to  differentiate  concussion  hemor- 
rhages from  large  extradural  or  subdural  hemato- 
mata  as  evidently  in  the  first  case  it  would  serve  no 
purpose  to  perform  a trephine  operation.  The  symp- 
tomatology and  clinical  course  of  the  described  case 
presented  some  difficulties  in  differential  diagnosis. 
It  is  true  that  the  patient  did  not  exhibit  brain  com- 
pression signs  or  localizing  neurological  symptoms 
which  are  the  rule  in  cases  of  extradural  or  sub- 
dural hematomata.  However,  the  spinal  fluid  was 
moderately  bloody.  This  could  be  explained  by  the 
presence  of  small  incidental  hemorrhages  in  the  pia 
mater. 

The  clinical  diagnosis  of  concussion  hemorrhages 
might  be  missed  in  cases  in  which  there  are  no  other 
injuries.  Patients  who  die  as  the  actual  result  of 
trauma  may  be  thought  to  have  an  infectious  disease. 
The  terminal  state  of  fatal  concussion  hemorrhages, 
i.  e.,  coma  and  fever,  may  suggest  a severe  infec- 
tious process. 
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PREVENTIVE  GERIATRICS 

Today  there  are  14%  more  persons  alive,  over  65, 
than  there  were  60  years  ago.  These  people  are 
pron  to  degenerative  diseases,  and  metabolic  di- 
seases takes  an  increasing  toll.  The  physician  of 
today  will  do  well  to  consider  the  science  of  geri- 
atrics aiming  not  only  to  prolong  life  but  to  pro- 
long it  in  comfort.  It  is  not  necessary  for  a phy- 
sician to  specialize  in  the  strict  sense  of  the  word 
but  every  general  practitioner  and  internist  will 
want  to  practice  geratology  (preventive  geriatrics) 
on  his  middle  aged  patients.  A physician  must  think 
about  the  condition  of  his  patient  not  only  now  but 
in  15  or  20  years  hence.^ — Eva  F.  Dodge,  M.  D.,  in 
Medical  Woman’s  V/orld. 


THE  MENTALLY  ILL 

As  mental  illness  becomes  more  and  more  recog- 
nized as  simply  one  of  the  afflictions  of  the  human 
organism  falling  in  the  general  category  of  other 
human  illness,  the  old  superstitious  attitude  is 
gradually  clearing  away  and  instead  of  consigning 
those  mentally  ill  to  segregation  in  mental  hos- 
pitals, there  is  a definite  trend  toward  treatment  in 
general  hospitals.  This  trend  will  become  more 
generally  followed  as  schools  of  medicine  every- 
where teach  more  and  more  of  psychiatry  and  pur- 
sue further  and  further  intensive  research  of  the 
type  that  gets  away  from  a simple  study  of  promi- 
nent mental  symptoms  and  diagnoses  on  that  super- 
ficial basis. — W.  D.  Partlow,  M.  D.,  in  J.  M.  A. 
Alabama. 
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SURGICAL  APPROACH  TO  THE 
POSTEROSUPERIOR  MEDIASTINUM* 

By  JOHN  S.  GAYNOR,  Wl.  D„  and  J.  R.  CALDWELL,  Wl.  D. 

Wheeling,  West  Virginia 

During  the  past  few  years,  tremendous  strides 
have  been  made  in  the  matter  of  the  surgical  ap- 
proach to  the  intrathoracic  viscera,  dependent  mainly 
upon  better  understanding  of  the  dynamics  of  the 
organs  involved;  likewise,  refinements  in  technique 
and  better  preoperative  and  postoperative  supportive 
care  of  the  patient  by  means  of  oxygen,  blood  re- 
placement, and  the  use  of  antibiotics  and  chemo- 
therapy. The  surgical  approaches  to  lesions  of  the 
heart,  the  major  vessels,  the  hila  of  the  lungs  and 
the  esophagus  have  been  well  standardized. 

The  purpose  of  this  paper  is  to  call  attention  to 
a means  of  approach  to  the  contents  of  the  postero- 
superior  mediastinum  and  to  review  a case  illus- 
trating the  facility  of  approach  to  surgical  lesions 
arising  in  this  area,  especially  behind  the  esophagus 
and  above  the  arch  of  the  aorta. 

Lilienthal,  in  1925,  proposed  a surgical  approach 
to  this  region  by  means  of  the  multiple  division  of 
ribs  posteriorly  with  shingling  of  the  ribs,  one  upon 
another.  To  this  observer,  however,  the  posterior 
approach  oflFers  little  in  the  way  of  dissection  under 
direct  vision,  a point  which,  especially  in  this  region 
containing  such  vital  structures,  is  of  the  essence. 

The  authors  contend  no  originality  in  the  ap- 
proach about  to  be  described,  yet  have  seen  no 
reference  to  it  in  the  literature  and  desire  only  to 
call  attention  to  a means  of  safely  approaching  lesions 
particularly  in  the  posterosuperior  mediastinum. 

If  one  elects  to  approach  the  mediastinum  above 
the  arch  of  the  aorta  from  the  left  there  are  two 
important  structures  to  be  avoided,  namely;  the  re- 
current nerve  and  the  thoracic  duct.  On  the  other 
hand,  surgical  exploration  may  be  performed  from 
the  right  with  little  annoyance  from  these  structures 
and  requiring  only  resection  of  the  azygos  vein  and 
proper  attention  to  the  right  vagus  nerve,  to  give 
adequate  exposure  at  least  as  high  as  the  level  of 
the  suprasternal  notch. 

This  method  of  approach  obviously  is  not  appli- 
cable to  intrinsic  esophogeal  lesions  other  than  low 
lying  diverticula,  treated  without  discontinuity  of 
the  esophageal  wall,  and  in  this  type  lesion  would 
seem  ideal. 

*Presented  before  a staff  meeting  of  the  Ohio  Valley  General 
Hospital,  Wheeling,  West  Virginia. 


As  in  all  surgery  involving  the  open  thorax, 
proper  anesthesia  with  control  of  the  pulmonary  dy- 
namics, replacement  and  supportive  therapy  before, 
during  and  following  the  surgical  procedure  is  a 
sme  qua  non. 

CASE  REPORT 

A .3  1 year  old  white  female  was  seen  in  March, 
1940,  complaining  of  dysphagia  of  some  six  months’ 
duration.  General  physical  examination  revealed  an 
apparently  entirely  normal  woman.  However,  on 
contrast  studies  of  the  esophagus,  the  following  was 
observed : T'he  esophagus  was  displaced  to  the  right 
and  anteriorly  by  a mass  about  2j4  inches  long  with 
a diameter  of  about  1 inch.  The  mass  appeared  to 
be  smooth,  and  the  esophagus  to  be  encroached  upon 
but  not  obstructed.  The  wall  of  the  stomach  ap- 
peared to  be  normal. 

Diagnosis:  Mass  posterior  and  slightly  to  the 

right  of  the  esophagus  at  the  level  of  the  transverse 
arch  of  the  aorta.  Nature  of  mass  not  definitely  de- 
termined. Probable  neuroblastoma. 

Esophagoscopy  confirmed  the  x-ray  findings  and 
disproved  an  intrinsic  esophageal  lesion.  Shortly 
after  the  diagnosis  was  established,  one  of  the  authors 
entered  the  armed  services  and  the  patient  was  not 
seen  again  until  January,  1946.  In  the  interim  the 
patient’s  symptoms  had  become  gradually  more 
marked  and  she  now  stated  that  she  had  adopted,  of 
necessity,  a liquid  diet.  Upon  fluoroscopic  and  x-ray 
studies  the  mass  previously  described  was  noted  to 
have  become  about  three  times  the  size  it  was  on 
examination  in  1 942.  Dysphagia  was  quite  marked, 
22  minutes  being  required  for  a bolus  of  barium  to 
pass  the  tumor  mass,  as  determined  by  fluoroscopy. 

Surgical  extirpation  was  advised  and  carried  out 
under  endotracheal  closed  anesthesia  with  a Levine 
tube  in  the  esophagus  for  purposes  of  identification. 
Posterolateral  incision  was  made  on  the  right  with 
partial  mobilization  of  the  scapula.  The  presenting 
rib  was  resected  subperiosteally  for  a distance  of  6 
inches.  The  rib  above  and  the  one  below  were  tran- 
sected at  the  angles  allowing  for  adequate  exposure. 
The  pleura  was  incised  and  the  right  lung  totally 
collapsed.  A longitudinal  incision  approximately  4 
inches  in  length  was  made  in  the  mediastinal  pleura. 
The  azygos  vein  was  then  resected,  giving  good 
exposure  of  the  tumor  mass.  The  right  vagus  nerve 
was  dissected  free  and  elevated  out  of  the  operative 
field.  By  sharp  and  blunt  dissection  with  meticulous 
hemostasis  the  tumor  mass  was  separated  from  the 
esophagus  and  surrounding  tissues  and  removed  in 
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toto.  The  lung  was  re-expanded  every  twenty 
minutes  throughout  the  procedure.  The  mediastinal 
pleura  was  closed  with  a running  suture  of  No.  0 
plain  catgut.  The  parietal  pleura  was  closed  with  a 
running  stuture  of  No.  0 chromicized  gut  with 
catheter  technique  so  that  the  lung  was  entirely  re- 
expanded at  the  conclusion  of  the  pleural  closure. 
The  musculature  of  the  thoracic  wall  was  recon- 
structed anatomically.  No  drainage  was  used. 

The  patient  was  kept  in  an  oxygen  tent  for  the 
first  forty-eight  postoperative  hours  and  received  a 
course  of  penicillin.  The  postoperative  course  was 
entirely  uneventful  other  than  a small  collection  of 
sterile  pleural  fluid  which  was  aspirated  on  the  fifth 
postoperative  day.  The  patient  was  up  on  the 
tenth  day.  Barium  studies  revealed  the  esophagus 
to  be  entirely  normal  and  the  patient,  seen  six  weeks 
postoperatively,  was  entirely  asymptomatic. 

PATHOLOGY 

Cross'.  Specimen  consists  of  a flattened  ovoid 
tumor  measuring  8x4x3  cm.  It  is  firm  in  con- 
sistency; irregular  in  outline,  with  a smooth  sur- 
face. On  section  it  has  the  appearance  and  con- 
sistency of  a fibroma,  the  surface  being  smooth  and 
glistening. 

Microscopic:  Sections  show  a fibroma.  The  tu- 
mor is  composed  of  spindle  shaped  fibroblasts  which 
are  forming  a compact  growth  with  interlacing 
bundles  of  fibroblasts.  There  are  no  mitotic  figures 
seen.  There  are  occasional  eosinophiles  and  lympho- 
cytes in  the  perivascular  tissue.  This  is  a benign 
tumor. 

Diagnosis:  Fibroma  of  the  mediastinum.” 
CONCLUSIONS 

The  case  presented  illustrates  three  points:  1. 

Fibromata,  although  rare,  are  seen  in  the  postero- 
superior  mediastinum.  In  this  case  symptomatology 
was  dependent  upon  mechanical  interference  with 
the  esophagus.  2.  This  region  of  the  mediastinum 
may  be  adequately  approached  transpleurally  from 
the  right  side.  3.  Open  thoracotomy,  when  per- 
formed under  the  proper  conditions,  is  relatively 
without  hazard. 


NEED  FOR  PATHOLOGISTS 

Early  detection  and  correct  diagnosis  of  cancer 
are  essential  if  the  cancer  problem  is  to  be  success- 
fully attacked.  A serious  bottleneck  in  the  attack 
is  the  shortage  of  competent  pathologists.  The 
laudable  attempts  by  the  American  Cancer  Society 
and  other  agencies  to  encourage  the  establishment 
of  cancer  clinics  are  greatly  handicapped  by  this 
shortage.  There  is  real  danger  that  as  a result  of 


this  shortage  inadequately  trained  pathologists  or 
other  medical  men  will  be  entrusted  with  that 
most  important  of  responsibilities— the  making  of 
tissue  diagnoses. 

The  medical  profession  at  large  often  fails  to  re- 
member that  the  pathologist  is  a physician,  prac- 
ticing diagnostic  medicine,  and  frequently  the  most 
important  cog  in  the  final  diagnosis  of  tumors.  This 
indifference,  plus  the  fact  that  hospitals  tend  to 
“hire”  pathologists  on  salaries,  contributes  in  no 
small  part  to  the  unsatisfactory  shortage  of  com- 
petent tissue  pathologists.  There  is  at  present  little 
inducement  for  any  capable  physician  to  take  up 
pathology,  even  as  a temporary  occupation;  if  sur- 
geons faced  a similar  salaried  status  in  private  hos- 
pitals, there  would  be  a similar  shortage  of  these 
specialists. 

To  reiterate,  the  diagnosis  of  cancer  often  re- 
quires skill  not  only  on  the  part  of  the  pathologist 
but  also  on  that  of  the  tissue  technicians  whose 
responsibility  it  is  to  prepare  the  slides  from  which 
the  diagnoses  are  made.  Too  often  histological  sec- 
tions are  so  poor  they  do  not  permit  of  a diagnosis. 
Insistence  on  the  histological  evaluation  of  the 
growth  capacities  and  estimated  radio-sensitivity 
of  tumors,  and  the  correlation  of  tumor  structure 
with  the  clinical  picture,  has  added  another  bur- 
den to  the  untrained  pathologist.  If  he  cannot  dif- 
ferentiate between  an  endometrial  hyperplasia  and 
a corpus  carcinoma  how  can  he  evaluate  the  lesion? 
Competent  pathologists  are  not  made  to  order  in  a 
few  months. — California  and  Western  Medicine. 


ORCHIECTOMY  IN  PROSTATIC  CANCER 

Huggins  has  recently  reported  a study  of  five- 
year  results  on  the  treatment  of  prostatic  cancer  by 
orchiectomy  and  the  administration  of  diethyl- 
stilbesterol.  It  is  significant  that  the  antiandro- 
genic  treatment  of  prostatic  cancer  has  proven  to 
have  both  theoretical  and  practical  significance. 
Twenty  patients  have  been  reported  upon  in  this 
series.  In  two  cases  there  was  no  obvious  benefit 
from  orchiectomy  but  in  the  remaining  eighteen 
cases  definite  alleviation  of  clinical  symptoms  oc- 
curred. Five  patients  survived  more  than  five 
years  after  orchiectomy. 

Particularly  to  be  emphasized  is  the  symptomatic 
relief  obtained  by  the  procedure  and/or  the  ad- 
ministration of  diethylstilbesterol.  The  ameliora- 
tion of  pain  is  appreciated  by  the  patient  more 
than  following  the  treatment  of  this  condition  by 
prostatic  resection  or  radical  prostatectomy.  An 
important  consideration  brought  about  by  this 
study  was  the  disappearance  of  certain  metastases 
and  reappearance  of  lesions  in  other  areas.  In 
other  words,  orchiectomy  apparently  injured  cancer 
cells  in  certain  areas  so  severely  that  they  did  not 
again  become  active.  The  antiandrogenic  treatment 
of  cancer  of  the  prostate  has  demonstrated  that  a 
chemical  change  in  the  internal  environment  of  the 
host  has  brought  about  a sustained  regression  of  a 
malignant  neoplastic  process.  The  clinical  im- 
provement including  relief  of  pain,  improved  ap- 
petite with  gain  in  weight,  decrease  of  anemia,  and 
a decrease  of  size  and  sometimes  disappearance  of 
the  primary  tumor  and  metastases  have  definitely 
established  this  type  of  treatment  as  a boon  to  the 
individual  afflicted  with  prostatic  cancer. — J.  Iowa 
State  Med.  Soc. 
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The  President's  Page 


In  our  mad  rush  today  to  make  diagnoses  accurately,  are  we 
using  our  God-given  five  senses  to  the  limit  as  the  real  starting  point, 
at  the  same  time  keeping  fully  in  mind  the  fact  that  we  need  not 
close  the  door  to  other  helpful  means  at  hand  to  aid  us  to  make 
a proper  diagnosis? 

There  are  many  of  us  who  feel  that  if  we  are  to  escape  having 
somebody  else  do  our  thinking  and  acting  for  us,  we  must  of 
necessity  unlearn  a few  of  the  things  we  have  learned  during  the 
past  two  decades. 

To  practice  good  medicine  will  always  mean  the  taking  of 
complete  histories  and  doing  thorough  physical  examinations.  Let 
us  not  abandon  entirely  our  native  ability  and  substitute  the 
thousand  and  one  chemical  and  mechanical  procedures  available 
today  in  order  to  make  what  should  be  a simple  diagnosis  appear 
scientifically  difficult.  Much  of  the  laboratory  work  necessary  to 
provide  a complete  case  record  is  absolutely  essential,  yet  are  we 
not  perhaps  devoting  more  time  to  “chart  studying”  than  to  personal 
observations  of  our  patient’s  condition. 

Is  it  not  true  that  a study  of  the  facial  expression,  the  color 
and  feel  of  the  skin,  the  position  of  the  patient  in  bed,  and  the  type 
of  pulse  and  respiration,  together  with  an  evaluation  of  other 
symptoms  easily  recognized  by  the  physician,  might  happily  serve 
to  give  an  accurate  and  quick  diagnosis? 

Today  we  frequently  tell  the  patient  that  his  complaint  or 
chain  of  symptoms  must  be  something  simple  and  of  little  con- 
sequence since  all  the  laboratory  tests  have  proved  to  be  negative. 
Could  it  not  perhaps  have  been  simple  before  having  all  the  tests 
made?  With  the  costs  multiplied  for  negative  information,  the 
patient  must  honestly  wonder  what  it’s  all  about! 

There  is  a definite  need  for  the  laboratory,  the  x-ray,  and  the 
electrocardiagram,  and  all  the  other  procedures  used  today.  They 
are  life-saving  devices  which  we  recognize  and  for  which  we  are 
deeply  thankful.  Used  wisely  in  our  practice,  they  are  necessary 
and  helpful,  but  unnecessary  and  too  frequent  use  might  well  be 
construed  as  an  abuse  of  the  confidence  of  our  patients  in  our 
ability  to  provide  good  medical  care  at  a cost  within  their  means. 


President. 
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CHANGE  COMETH 

At  the  recent  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  at  San  Fran- 
cisco, the  recommendation  of  the  Board  of  Trustees 
that  an  “under  secretary”  for  public  relations  be 
employed  in  the  headquarters  office  at  Chicago,  was 
adopted.  The  function  of  this  official,  who  is  to  be 
a trained  layman,  will  be  to  handle  all  the  public 
relations  of  the  organized  profession  as  represented 
by  the  A.  M.  A. 

This  step  was  taken  upon  the  advice  of  an  expert 
in  public  relations  who  has  gone  over  the  entire 
mechanism  of  the  A.  M.  A.,  and  this  was  one  of 
the  recommendations  made.  We  hope  such  a step 
will  improve  the  general  efficiency  of  the  Association 
in  the  field  of  public  relations. 

Presumably  this  action  “poured  oil  on  the  troubled 
waters”  relative  to  the  activities  of  Dr.  Morris  F'ish- 
bein,  for  the  California  delegation,  which  spear- 
headed the  anti-P'ishbein  movement,  withdrew  the 
resolution  relative  to  him  as  soon  as  this  recommen- 
dation of  the  Board  of  Trustees  was  adopted. 

As  far  as  our  knowledge  goes,  no  one  has  ever 
questioned  the  ability  of  Dr.  F'ishbein.  Even  one 
of  his  bitterest  antagonists  at  San  Francisco  made 
the  statement  privately  that  “he  is  the  best  medical 
editor  in  the  world.”  The  objection  has  been  only 
to  his  acting  as  spokesman  for  organized  medicine. 


A GOOD  PATTERN 

It  was  our  privilege  and  pleasure  to  attend  a ban- 
quet at  Huntington  a few  days  ago,  honoring  the 
doctors  of  the  Cabell  area  who  have  been  released 
from  military  service.  The  scene  was  laid  at  the 
beautiful  Guyan  Country  Club,  and  the  three  Hunt- 
ington doctors  who  were  hosts  at  the  elaborate  aflfair 
left  nothing  to  be  desired  in  the  way  of  food  and  en- 
tertainment. The  medical  veterans  were  made  to 
feel  at  home  and  many  expressions  of  deep  apprecia- 
tion for  the  opportunity  to  congregate  together  were 
heard  during  the  evening. 

The  action  of  the  Huntington  doctors  might  well 
be  accepted  as  a pattern  for  early  fall  meetings  by 
many  of  the  other  twenty-eight  component  societies. 
T he  Huntington  meeting  was  a huge  success  in 
helping  the  returned  medical  veteran  become  better 
acquainted  with  his  confreres  at  home,  and  we  hope 
that  it  may  be  only  the  first  of  several  such  meetings 
(wer  the  state. 


S.  1606 

Dingell,  D'lngell,  great  long  hill, 

How  I wonder  if  you  will 
With  a rebuilt  face  appear 

IV hen  the  Congress  meets  next  year. 

We  have  information  to  the  effect  that  the  pro- 
ponents of  S.  B.  1606  have  abandoned  hope  of  se- 
curing its  passage  at  this  session  of  the  Congress. 
We  trust  our  information  is  correct.  Likewise  we 
have  grapevine  information  to  the  effect  that, 
quoting  the  Bard  of  Avon,  “we  have  scotch’d  the 
.snake,  not  killed  it,”  but,  that  the  measure  will  be 
entirely  rewritten  so  as  to  meet  as  many  of  the  ob- 
jections presented  in  committee  against  it  as  can  be 
eliminated  and  still  retain  compulsory  sickness  in- 
surance. It  seems  that  this  socialistic  scheme  of 
compulsory  governmental  sickness  insurance  may 
become  a perennial  legislative  weed,  a stinkweed  to 
cumber  indefinitely  the  soil  of  the  legislative  garden 
in  Washington. 


COOPERATION 

A word  of  commendation  and  thanks  is  due  the 
special  committee  on  Revision  of  Workmen’s  Com- 
pensation F ees,  and  the  officials  of  the  Compensation 
Fund,  for  the  apparent  satisfactory  completion  of  a 
new  fee  scheilule,  represented  by  several  months’ 
hard  work. 
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The  very  fact  that  the  committee  and  compensa- 
tion officials  are  in  full  agreement,  and  that  the  new 
schedule  has  been  approved  by  the  Council,  is  proof 
enough  that  a very  fine  spirit  of  cooperation  exists 
between  medicine  and  those  charged  with  the  ad- 
ministration of  the  P'und. 

The  Association  committee  which  has  worked  for 
months  on  the  new  fee  schedule  is  composed  of 
Dr.  E.  A.  Trinkle,  chairman,  and  Drs.  H.  V. 
Thomas,  J.  E.  Wilson,  E.  F.  Reaser,  J.  L.  Hutchi- 
son, T.  G.  Reed,  R.  L.  Anderson,  W.  C.  Stewart, 
and  V.  L.  Peterson.  The  Workmen’s  Compensa- 
tion Fund  has  been  ably  represented  in  the  negoti- 
ations by  the  Commissioner,  Mr.  E.  B.  Pennybacker, 
and  Dr.  W.  T.  Henshaw,  medical  director,  John 
C.  Ward,  assistant  commissioner,  T.  E.  Cline,  office 
director,  and  Omer  P.  Frame,  actuary. 

We  congratulate  these  two  groups,  not  only  for 
the  completion  of  their  labors,  but  also  for  being  able 
to  reach  an  agreement  satisfactory  alike  to  Fund 
officials  and  the  more  than  five  hundred  West  Vir- 
ginia doctors  who  administer  medical  and  surgical 
care  to  cases  under  the  Compensation  Program. 


RADICAL  CHANGES  IN  A.  M.  A. 

Two  rather  radical  changes  were  made  in  the 
organization  of  the  American  Medical  Association  at 
the  San  Francsico  meeting. 

The  first  was  the  adoption  of  a resolution  urging 
upon  all  state  societies  the  necessity  for  immediate 
organization  of  voluntary  prepayment  medical  serv- 
ice plans.  “Get  busy”  was  the  watchword.  In 
order  to  aid  state  societies  set  up  such  plans,  a revolv- 
ing loan  fund  of  substantial  proportions  was  author- 
ized from  which  a state  society  may  borrow  without 
interest  funds  otherwise  unobtainable  for  the  initi- 
ation of  its  own  prepayment  plan. 

The  second  change  was  the  adoption  of  the  plan 
presented  at  the  1945  meeting,  providing  for  two 
sessions  of  the  House  of  Delegates  annually.  The 
second  session  for  this  calendar  year  will  be  held  in 
Chicago  early  in  December. 

It  is  believed  that  with  semi-annual  meetings  of 
the  House  better  adjustments  of  organizational  pro- 
grams to  changing  conditions  can  be  maintained,  and 
the  actual  operation  of  the  headquarters  office  may 
he  kept  more  responsive  to  the  ideas  and  ideals  of  the 
practicing  profession. 


General  News 


REVISED  COMPENSATION  FUND  FEE 

SCHEDULE  APPROVED  BY  COUNCIL 

The  final  chapter  in  the  campaign  to  obtain  a 
revision  of  Workmen’s  Compensation  fees  was  writ- 
ten by  the  Council  at  a special  meeting  called  by 
Dr.  Thomas  L.  Harris,  the  chairman,  at  Parkers- 
burg, June  30.  At  this  meeting,  the  revised  fee 
schedule  agreed  upon  by  Workmen’s  Compensation 
officials  and  a special  State  Medical  Association 
committee,  which  has  had  this  matter  in  hand  for 
several  months,  was  approved.  The  new  fee  sched- 
ule, effective  July  1,  is  printed  in  this  issue  of  the 
Journal. 

The  special  committee  which  has  been  negotiat- 
ing with  officials  of  the  Compensation  Commission 
is  composed  of  Drs.  E.  A.  Trinkle,  of  Weston,  chair- 
man; and  Drs.  H.  V.  Thomas  and  J.  E.  Wilson  of 
Clarksburg;  E.  F.  Reaser  and  J.  L.  Hutchison,  of 
Huntington;  R.  H.  Boice  of  Parkersburg;  and  T.  G. 
Reed,  W.  C.  Stewart,  R.  L.  Anderson,  and  V.  L. 
Peterson,  of  Charleston.  In  the  several  meetings 
that  have  been  held  at  Charleston,  the  Compensa- 
tion Fund  has  been  represented  by  John  Ward, 
Assistant  Commissioner,  Dr.  W.  T.  Henshaw,  medi- 
cal director,  T.  E.  Cline,  office  director,  and  Omer 
P.  Frame,  Actuary. 

P.  and  A.  Commitlees  Praised 

Besides  attending  to  routine  business  matters, 
the  Council  unanimously  adopted  a resolution 
praising  the  work  of  members  of  the  state  and 
local  Procurement  and  Assignment  committees 
and  the  Directing  Board  at  Washington,  during 
World  War  II.  The  following  is  the  complete  text 
of  the  resolution: 

WHEREAS,  the  members  of  the  state  and  local 
Procurement  and  Assignment  committees  volun- 
tarily and  willingly  contributed  much  of  their 
time  and  efforts  to  the  work  of  distributing  medical 
care  in  the  fairest  manner  possible  during  the  war 
emergency;  and 

WHEREAS,  the  very  difficult  and  tedious  work  of 
completing  surveys,  and  interviewing  and  corre- 
sponding with  doctors  and  hospitals  with  reference 
to  the  program  in  its  various  phases  was  carried  on 
in  a thoroughly  efficient  and  self-sacrificing  man- 
ner; and 

WHEREAS,  with  the  return  of  the  great  majority 
of  our  doctors  from  military  service,  the  work  of 
the  Procurement  and  Assignment  Service  is  fin- 
ished, and  members  have  been  released  from 
their  responsibilities  by  government  representatives 
who  have  praised  them  for  the  part  they  have 
played  in  the  national  emergency: 

THEREFORE,  BE  IT  RESOLVED:  That  the 

Council  of  the  West  Virginia  State  Medical  Associa- 
tion recognizes  and  gratefully  acknowledges  the 
untiring  devotion  and  selfless  efforts  of  Dr.  Robert 
K.  Buford,  State  Chairman,  and  the  other  members 
of  the  State  Procurement  and  Assignment  Service 
committee,  and  all  the  officers  and  members  of  the 
local  P.  and  A.  committees  during  the  war,  and 
hereby  extends  deep  appreciation  and  thanks  for 
the  part  they  played  in  a tremendous  war-time 
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program  that,  notwithstanding  many  trials  and  ob- 
stacles, has  been  successfully  completed;  and 

BE  IT  FURTHER  RESOLVED:  That  the  Council 
also  extends  to  Dr.  Frank  H.  Lahey  and  the  other 
members  of  the  Directing  Board  of  the  Procurement 
and  Assignment  Service  in  Washington  sincere 
thanks  and  appreciation  for  their  wise  counsel  and 
helpful  guidance  in  all  matters  pertaining  to  the 
work  of  the  Procurement  and  Assignment  Com- 
mittees in  this  state. 

The  meeting  was  attended  by  Dr.  T.  L.  Harris, 
Chairman;  Drs.  B.  S.  Brake,  Guy  H.  Michael,  Carl 
E.  Johnson,  J.  E.  Wilson,  E.  A.  Trinkle,  A.  R.  Sidell, 
J.  L.  Patterson,  and  T.  G.  Reed,  Councillors,  and 
Mr.  Charles  Lively,  secretary  ex  officio;  and  Drs. 
E.  F.  Reaser,  of  Huntington,  S.  S.  Hall,  of  Clarks- 
burg, and  W.  C.  Stewart,  of  Charleston. 


PHC  NAMES  HEALTH  OFFICERS 

Two  doctors  who  recently  returned  from  military 
service  have  been  named  health  officers  by  the 
public  health  council.  Dr.  W.  E.  Mcllvaine,  of 
Moundsville,  succeeds  Dr.  G.  C.  Hill  as  health  offi- 
cer for  Marshall  County.  Doctor  Hill  has  relocated 
at  Live  Oak,  Florida. 

Dr.  Thomas  C.  Sims,  of  Fayette  County,  has  been 
named  health  officer  for  district  No.  1,  comprising 
Braxton,  Clay,  Nicholas,  and  Webster  counties. 
He  will  have  headquarters  at  Sutton. 


DR.  STEINDLER  AT  VA  REGIONAL  OFFICE 

Dr.  Leo  F.  Steindler,  who  has  been  associated 
with  the  Veterans  Administration  for  more  than 
25  years,  has  assumed  his  new  duties  as  chief 
medical  officer  for  the  Veterans  Administration  re- 
gional office  at  Huntington.  Offices  for  the  present 
will  be  maintained  at  the  Veterans  Hospital  in 
that  city.  Doctor  Steindler,  who  is  a veteran  of 
World  War  I,  succeds  Dr.  P.  R.  Copeland,  chief 
medical  officer  of  the  Veterans  Hospital  in  Hunt- 
ington, who  has  been  acting  chief  medical  officer 
for  the  Veterans  Administration  regional  office  for 
the  past  several  months. 

Mr.  George  W.  Windsor,  of  North  Carolina,  just 
recently  released  from  military  service,  has  been 
named  administrative  assistant  to  Doctor  Steindler 
and  has  reported  for  duty  at  Huntington. 


MEDICAL  VETERANS  HONORED 

Three  Huntington  doctors,  Ray  M.  Bobbitt.  Ivan 
R.  Harwood,  and  Gilbert  A.  Ratcliffe,  were  hosts 
at  a banquet  at  the  Guyan  Country  Club  in  Hunt- 
ington, July  12,  honoring  all  of  the  members  of 
the  Cabell  County  Medical  Society  who  have  re- 
turned from  military  service.  It  was  probably  the 
first  affair  of  its  kind  held  in  West  Virginia  since 
the  war  ended. 

Doctor  Bobbitt  served  as  toastmaster  and  the 
principal  address  of  the  evening  was  delivered  by 
Dr.  W.  E.  Neal,  who  has  been  engaged  in  general 
practice  in  Huntington  since  1907.  Dr.  Francis  A. 
Scott  responded  for  the  medical  veterans.  Short 
addresses  were  also  delivered  by  several  other 
members  of  the  society. 


VA-STATE  PHARMACEUTICAL  AGREEMENT 

The  Veterans  Administration  has  approved  an 
agreement  with  the  State  Pharmaceutical  Associa- 
tion for  pharmaceutical  service  for  veterans  at  West 
Virginia  drug  stores. 

Under  the  terms  of  the  agreement,  there  are  no 
restrictions  upon  physicians  with  reference  to  medi- 
cal agents  which  may  be  prescribed,  but  the  term 
“medical  requisite”  has  been  defined  as  including 
only  the  following  items: 

Insulin  syringe  and  two  (2)  needles. 

Two  (2)  hypodermic  (insulin  type)  needles. 
Atomizer, 

Nebulizer, 

Hot  water  bottle. 

Fountain  syringe. 

Combination  hot  water  bottle  and  syringe. 

Ice  bag. 

Ice  cap. 

Urinal, 

Bed  pan. 

Enema  can. 

Feeding  tube,  and 
Ear  and  ulcer  syringe. 

These  items  may  be  prescribed  only  in  the  case  of 
an  emergency,  and  each  prescription  must  be  lim- 
ited to  a single  item. 

Pharmacists  cannot  be  reimbursed  for  refilling 
any  prescription,  and  doctors  should  write  new 
prescriptions  whenever  additional  drugs  are  indi- 
cated or  a new  medical  requisite  is  required. 

At  a meeting  held  at  Washington  July  15  between 
officials  of  the  Veterans  Administration  and  repre- 
sentatives of  state  pharmaceutical  associations,  the 
regulations  were  amended  to  provide  that  all  pre- 
scriptions must  be  written  in  duplicate  and  both 
copies  given  to  the  patient  to  be  delivered  to  the 
pharmacist,  who,  in  turn,  will  retain  the  original  on 
file  and  forward  the  duplicate  to  the  veterans  ad- 
ministration. No  particular  form  of  prescription 
blank  has  been  prescribed. 


SOUTHERN  PSYCHIATRIC  ASSOCIATION 

The  annual  session  of  the  Southern  Psychiatric 
Association  will  be  held  at  the  Jefferson  Hotel,  in 
Richmond,  October  7-8.  The  last  annual  meeting 
was  held  in  Nashville  in  1941,  under  the  presi- 
dency of  Arthur  J.  Schwenkenberg,  of  Dallas.  Dr. 
Whitman  C.  McConnell  of  St.  Petersburg,  Florida, 
is  president  of  the  Association  and  Dr.  Newdigate 
M.  Owensby,  of  Atlanta,  Georgia,  is  secretary- 
treasurer. 


ATTENTION,  PHYSICIANS 

Schedule  3-A  of  the  Study  on  Child  Health  Serv- 
ices will  be  mailed  to  all  physicians  in  private  prac- 
tice during  the  first  week  in  August  by  the  West 
Virginia  Study  of  the  American  Academy  of  Pedi- 
atrics, according  to  Russell  C.  Bond,  M.  D.,  state 
chairman.  Be  sure  to  make  the  study  on  the  day 
of  the  week  assigned  to  you.  The  postwar  care  of 
children  compiled  from  this  data  is  of  importance 
to  all  of  us. 


214 


The  West  Virginia  Medical  Journal 


August,  1946 


DR.  OLIN  WEST  NAMED  PRESIDENT 

ELECT  OF  AMA  AT  SAN  FRANCISCO 

Dr.  Olin  West,  formerly  secretary  and  general 
manager  of  the  American  Medical  Association,  was 
named  president  elect  of  that  organization  at  the 
final  session  of  the  House  of  Delegates  at  San 
Francisco,  July  4,  1946.  He  will  succeed  Dr.  Harri- 
son Shoulders,  of  Nashville,  Tennessee,  who  was 
installed  as  president  at  this  meeting. 

Doctor  West  had  served  as  secretary  of  the  AMA 
from  1922  until  his  retirement  early  this  year.  He 
was  succeeded  by  Dr.  George  F.  Lull,  of  Chicago, 
who  was  named  permanent  secretary  at  San  Fran- 
cisco. Dr.  R.  W.  Fouts,  of  Omaha,  was  renamed 
speaker  of  the  House  of  Delegates  and  Dr.  F.  F. 
Borzell,  of  Philadelphia,  vice  speaker. 

Dr.  Walter  E.  Vest,  of  Huntington,  and  Dr.  Ivan 
Fawcett,  of  Wheeling,  attended  the  meeting  as  dele- 
gates from  West  Virginia,  Dr,  Vest  served  as  a 
member  of  the  committee  on  reports  of  officers. 

Besides  the  delegates,  the  following  West  Vir- 
ginia doctors  were  registered  during  the  four-day 
meeting:  James  R.  Bloss,  Huntington;  Lloyd  E. 
Cox,  Charleston;  D.  E.  Greeneltch,  Wheeling;  L.  K. 
Harless,  Gauley  Bridge;  W.  R.  Harless,  Madison; 
V.  E.  Holcombe,  Charleston;  Eugene  A.  Holland 
and  Claude  L.  Holland,  Fairmont;  C.  J.  Holley, 
Wheeling;  A.  P.  Hudgins,  Charleston;  J.  G.  Leech, 
Quinwood;  E.  E.  Myers,  Philippi;  L.  E.  Neal,  Clarks- 
burg; Charles  M.  Scott,  Bluefield;  and  Walter  E, 
Vest,  Jr.,  Huntington. 

The  next  annual  meeting  will  be  held  at  Atlantic 
City,  June  9,  1947,  and  St.  Louis  and  New  York 
were  selected  as  the  meeting  places  for  1948  and 
1949,  respectively. 


CHANGE  IN  LABORATORY  COMMITTEE 

Dr.  Walter  E.  Vest  has  tendered  his  resignation  as 
a member  of  the  state  health  department’s  com- 
mittee on  approval  of  laboratories,  and  Dr.  W.  W. 
Point  has  been  appointed  as  representative  of  the 
public  health  council  on  that  committee.  The  other 
members  are  Dr.  F.  C.  Hodges,  of  Huntington,  repre- 
senting the  State  Medical  Association;  Dr.  E.  J. 
Van  Liere,  dean  of  the  West  Virginia  University 
School  of  Medicine;  Dr.  Kathryn  Cox,  director  of 
the  state  hygienic  laboratory;  and  John  C.  Hume, 
P.  A.  surgeon  (USPHS),  director  of  the  bureau  of 
venereal  disease  control  of  the  state  health  depart- 
ment. 


URGES  INCREASE  IN  APPROPRIATIONS 

At  the  June  meeting  of  the  public  health  council 
held  in  Charleston,  a resolution  was  unanimously 
adopted  urging  the  appropriation  by  the  legislature 
of  sufficient  funds  to  pay  adequate  salaries  of  medi- 
cal and  attendant  personnel  at  the  state  mental 
institutions  and  otherwise  provide  suitable  care  for 
the  patients.  Copies  of  the  resolution  have  been 
sent  to  Governor  Clarence  W.  Meadows,  Arnold 
Vickers,  president  of  the  Senate,  and  John  E. 
Amos,  speaker  of  the  House. 


BOARD  ADOPTS  NEW  POLICY  FOR 

TREATMENT  OF  MENTAL  PATIENTS 

Under  a new  policy  adopted  by  the  State  Board 
of  Control,  all  mental  patients  16  years  of  age  and 
under  have  been  transferred  to  the  Huntington 
State  Hospital  from  the  mental  institutions  at 
Weston  and  Spencer.  The  new  plan  also  provides 
for  the  transfer  of  all  tubercular  and  criminally 
insane  inmates  from  Huntington  and  Spencer  to  the 
hospital  at  Weston.  Patients  listed  as  feeble 
minded  will  be  segregated  and  sent  to  the  Bar- 
boursville  unit  of  the  Huntington  Hospital. 

Joseph  Z.  Terrell,  president  of  the  board  of  con- 
trol, has  stated  that  the  program  is  intended  to 
create  uniformity  of  operations  among  the  institu- 
tions. Over  eighty  young  patients  have  been  trans- 
ferred from  Weston  and  ten  from  the  Spencer  hos- 
pital to  Huntington,  where  facilities  are  much 
better  for  the  care  of  children. 

The  plan  was  adopted  by  the  board  of  control 
at  a meeting  held  late  in  June  with  Dr.  J.  L.  Knapp, 
the  new  superintendent  at  Weston,  Dr.  C.  E.  Ham- 
ner,  superintendent  at  Spencer,  Drs.  C.  T.  Taylor 
and  E.  F.  Reaser,  superintendent  and  assistant 
superintendent,  respectively,  at  Huntington,  and 
Mrs.  Virginia  Comstock,  director  of  the  Barbours- 
ville  unit. 


HEART  ASSOCIATION  TO  MEET 

Dr.  O.  B.  Biern,  president  of  the  West  Virginia 
Heart  Association,  has  announced  that  a joint 
meeting  of  the  Association,  the  Cabell  County  Med- 
ical Society,  and  the  medical  staff  of  the  Veterans 
Hospital,  will  be  held  at  Huntington,  Thursday, 
October  10.  It  will  be  the  first  meeting  of  its  kind 
since  1941.  All  doctors  are  invited  to  be  present. 
Two  eminent  cardiologists  will  present  papers  at 
the  meeting. 


RECOMMENDS  4-YEAR  MEDICAL  SCHOOL 

The  Kanawha  Valley  Labor  Union  has  gone  on 
record  in  favor  of  the  establishment  of  a West  Vir- 
ginia University  Medical  College  in  connection  with 
the  new  Memorial  Hospital  at  Charleston.  In  a 
resolution  adopted  at  a meeting  held  June  17,  sug- 
gestion was  made  to  the  Governor  that  such  a 
medical  school  be  made  a part  of  the  new  hospital 
when  it  is  constructed  because  “at  present  there 
are  no  facilities  in  the  state  of  West  Virginia 
whereby  one  can  complete  the  requirements  for  a 
medical  degree,  and  boys  and  girls  who  desire  to 
become  physicians  are  compelled  to  finish  their 
work  beyond  the  borders  of  the  state.” 

Copies  of  the  resolution  recommending  the  estab- 
lishment of  the  college  as  part  of  or  in  connection 
with  the  hospital  were  mailed  to  Governor  Mead- 
owns,  members  of  the  Board  of  Control  and  the 
State  Board  of  Education,  the  Board  of  Governors 
of  West  Virginia  University,  and  all  candidates  for 
the  House  of  Delegates  and  State  Senate  at  the 
primary  which  will  be  held  in  August. 
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CHANGE  AT  MEDICAL  CENTER 

Dr.  Andrew  Sackett,  formerly  in  charge  of  the 
rapid  treatment  center  at  Pensacola,  Florida,  has 
been  appointed  chief  medical  officer  at  the  Kana- 
wha Valley  Medical  Center  in  South  Charleston, 
effective  August  1.  The  appointment  was  an- 
nounced by  Dr.  J.  E.  Offner,  state  health  commis- 
sioner. Dr.  D.  J.  McNairy,  who  has  been  serving 
as  chief  medical  officer,  resigned  July  1 to  enter 
private  practice  at  Fort  Wayne,  Indiana. 


DR.  POLLOCK  WITH  VA  AT  HUNTINGTON 

Dr.  Bruce  H.  Pollock,  deputy  state  health  com- 
missioner, has  tendered  his  resignation  effective 
July  19,  when  he  will  assume  his  new  duties  as 
chief  of  the  out-patient  service  for  the  Veterans 
Administration  at  Huntington.  He  will  have  offices 
at  the  Veterans  Hospital  in  that  city. 

Doctor  Pollock  was  appointed  deputy  health  com- 
missioner upon  his  release  from  the  Navy  medical 
corps  in  October,  194.5.  Prior  to  entering  the  Naval 
service  in  1941,  he  served  as  director  of  the  bureau 
of  county  health  work  in  the  state  health  depart- 
ment. 


TB  AND  HEALTH  ASSN.  MEETING 

The  first  statewide  postwar  meeting  of  the  West 
Virginia  Tuberculosis  and  Health  Association  will 
be  held  at  the  Waldo  Hotel,  at  Clarksburg,  Septem- 
ber 20-21.  It  is  expected  that  anti-tuberculosis 
workers  and  representatives  from  all  affiliated 
associations  and  committees  will  attend  the  meet- 
ing. 


CANCER  FUND  OVER  $75,000 

Mrs.  John  S.  Harvey,  State  Commander  of  the 
West  Virginia  Division  of  the  American  Cancer  So- 
ciety, reported  late  in  June  that  over  $75,000  had 
already  been  collected  in  connection  with  the  drive 
for  funds  for  cancer  control  held  throughout  the 
state.  It  is  expected  that  the  quota  of  $90,480  will 
be  reached  by  the  time  the  books  are  closed  on 
August  31.  The  following  counties  have  already 
exceeded  their  quotas:  Berkeley,  Cabell,  Calhoun, 
Gilmer,  Grant,  Harrison,  Jackson,  Jefferson,  Kana- 
wha, Lewis,  Mercer,  Morgan,  Ohio,  Pocahontas, 
Putnam,  Ritchie,  Tucker,  Tyler,  and  Upshur. 


NATIONAL  FOUNDATION  APPOINTMENT 

Dr.  Hart  E.  Van  Riper,  of  Scarsdale,  New  York, 
has  been  appointed  by  Basil  O’Connor  as  medical 
director  of  the  National  Foundation  for  Infantile 
Paralysis.  He  succeeds  Dr.  Don  W.  Gudakunst, 
who  died  early  in  1946.  Prior  to  the  death  of  Doc- 
tor Gudakunst,  Dr.  Van  Riper  served  as  assistant 
medical  director  and  has  been  acting  head  of  the 
medical  department  for  the  past  several  months. 


CERTIFICATION  OF  TECHNICIANS 

Qualified  laboratory  technicians  will  hereafter  be 
certified  by  the  state  health  department  without  re- 
gard to  their  association  with  any  particular  labor- 
atory. Heretofore,  when  a certified  technician  in 
sole  charge  of  an  approved  laboratory  accepted 
employment  elsewhere,  the  laboratory  lost  its  ap- 
proved status  which  could  not  be  restored  until 
the  new  technician  had  completed  approximately 
a week’s  training  at  the  state  hygienic  laboratory, 
or  until  annual  tests  had  been  satisfactorily  com- 
pleted. 

Qualified  technicians  will  now  be  eligible  for  im- 
mediate certification  if  they  are  employed  in  a 
laboratory  already  approved,  and  a laboratory 
which  loses  the  services  of  a technician  will  retain 
its  approved  status  and  will  be  permitted  to  resume 
making  serological  examinations  required  by  the 
premarital  and  prenatal  laws  just  as  soon  as  an- 
other certified  technician  is  placed  in  charge. 

These  new  regulations  were  adopted  by  the  pub- 
lic health  council  at  a meeting  held  at  Charleston, 
July  15,  and  followed  a series  of  conferences  be- 
tween Dr.  Kathryn  Cox,  director  of  the  state  hy- 
gienic laboratory,  the  state  health  department’s 
committee  on  approval  of  laboratories,  and  a spe- 
cial committee  of  the  West  Virginia  State  Medical 
Association  composed  of  Drs.  Thomas  G.  Reed,  of 
Charleston,  chairman,  Guy  H.  Michael,  of  Parsons, 
and  J.  L.  Patterson,  of  Holden. 


AM.  CONG.  PHYSICAL  MEDICINE 

The  24th  annual  scientific  and  clinical  session  of 
the  American  Congress  of  Physical  Medicine  will 
be  held  September  4-7  at  the  Hotel  Pennsylvania 
in  New  York.  Scientific  and  clinical  sessions  will 
be  given  each  day.  All  sessions  will  be  open  to 
members  of  the  medical  profession  in  good  stand- 
ing with  the  American  Medical  Association.  In 
addition,  the  annual  instruction  courses  will  be 
held  September  4,  5,  and  6.  These  courses  will  be 
open  to  physicians  and  to  therapists  registered  with 
the  American  Registry  of  Physical  Therapy  Tech- 
nicians. Full  information  may  be  obtained  from 
the  American  Congress  of  Physical  Medicine,  30 
North  Michigan  Avenue,  Chicago  2,  Illinois. 


OB.  AND  GYN.  EXAMS 

The  American  Board  of  Obstetrics  and  Gynecol- 
ogy, Inc.,  has  announced  that  the  next  written  ex- 
amination (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  7,  1947,  at  2:00  P.  M.  Candidates 
who  successfully  complete  the  Part  I examination 
proceed  automatically  to  the  Part  11  examination 
held  later  in  the  year.  All  applications  must  be  in 
the  office  of  the  Secretary  by  November  1,  1946. 
Application  blanks  and  full  information  may  be  ob- 
tained from  Paul  Titus,  M.  D.,  Secretary,  1015  High- 
land Building,  Pittsburgh  6,  Pennsylvania. 
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RELOCATIONS 

Dr.  M.  H.  Maxwell,  of  Red  Jacket,  has  moved  to 
Moorefield. 

* * * 

Dr.  F.  D.  Fortney,  of  Newburg,  is  now  on  the 
staff  at  Pinecrest  Sanitarium  at  Beckley. 

* * * 

Dr.  W.  G.  C.  Hill,  formerly  of  Moundsville,  has 
moved  to  Live  Oak,  Florida,  where  he  is  a member 
of  the  staff  of  the  Suwanee  County  Health  Unit. 

* * ♦ 

Dr.  G.  O.  Crank,  who  has  been  located  at  Lawton 
since  his  release  from  the  medical  corps  of  the 
Army,  has  accepted  a position  with  the  Veterans 
Administration  and  is  located  at  the  sub-regional 
office  at  Clarksburg. 

Dr.  J.  W.  Carney,  who  has  been  engaged  in  gen- 
eral practice  at  Logan  for  a number  of  years,  has 
relocated  at  Newport  News,  Virginia,  where  he  has 
offices  at  1411  25th  Street  in  that  city. 

* * * 

Dr.  L.  R.  Dudney,  who  has  just  completed  a resi- 
dency in  surgery  at  Charleston  General  Hospital, 
has  located  for  the  practice  of  his  profession  at 
Gainesboro,  Tennessee.  Dr.  Dudney  practiced  at 
Layland  prior  to  his  service  in  the  Army  medical 
corps. 

^ ^ 9fi 

Dr.  Harry  D.  Chambers,  formerly  of  Whitesville, 
who  has  just  completed  a postgraduate  course  in 
pediatrics  at  the  University  of  Pennsylvania  Hos- 
pital, in  Philadelphia,  has  located  at  202  9th  Ave- 
nue, in  Huntington. 

* * * 

Dr.  Vincent  Prioletti,  formerly  of  Weirton,  who 
was  released  from  the  Army  early  in  June,  with  the 
rank  of  Major,  has  located  for  the  practice  of  his 
profession  at  New  Castle,  Pennsylvania,  where  he 
has  offices  at  1006  South  Hill  Street. 

Dr.  F.  G.  Prather,  formerly  of  Wharton,  has 
moved  to  Asheville,  N.  C.,  and  opened  offices  at 
56  Clayton  Street. 

Dr.  E.  R.  Cooper,  who  was  formerly  on  the  medi- 
cal staff  at  Weston  State  Hospital,  is  now  in  charge 
of  the  female  section  of  the  Southwestern  State 
Hospital  at  Marion,  Virginia. 

* * * 

Dr.  James  S.  Vermillion,  of  Welch,  who  was  re- 
leased from  the  Army  Medical  Corps  in  April,  with 
the  rank  of  Lieutenant  Colonel,  has  moved  to 
Kingsport,  Tennessee,  where  he  has  offices  at 
223  E.  Sullivan  Street. 

* * * 

Dr.  Max  Koenigsberg,  of  Point  Pleasant,  who  has 
completed  a post  graduate  course  in  internal  medi- 
cine at  the  Graduate  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania,  in  Philadelphia,  has  re- 
located in  Charleston  and  will  engage  in  the  prac- 
tice of  his  specialty,  with  offices  at  1120-A  Quarrier 
Street. 

* >N  * 

Dr.  Roberta  Hall,  of  Weston,  has  completed  her 
internship  at  the  St.  Louis  City  Hospital,  in  St. 
Louis,  and  is  now  on  the  staff  at  the  City  Hospital, 
in  Weston.  Dr.  Hall  received  her  M.  D.  degree  at 


the  Medical  College  of  Virginia,  Richmond,  class 
of  June,  1945. 

* * * 

Dr.  A.  J.  Viehman,  of  Huntington,  has  moved  to 
Lexington,  Kentucky,  where  he  is  a member  of 
the  staff  of  the  Julius  Marks  Sanitarium.  Dr. 
Viehman  served  as  a member  of  the  staff  at  Hope- 
mont  Sanitarium,  1941-1944. 

* * * 

Dr.  Fritz  Levy,  member  of  the  staff  at  Davis 
Memorial  Hospital,  at  Elkins,  has  accepted  appoint- 
ment as  pathologist  at  the  Veterans  Hospital  at 
Huntington.  He  moved  to  Huntington  with  his 
family  early  in  July. 

^ ^ 

Dr.  Darrell  A.  Campbell,  of  Charleston,  has 
moved  to  Ann  Arbor,  Michigan,  where  he  will  con- 
tinue the  practice  of  his  specialty  of  surgery.  He 
was  formerly  located  at  Schenectady,  New  York, 
coming  to  Charleston  upon  his  release  from  the 
Army  medical  corps  early  in  1946.  While  overseas, 
he  served  as  chief  surgeon  at  an  Army  general 
hospital. 

* 

Dr.  J.  W.  Walters,  formerly  of  Wheeling,  who  was 
recently  released  from  military  service,  has  located 
at  Toledo,  Ohio,  where  he  will  continue  the  prac- 
tice of  his  specialty  of  dermatology  and  syphi- 
lology. 

* * * 

Dr.  J.  C.  Gaskey,  of  Williamson,  has  been  released 
from  military  service  and  resumed  civilian  practice 
in  his  home  city,  where  he  has  offices  in  the  Cinder- 
ella Building.  While  in  the  Army  medical  corps,  he 
was  assigned  to  a station  hospital  in  the  E.  T.  O. 


MISSISSIPPI  VALLEY  MEETING 

The  11th  annual  meeting  of  the  Mississippi  Val- 
ley Medical  Society  will  be  held  at  the  Jefferson 
Hotel,  in  St.  Louis,  Sept.  25-27,  with  over  35  clin- 
icians as  speakers.  Dr.  M.  Herbert  Barker,  of 
Northwestern  University,  Dr.  Herman  L.  Kretsch- 
mer, of  the  University  of  Illinois,  and  Dr.  Robert  A. 
Moore,  of  Washington  University,  will  serve  as 
moderators  for  the  round  table  discussions.  The 
entire  program  has  been  planned  to  appeal  espe- 
cially to  general  practitioners.  A copy  of  the  pro- 
gram will  be  mailed  upon  application  to  the  presi- 
dent, Dr.  Grayson,  Humbolt  Bldg.,  St.  Louis,  Mo. 


OCTOBER  MEETING  OF  PHC 

A meeting  of  the  Public  Health  Council  will  be 
held  at  the  Daniel  Boone  Hotel,  in  Charleston,  Oc- 
tober 7-9,  for  the  purpose  of  examining  applicants 
for  licensure  in  West  Virginia. 


1947  MEETING  OF  ACP 

The  28th  annual  session  of  the  American  College 
of  Physicians  will  be  held  in  Chicago,  Illinois,  April 
28-May  2,  1947.  Dr.  David  P.  Barr,  president  of  the 
College,  will  be  in  charge  of  the  program  of  general 
sessions  and  lectures.  Dr.  LeRoy  H.  Sloan,  of  Chi- 
cago, the  general  chairman,  will  be  in  charge  of  the 
program  of  hospital  clinics  and  panels,  as  well  as 
local  arrangements  and  entertainments.  Mr.  Ed- 
ward R.  Loveland,  executive  secretary  of  the  Col- 
lege, 4200  Pine  Street,  Philadelphia,  will  have 
charge  of  the  general  management  of  the  session 
and  the  technical  exhibits. 
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THE  PLACE  OF  PENICILLIN  IN  THE 
TREATMENT  OF  SYPHILIS 

WILLIAM  M.  SHEPPE,  M.  D.** 

Wheeling,  West  Va. 

Introduction:  In  the  course  of  human  events, 
certain  accomplishments  and  certain  occasions  are 
so  noteworthy  in  character  that  they  become  a part 
of  the  history  of  the  huma.n  race  and  e.xist  as  never- 
to-be-forgotten  milestones  in  human  progress.  The 
occurence  of  certain  outstanding  and  even  startling 
accomplishments  is  likewise  to  be  observed  during 
the  progressive  accumulation  of  knowledge  regard- 
ing the  disease  which  we  know  as  syphilis.  The 
study  of  this  disease  has  continued  as  a steady  un- 
remitting stream  of  effort  contributed  to  by  endless 
numbers  of  enthusiastic  investigators.  It  is  apparent, 
however,  that  at  regular  recurring  intervals  certain 
highlights  of  achievement  appear.  I refer  particular- 
ly to  the  discovery  of  the  causative  organism,  the 
Spirochaeta  pallida,  by  Hoffman  in  1905;  the  an- 
nouncement of  the  Wassermann  reaction  in  1906; 
and  the  development  by  Ehrlich  of  arsphenamine  in 
1907.  This  drug  proved  to  be  a valuable  and 
powerful  destroyer  of  spirochetes  in  the  human 
body.  It  was  also  difficult  to  prepare  and  to  ad- 
minister, and  its  use  was  not  infrequently  accom- 
panied by  severe  reaction.  It  served  as  the  basic 
arsenical  preparation  used  in  the  treatment  of  syphilis 
for  many  years.  About  1920  neoarsphenamine 
came  into  general  use.  The  advantage  of  this  drug, 

‘Oration  in  Medicine,  presented  before  the  79th  Annual  Meet- 
ing of  the  West  Virginia  State  Medical  Association  at  Huntington, 
May  14,  1946. 

“From  the  Department  of  Medicine,  The  Wheeling  Clinic,  Wheel- 
ing, West  Va. 


as  you  know,  consists  in  the  fact  that  it  does  not  re- 
quire alkalization  previous  to  administration  and  its 
use  is  accompanied  by  somewhat  fewer  reactions 
than  were  observed  with  the  use  of  the  old  arsphe- 
namine. This  improvement  was  accompanied, 
however,  by  some  loss  of  spirocheticidal  efficiency. 
In  19.34  the  preparation  which  we  now  call  maphar- 
sen  was  first  released  for  .study.  'J’his  proved  to 
be  a drug  of  high  therapeutic  efficiency  and  with  a 
somewhat  lower  reaction  index  than  that  shown  by 
any  other  arsenical.  Many  other  episodes  of  greater 
or  lesser  importance  might  be  mentioned,  i.  e.,  the 
replacement  of  mercury  by  the  superior  efficiency 
of  bismuth,  the  tlemonstration  that  rabbit  testicles 
provided  an  ide;il  cultural  medium  for  the  growth 
of  Spirochaeta  pallida,  and  the  tlevelopment  of  the 
various  precipitation  reactions.  'Eo  this  outstanding 
list  of  achievements  must  be  adiletl  an  additional 
development  which  is,  even  now,  in  the  process  of 
going  fcTrward  under  our  ver)’  eyes,  namely,  the 
employment  of  penicillin  in  the  treatment  of  syphilis. 

In  the  ey;d nation  of  any  new  pi'oceilure  which  is 
introduced  in  the  treatment  of  disease,  the  measure- 
ments of  its  efficiency'  must  be  based  on  the  dis- 
appearance of  the  signs  and  symptoms  of  the  partic- 
ular disease  under  treatment  and  the  length  of 
time  which  is  required  to  effect  this  disappearance 
and,  in  the  case  of  syphilis,  the  percentage  of  mani- 
festations of  the  disease  which  do  not  recur.  Once 
having  established  these  facts  they  must,  in  turn, 
be  compared  with  a similar  group  of  facts  derived 
from  studies  of  older  methods  of  treatment  with 
which  we  are  more  familiar.  ’ ^^^e  find  (uirselves, 
at  this  date,  in  the  midst  of  comparison  of  treat- 
ment of  lues  with  a biological  substance  as  com- 
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pared  with  the  entirely  chemical  attacks  of  previous 
years.  If  we  may  omit  mention  of  the  earlier 
struggles  with  mercury  in  its  various  forms,  the 
modern  treatment  of  syphilis  may  be  said  to  have 
begun  with  the  use  of  old  arsphenamine  which  was 
admittedly  effective  in  the  dosage  and  duration  of 
administration  which  became  standardized.  In 
view  of  its  reaction  producing  tendency  and  the 
inconvenience  of  its  administration,  it  was  eventually 
replaced  by  neoarsphenamine  which  finally  yielded 
to  mapharsen  or,  even  more  correctly,  oxophenarsine 
hydrochloride  which  at  first  was  employed  in  spaced 
doses  as  in  the  case  of  old  arsphenamine  and  neo- 
arsphenamine. As  finally  established,  this  may  be 
called  the  era  of  the  formula  expressed  by  30-60-0-5, 
meaning  30  spaced  injections  of  an  arsenical  alter- 
nated with  60  injections  of  bismuth,  no  rest  periods, 
and  5 years  of  observation.  .Vlore  recently  maphar- 
sen has  been  used  in  the  form  of  the  so-called  “quick 
treatment.”  These  quick  methods  have  multiplied 
enormously.  We  hear  of  the  one-day  method  made 
famous  by  de  Kruif,  the  five  day  method,  the  twelve 
day  method,  the  thirty  day  method,  the  twelve  week 
method  of  Eagle,  and  the  twenty-six  week  method 
of  the  U.  S.  Army.  During  these  various  time 
periods  one  may  utilize  a slow  drip,  a rapid  drip, 
or  a multiple  syringe  method.  The  employment 
of  so  many  variations  has  led  to  a certain  degree 
of  therapeutic  confusion.  It  is  my  personal  opinion 
that  all  of  the  various  “day”  methods  can  be  dis- 
carded as  being  ineffective,  dangerous,  impractical 
for  private  practice,  and  no  less  expensive.  The 
mortality  of  these  various  systems  of  treatment  varies 
from  .5  to  3.2  per  cent.  Surely  this  is  not  a mortal- 
ity which  is  to  be  tolerated  in  the  treatment  of 
syphilis.  This  is  particularly  true  when  it  is  borne 
in  mind  that  at  least  1 5 per  cent  of  people  who 
acquire  syphilis  develop  their  own  immunity  to  the 
disease  without  treatment  and  suffer  no  ill  effects 
whatever.  The  best  of  the  so-called  quick  methods 
seems  to  have  been  devised  by  Eagle.  He  employs 
an  average  of  one  milligram  of  mapharsen  per  kilo 
per  injection.  This  amounts  to  forty  to  eighty  milli- 
grams per  injection  and  this  is  given  three  times 
per  week  with  weekly  injections  of  bismuth.  This 
tri-weekly  system  has  resulted  in  a mortality  of  ap- 
proximately .5  per  cent  and  apparently  results  in 
complete  “cure”  in  about  82  per  cent.  It  is  most 
efficient  in  primary  syphilis  but  makes  a poorer 
showing  in  the  treatment  of  secondary  syphilis. 

The  twenty-six  week  method  approved  by  the 
Army  usually  is  accompanied  by  the  production  of 
artificial  fever.  This  increases  the  efficiency  of  the 


method  but  also  increases  the  number  of  complica- 
tions. The  most  serious  type  of  complication  en- 
countered in  all  of  the  quick  treatment  methods  are: 

( 1 ) encephalitis,  and  (2)  hepatitis,  or  a combination 
of  both,  d'hese  Innin  and  liver  involvements  are 
difficult  to  treat  and  may  be  fatal. 

Ehe  advantages  of  the  so-called  quick  methods 
are  many,  at  least  on  superficial  consideration. 
However,  the  fact  that  the  patient  must  be  hospital- 
ized, that  the  procedures  are  highly  technical,  that 
they  require  supervision  by  one  who  is  extremely 
skilled  in  their  use,  and  that  even  with  all  these  pre- 
cautions the  mortalit\  rate  extends  from  .5  to  3.2 
per  cent  would  seem  to  render  them  completely  un- 
suitable for  application  in  the  private  practice  of 
medicine  and  probably  unsuitable  for  the  public 
clinic.  I believe  that  the  risk  incurred  exceeds  the 
supposed  saving  in  time  and  possible  efficiency. 
Wdiile  we  are  on  the  subject  of  efficiency,  it  might 
be  well  to  recall  that  in  the  treatment  of  syphilis  by 
means  of  chemotherapy  in  any  form,  whether  ad- 
ministered according  to  earlier  standard  procedure 
or  b}’  the  quick  method,  the  actual  number  of  people 
Vv'ho  are  carried  to  completion  of  therapy  are  very 
few.  It  is  estimated  that  there  are  230,000  new 
cases  of  syphilis  that  come  under  treatment  an- 
nually in  this  country;  however,  less  than  one-half 
lemain  under  treatment.  This  is  due  to  a number 
of  factors,  the  principal  of  which  are  discomfort  of 
repeated  intravenous  injections,  the  fear  of  the  un- 
toward effects  of  treatment,  the  cost  of  the  treat- 
ment, and  the  loss  of  time  from  gainful  employment 
necessitated  by  frequent  and  long  continued  visits 
to  the  doctor.  Again,  in  spite  of  a most  intensive 
study  over  a long  period  of  time,  using  both  the 
standard  and,  more  recently,  the  quick  schedule, 
the  percentage  of  “cures”  in  the  accepted  sense  of 
the  word,  is  not  as  high  as  is  ordinarily  believed. 
B)’  “cure”  in  syphilis  we  mean  one  of  several  things: 
( 1 ) the  absence  of  infectious  relapse,  i.  e.,  the  re- 
appearance of  lesions,  (2)  the  absence  of  serological 
relapse,  ( the  return  of  a negative  blood  to  a positive), 
(3)  (and  perhaps  most  conclusively)  the  develop- 
ment of  reinfection  on  subsequent  exposure.  If  the 
chemotherapeutic  methods  are  gauged  by  this  yard- 
stick in  the  treatment  of  primary  and  secondary 
(early)  sypliilis,  and  this  is  the  type  of  syphilis 
which  is  most  easily  evaluated,  we  find  that  there  is 
a general  average  of  approximately  85  per  cent  cure 
and  this  is  in  cases  in  which  the  prescribed  treat- 
ment is  carried  out  conscientiously  by  both  patient 
and  doctor  over  a prescribed  period  of  time.  In 
well  advanced  secondary  syphilis  the  percentage  falls 
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lower,  probably  to  78  per  cent.  These  are  all 
generous  figures.  This,  of  course,  does  not  take 
into  account  the  large  number  of  people  who  dis- 
continue taking  treatment  and  therefore  should  be 
considered  as  therapeutic  failures.  In  spite,  there- 
fore, of  the  relative  effectiveness  of  standard  methods 
of  treatment  which  now  have  received  true  evalua- 
tion over  a thirty  year  period,  the  disadvantages  of 
such  treatment  have  provided  a stimulus  for  a con- 
tinued search  for  new  methods  and  new  agents 
which  may  achieve  the  same  effect  with  less  risk 
to  the  patient  and  with  less  consumption  of  time 
and  possibly  money. 

In  December,  1943,  Mahoney,  Arnold,  and 
Harris  reported  the  apparently  favorable  results  in 
the  treatment  of  four  primary  seropositive  cases  of 
syphilis  with  penicillin.  In  spite  of  their  restrained 
report,  it  was  obvious  that  the  new  drug  had  pro- 
duced a startling  effect  on  the  lesions  caused  by  the 
Spirochaeta  pallida.  Fortunately,  the  machinery 
for  the  evaluation  of  a new  antisyphilitic  agent  is  well 
established.  I refer  to  the  Cooperative  Clinic  Group 
which  for  a number  of  years  has  been  engaged  in 
the  evaluation  of  the  various  types  of  therapy.  This 
body  has  been  aided  by  the  work  of  the  Penicillin 
Panel  of  the  Subcommittee  on  Venereal  Diseases 
of  the  Committee  on  Medical  Research.  As  the 
facts  accumulated  it  became  evident  that  a new  and 
powerful  antispirochetal  substance  was  available. 

Before  turning  to  the  discussion  of  the  value  of 
penicillin  as  applied  to  the  treatment  of  syphilis,  I 
would  like  briefly  to  review  a few  pertinent  points 
in  regard  to  this  remarkable  antibiotic. 

The  preparations  of  penicillin  now  in  common  use 
are  extremely  potent.  They  will,  ordinarily,  inhibit 
susceptible  bacteria  in  dilutions  of  one  to  fifteen 
million  or  (expressed  in  other  figures)  two- 
hundredths  of  a microgram  of  penicillin  is  capable 
of  inhibiting  two  hundred  million  organisms.  I 
refer,  of  course,  to  the  action  of  this  substance  in 
vitro.  The  destructive  action  of  this  substance  is 
probably  directed  to  the  bacteria  themselves  and 
has  no  effect  on  the  processes  of  body  immunity. 
It  is  a well  established  fact  that  the  drug  is  most 
bactericidal  during  the  stage  of  multiplication  of 
bacteria  and  least  effective  during  the  resting  stage. 
It  is  doubtful  if  there  is  a direct  destruction  of  the 
adult  organisms  by  penicillin.  The  probability  is 
that  they  are  inhibited  from  multiplication.  In  view 
of  the  rapid  destruction  of  bacteria  in  the  human 
body  by  the  processes  of  natural  immunity,  if  multi- 
plication of  invading  organisms  does  not  take  place 


at  the  usual  rapid  rate,  the  result  is  destructi'on  of 
the  infective  agent,  just  as  much  so  as  if  it  had 
been  directly  destroyed.  This  fact,  which  has  been 
determined  experimentally,  may  be  nicely  demon- 
strated in  the  case  of  Treponema  pallidum.  Many 
suspensions  of  Treponema  have  been  subjected  to 
penicillin  and  are  found  to  be  completely  inhibited 
or  noninfectious.  In  spite  of  this  fact,  the  organisms 
continue  to  be  motile.  In  other  words,  the  ability 
to  multiply  is  lost  long  before  motility  is  lost  and  it 
is  believed  that  this  applies  also  to  other  functions  of 
the  spirochete. 

The  fractions  of  penicillin  which  are  believed 
to  be  effective  are  ordinarily  spoken  of  as  G,  F,  X, 
and  K.  More  recently  it  has  been  suspected  that 
fraction  K is  the  most  inert  of  all.  It  is  believed  that 
in  recent  months  the  commercial  product  has  con- 
tained an  undue  amount  of  fraction  K and  that 
this  has  weakened  its  potency.  The  relative 
effectiveness  of  fraction  G,  F,  and  X is  entirely 
unknown.  It  is  known  that  none  of  them,  when 
separated  by  crystalization,  is  particularly  effective 
in  itself.  There  is  a substance  present  in  un- 
purified penicillin  which,  when  separated  out  by 
absorption,  is  found  to  be  four  times  as  effective  as 
purified  penicillin.  This  causes  one  to  suspect  that 
there  is  an  unknown  mold  product  present  which 
has  not  yet  been  identified  but  which  has  so  far  been 
called  an  impurity.  This  very  impurity  may,  in 
fact,  be  the  most  important  part  of  the  penicillin 
complex. 

On  the  medical  service  at  the  U.  S.  Naval 
Hospital,  Jacksonville,  Florida,  the  use  of  penicillin 
in  the  treatment  of  syphilis  was  inaugurated  on 
August  10,  1944,  and  has  been  continued  at  that 
institution  until  the  present  time.  My  remarks  are 
based  on  the  study  and  treatment  of  308  patients 
with  syphilis.  "Fhese  patients  have  been  observed 
both  at  Jacksonville  and  at  the  Wheeling  Clinic. 
Eighty-two  of  these  cases  were  classified  as  early, 
that  is,  they  presenteil  either  primary  lesions 
(chancre)  or  secondary  lesions.  Two  hundred  and 
fourteen  cases  were  classified  as  late.  This  included 
patients  who  exhibited  lesions  and  those  who  had  no 
visible  lesions  but  a positive  blood  reaction.  The 
remaining  seven  cases  presented  neurological  symp- 
toms and  spinal  fluid  findings  supporting  a diagnosis 
of  neurosyphilis. 

Thr  Dosage  Employed:  The  dosage  in  all  these 
cases  except  those  of  neurosyphilis  has  been  uniformly 
2,400,000  units,  given  in  doses  of  40,000  units  in- 
tramuscularly every  three  hours.  No  patient  has 
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been  treated  with  a smaller  dosage  and  patients 
classified  as  having  neurosyphilis  have  had  7,000,000 
units  given  in  the  same  dosage  and  at  the  same  inter- 
vals. W^e  have  been  able  to  reach  certain  conclu- 
sions in  regard  to  dosage  which  are  recorded  as 
follows: 

Extremelv  large  doses,  given  cither  in  individual 
injections  or  by  increasing  the  number  of  injections, 
apparently  do  not  improve  the  results  to  be 
obtained  by  giving  a total  dose  of  2,400,000  units 
divided  in  60  equal  doses. 

Lesions  heal  rapidly  with  blood  levels  of  .04  unit 
per  cubic  centimenter.  Forty  thousand  units  every 
three  hours  will  maintain  this  or  a higher  level.  In- 
creasing the  concentration  of  penicillin  in  the  blood 
stream  beyond  this  point  does  not  seem  to  alter  the 
rate  or  efficiency  of  inhibition  of  the  spirochete.  In 
other  words,  a greater  concentration  of  penicillin 
than  that  described  seems  to  serve  no  useful  purpose. 
One  wonders  at  once  whether  the  dosage  prescribed 
is  as  effective  in  maintaining  satisfactory  levels  of 
penicillin  in  the  tissues  as  it  is  in  the  blood  stream. 
.After  all,  the  greatest  number  of  spirochetes  are 
located  in  the  tissues  rather  than  in  the  blood  stream. 
The  rather  surprising  effect  produced  on  gummata 
of  bone,  skin,  and  mucous  membranes,  which  are 
readily  visible,  indicates  that  when  such  a dosage  is 
employed  an  efficient  level  of  penicillin  is,  in  fact, 
reached  and  maintained  in  the  tissues  themselves.  Re- 
cent work,  including  that  carried  on  at  the  Kanwha 
Valley  Medical  Center  in  Charleston,  has  indicated 
that  the  addition  of  even  a small  number  of  injections 
of  mapharsen  and/or  bismuth  greatlv  increases  the 
efficiency  of  the  basic  penicillin  treatment.  In  fact, 
the  results  attained  in  early  syphilis  by  this  combined 
plan  far  exceed  anything  which  has  been  previously 
accomplished  in  the  treatment  of  this  type  of  svphilis. 
It  is  hard  to  understand  why  the  employment  of 
such  a few  injections  of  arsenic  and/  or  bismuth 
should  improve  the  end  results  by  as  much  as  1 0 per 
cent!  Let  us  hope  that  time  will  prove  that  there 
exists  a true  synergistic  action  between  penicillin  and 
the  chemical  compounds. 

I have  considered  that  the  administration  of  oral 
penicillin  was  entirelv  too  experimental  for  its  em- 
ployment in  the  treatment  of  syphilis.  It  is  possible 
that  under  hospital  conditions  the  continuous  intra- 
venous administration  may  be  useful  but  it  has  not 
been  proven  to  be  necessary  in  the  routine  treatment 
of  syphilis  with  penicillin. 

In  private  practice  one  of  the  practical  difficulties 
which  has  to  be  overcome  is  the  mechanics  of  ad- 


ministering numerous  injections  at  relatively  short 
intervals  over  a period  of  seven  or  eight  days.  Un- 
less this  problem  can  be  solved,  the  treatment  of 
syphilis  with  penicillin  must  remain  a hospital  pro- 
cedure. Peanut  oil-beeswax  mixtures  which  de- 
crease the  rate  of  absorption  of  penicillin  have  been 
employed  but  the  results  are  not  yet  evaluated. 
There  is  alwaays  the  risk  of  an  unknown  rate  of 
absorption,  cither  too  fast  or  too  slow,  resulting 
from  such  injections.  For  this  reason  it  is  obvious 
that  one  mav  have  at  times  an  unnecessarily  high 
concentration  of  penicillin  and  at  other  times  none 
at  all,  depending  upon  the  vagaries  of  absorption. 
More  recently,  however,  several  preparations  have 
appeared,  these  being  mixtures  of  peanut  oil  with 
cholesterol  derivatives.  They  are  easy  to  handle, 
become  semisolid  on  slight  heating,  and  apparently 
are  absorbed  at  a rather  regular  rate.  If  one  may 
judge  from  the  results  obtained  in  the  treatment  of 
gonorrhea  with  such  suspensions,  it  seems  likely  that 
the  drug  is  readily  and  more  or  less  uniformly  ab- 
sorbed, and  blood  penicillin  determinations  have  in- 
dicated that  this  is  the  case.  The  cost  of  300,000 
units  of  plain  penicillin  is  one  dollar  and  eighty  cents. 
The  cost  of  the  oil  and  wax  preparation  prepared 
according  to  the  Romansky  formula  is  four  dollars 
and  eighty  cents.  Three  hundred  thousand  units 
of  pencillin  in  the  peanut  oil-cholesterol  mixture  costs 
two  dollars  and  fifty-two  cents.  It  is  very  probable 
that  this  or  some  similar  plan  will  solve  the  problem 
of  the  treatment  of  syphilis  with  penicillin  in  private 
practice  and  in  ambulant  patients. 

Effect  of  Penlcillm  in  Various  Types  of  Syphilis: 
.As  in  any  other  discussion  of  the  therapy  of  syphilis, 
it  becomes  necessary  to  divide  the  disease  into  its 
various  types. 

(A)  Neurosyphilis : The  best  results  aparently 
have  been  secured  in  the  type  of  individual  who 
exhibits  a positive  spinal  fluid  but  who  is  entirely 
asymptomatic  and  has  no  other  objective  evidence 
of  neurosyphilis.  The  management  of  this  type 
of  case  always  has  been  a difficult  problem.  The 
question  always  has  arisen  as  to  how  much  treatment 
such  a patient  should  have;  whether  the  treatment 
should  be  directed  toward  rendering  the  spinal  fluid 
permanently  negative  or  whether  a minimum 
amount  of  treatment  plus  future  observation  is  the 
best  course  to  be  followed.  Such  individuals  have 
received  all  degrees  of  treatment  in  the  past,  from 
minimal  standard  therapy  to  the  administration  of 
malaria.  It  is  extremelv  gratifying  to  know  that 
the  result  with  penicillin  in  this  type  of  neurosyphilis 
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is  most  satisfactory,  especially  when  its  administra- 
tion is  accompanied  by  three  spinal  drainages.  In 
this  type  of  case  the  only  criterion  of  cure  is  the  dis- 
appearance of  the  abnormal  changes  in  the  spinal 
flmd.  It  may  be  said  that  the  results  now  being 
achievetl  in  this  group  by  penicillin  therapy  are  far 
superioi'  to  any  othei'  earlier  form  of  treatment. 

In  tabes  there  is  usually  a gain  of  weight  on 
penicillin  treatment  and  a decrease  of  leg  pains. 
.Ataxia,  and  bladder  and  gastric  crises  are  not  favor- 
ably affected.  In  paresis  it  is  necessary  to  analyze 
each  individual  case  before  any  estimate  of  efficiency 
can  be  made.  The  use  of  the  term  “paresis”  is 
spread  over  a broad  field  and  includes  all  degrees  of 
involvement,  from  those  individuals  who  exhibit  a 
paretic  formula  in  the  spinal  fluid  without  symptoms, 
to  those  who  are  completely  deteriorated.  Oh- 
viously%  before  one  can  make  any  statement  in  re- 
gard to  the  efficiency  of  treatment,  the  type  of  paretic 
under  treatment  must  he  established.  In  general, 
the  results  in  paretics  have  not  been  favorable.  They 
are  certainly  no  better  than  those  achieved  bv  stand- 
ard methods,  including  malaria,  and  are  probably 
inferior.  'I'he  addition  of  penicillin  to  fever  therapy, 
either  malaria  or  mechanical,  does  not  seem  to  in- 
crease the  effectiveness  of  that  particular  modality. 
Outstanding  results  have  been  obtained  in  meningeal 
syphilis.  By  this,  I refer  to  the  acute  meningeal 
form  with  cell  counts  ranging  up  to  one  or  more 
thousand,  marked  increase  in  protein,  and  the  mani- 
festations of  an  acute  febrile  disease. 

Certain  general  conclusions  may  be  drawn  at 
this  time  in  regard  to  neurosyphilis:  ( 1 ) Do  not 
expect  too  great  an  improvement  in  cases  where 
organic  changes  or  marked  deterioration  have  taken 
place. 

(2)  'I'he  effect  of  penicillin  in  neurosyphilis  is 
delayed.  The  maximum  effect  is  certainly  not 
reached  under  120  days  and  may  not  be  obtained 
under  .300  days.  It  is  wise,  therefore,  not  to  repeat 
courses  of  penicillin  too  early  in  cases  which  do  not 
seem  to  have  responded  well  to  the  initial  course. 

(3)  The  use  of  spin.il  drainage  in  conjuction 
with  penicillin  in  one  to  four  drainages  per  course  is 
advised.  .An  alternate  method  is  the  employment 
of  a modification  of  the  Swift-Pillis  procedure.  This 
is  carried  out  as  follows:  50,000  units  of  penicillin 
are  dissolved  in  2 cc.  of  saline  and  placed  in  a 10  cc. 
syringe.  .After  the  puncture  is  performed  the  s\  ringe 
is  attached  to  the  needle,  5 cc.  of  spinal  fluid  is  with- 
drawn, the  syringe  is  removed  from  the  needle  and 
rotated  and  the  mixture  reinjected  at  a slow  rate. 


(4)  'I'he  improvement  in  the  spinal  fluid  find- 
ings takes  pl.'.ce  in  the  following  order:  (a)  Decline 
in  cell  count,  (h)  decline  in  jirotein  content,  (c) 
return  of  collodial  gold  curve  to  normal,  (//)  re- 
\'crsal  of  spinal  fluid  Wassermann  to  normal.  .All 
of  the  changes  except  n,  h,  and  c may  take  place  and 
the  spinal  fluid  ^Vassermann  may  be  unaffected. 
However,  further  reduction  in  the  spinal  fluid  W'^as- 
sermann  may  occur  at  a much  later  date  so  that  at 
least  a period  of  six  months  is  recjuired  to  evaluate 
such  changes. 

rile  data  available  in  regard  to  the  use  of  peni- 
cillin in  cardiovascular  syphilis  is  insufficient  for  ana- 
lysis at  this  time. 

I have  always  had  great  difficulty  in  deciding  as 
to  the  course  to  be  followed  in  the  management  of 
the  individual  who  presents  himself  for  examination 
and  a positive  blood  Wassermann  is  found  which,  on 
repetition,  remains  unchanged.  It  has  been  my 

custom  to  study  these  individuals  very  thoroughh’ 
from  the  general  physical  standpoint  including  ex- 
.imination  of  the  spinal  fluid.  In  spite  of  this 

thorough  study  many  of  them  show  nothing  at  all 
except  the  positive  .serology  and  many  have  no  his- 
tory of  venereal  disease  of  an\'  kind.  It  has  been 
mv  policy  to  carry  out  at  least  one  standard  course 
of  routine  treatment  under  these  circumstances  but 
I must  confess  that  many  of  these  patients  have  not 
been  improved  and  that  ordinarily  there  has  been  no 
change,  or  at  least  a very  temporary  change  in  their 
blood  serology.  .After  a long  and  somewhat  ex- 
pen.sive  course  of  treatment,  it  is  rather  embarrassing 
to  tell  the  patient  that  the  findings  are  unchanged. 
1 he  question  often  has  arisen  in  my  mind  as  to 
whether  these  people  really  have  syphilis  or  whether 
we  are  at  times  treating  a blood  test  which  is  purely 
:t  biologic  false  positive?  No  method  so  far  has  been 
devised  which  is  efficient  in  separating  this  type  of 
reaction  from  that  due  to  the  presence  of  syphilitic 
reagin.  It  has  seemed  to  me  that  I have  had  an 
unusual  percentage  of  unfavorable  reactions  to  ar- 
sphenamine  in  these  seropositive-only  cases.  Should 
such  individuals,  having  reached  middle  age  with  a 
negative  spinal  fluid  and  without  evidence  of  syphilis 
except  a positive  reaction  in  the  blood,  be  subjected 
to  standard  treatment?  Until  some  method  is 
developed  in  the  laboratory  which  will  actually 
separate  biologic  false  positives  .ind  true  positives,  I 
believe  the  answer  is  that  we  must  assume  that  these 
people  have  s\philis.  However,  by  the  employment 
of  penicillin  which  has  seemed  to  he  cpiite  effective 
the  patient  is  exposed  to  no  real  risk  and  the  length 
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(<f  time  involved  is  very  small  in  comparison  with 
the  older  method. 

(B)  Prenatal  and  Congenital  Syphilis:  The 
dosage  of  penicillin  in  the  treatment  of  prenatal 
syphilis  is  the  same  as  in  the  treatment  of  other  types 
of  the  disease.  It  is  prohablv  wise  to  begin  treatment 
with  one-fourth  the  standard  dose  for  twenty-four 
hours,  follow'ed  by  an  increase  of  one-half  the 
standard  dose  for  the  next  tw'enty-four  hours,  finally 
reaching  40, 000  units  per  injection.  It  has  been 
stated  by  some  but  denied  by  others  that  bleeding 
and  abdominal  pain  are  frequent  concomitants  of 
the  treatment  of  syphilis  in  pregnant  w'omen.  A 
few  abortions  have  been  reported,  but  it  must  be 
recalled  that  syphilitic  w’omen  have  a marked  tend- 
ency to  abortion  anyw'ay  and  there  is  still  doubt 
that  penicillin  is  in  any  sense  an  abortifacient.  In 
the  case  of  the  development  of  bleedina:  or  abdominal 
pain,  it  is  W'ise  to  discontinue  treatment  for  two 
w'eeks,  resuming  treatment  at  the  end  of  that  period. 
It  is  believed  desirable  to  begin  the  treatment  of  the 
syphilitic  patient  by  the  16th  w'eek  of  her  pregnancy. 
The  infection  of  the  infant  is  most  likely  to  occur 
from  this  time  on  and  this  fact  serves  as  the  basis 
for  this  recommendation.  After  the  administration 
of  2,400,000  units,  the  blood  should  be  examined 
by  a quantitative  procedure  once  a month.  If  the 
titre  is  rising,  it  probably  is  advisable  to  repeat  the 
series.  If  it  is  stationary  nr  falling,  no  further  treat- 
ment is  necessary.  In  the  entire  series  of  cases  of 
prenatal  syphilis  treated  with  pencillin  which  have 
been  reported  in  the  literature,  there  has  been  only 
one  failure,  a failure  in  the  treatment  of  such  a 
case  being  indicated  by  the  birth  of  a syphilitic  infant. 
In  addition,  there  has  been  no  morbidity  and  no 
maternal  mortality.  The  blood  Wassermann  re- 
action of  the  mother  in  such  cases  is  not  particularly 
reliable.  It  may  remain  positive  up  to  delivery  or 
afterward  and  then  become  negative.  If  the  titre  is 
not  rising,  this  fact  is  not  alarming.  I believe,  how- 
ever, that  in  view  of  the  desirability  of  protecting 
the  unborn  infant,  it  is  much  wiser  to  give  too  much 
j)enicillin,  even  amounting  to  a second  series,  than 
to  underestimate  the  situation  and  give  too  little. 
The  mother  should  be  followed  by  blood  examina- 
tions once  a month  for  one  year  after  delivery  and 
then  at  longer  intervals  for  five  years.  It  is 
customary  to  make  examinations  of  the  baby’s  blood 
for  six  months.  The  reappearance  of  syphilitic 
lesions  or  the  rise  of  titre  in  the  blood  examination 
must  be  considered  a relapse  in  pregnancy  and  addi- 
tional treatment  provided.  Above  all,  the  treat- 
ment of  prenatal  syphilis  by  penicillin  has  allowed 


for  a factor  of  safety  for  both  mother  and  child 
which  has  never  been  equaled  before.  I have 

no  hesitation  in  saying  that,  in  this  type  of  patient, 
all  fo  rms  of  chemotherapy  should  be  completely 
abandoned  and  that  every  such  case  shovdd  be  treated 
exclusively  with  penicillin. 

In  congenital  syphilis,  the  results  are  less  satis- 
factory and  more  difficult  to  obtain.  The  usual 
dosage  is  50,000  units  per  pound  of  body  weight 
given  over  a period  of  fourteen  days.  Rise  of 

temperature  and  gastrointestinal  upsets  are  com- 
monly seen  during  treatment.  As  is  well  known, 
.syphilitic  infants  do  not  tolerate  treatment  well  and 
in  the  use  of  penicillin,  as  in  all  other  antisypfiilitic 
agents,  great  caution  must  be  exercised.  It  is 
probably  desirable  to  begin  treatment  with  one- 
fourth  of  the  determined  individual  dose  and 
gradually  increase  it  until  the  estimated  dose  has 
been  reached.  No  result  should  be  considered  as 
conclusive  under  six  months.  Approximately  70 
per  cent  of  infants  born  with  syphilis  and  treated 
with  pencillin  have  escaped  physical  evidence  of 
the  disease,  and  have  negative  blood  examinations. 
It  is  possible  that  the  passage  of  time  will  produce 
tven  better  figures  than  are  being  given  here. 

HtTxheinier  Reaction:  Herxheimer  reactions  are 
familiar  in  all  forms  of  antisyphilitic  therapy.  They 
are  believed  to  occur  at  the  time  of  greatest  destruc- 
tion of  spirochetes  by  any  antisyphilitic  drug  and 
are  presumably  due  to  the  liberation  of  endotoxins 
resulting  from  the  destruction  of  spirochetes.  The 
reaction  consists  characteristically  of  an  exaggera- 
tion of  the  various  syphilitic  focal  symptoms  in  the 
body,  d'he  fact  that  this  reaction  appears  after  the 
initial  injection  of  pencillin  is,  in  itself,  evidence  of 
the  potency  and  specificity  of  the  drug.  There  is 
alw'ays  the  possibility  that  when  an  active  syphilitic 
process  exists  in  a vital  organ,  serious  and  even 
fatal  damage  may  result  from  a Herxheimer  reaction 
following  a large  initial  dose  of  a powerful  anti- 
syphilitic drug.  The  theoretical  possibility  of  such 
reactions  must  be  considered,  therefore,  with  peni- 
cillin. In  actual  practice  there  is  very  little  evidence 
that  serious  Herxheimer  reactions  are  at  all  likely. 
My  own  experience  would  leave  me  to  believe  that 
the  danger  of  such  reactions  in  the  use  of  penicillin 
has  been  somewhat  exaggerated  in  the  literature. 
I do  believe,  however,  that  precaution  is  desirable  in 
prenatal  syphilis,  in  congenital  syphilis,  and  in  cardio- 
vascular syphilis. 

Summary  of  Treatment; 

1.  Adequate  dosage  will  produce  a high  percent- 

age of  “cures”  in  early  syphilis.  The  actual 
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percentage  figures  attained  are  equal  to  and 
probably  better  than  may  be  attained  by 
chemotherapy. 

2.  Penicillin  is  the  drug  of  choice  in  the  treat- 
ment of  prenatal  syphilis  and  in  this  condition 
it  may  be  used  alone,  completely  replacing  both 
arsenic  and  bismuth. 

3.  In  view  of  its  greater  margin  of  safety  and  an 
efficiency  which  is  at  least  equal  to  the  older 
methods,  it  is  the  drug  of  choice  for  use  in 
congenital  syphilis. 

4.  The  drug  is  extremely  effective  in  certain 
forms  of  neurosyphilis  and  syphilitic  meningitis. 
In  paresis  and  tabes  it  is  to  date  much  less  effec- 
tive than  the  standard  procedures,  especially 
the  various  forms  of  fever  therapy  nor  does  it 
seem  to  improve  the  results  previously  obtained 
by  these  methods. 

5.  The  percentage  of  “cures”  in  early  syphilis  is 
increased  as  much  as  10  per  cent  by  the  addi- 
tion of  a small  number  of  injections  of  maphar- 
sen  and/or  bismuth. 

Recommended  Plan  of  Treatment : The  schedule 
of  treatment  which  is  now  recommended  involves 
the  administration,  intramuscidarly,  of  25,000  units 
of  penicillin  every  three  hours  for  fourteen  days.  In 
addition  the  patient  receives  five  injections  of 
mapharsen.  The  individual  dose  of  mapharsen  is 
one  mg.  per  kilo  of  body  weight  with  a maximum 
dosage  of  60  mg.  The  injections  are  given  on  the 
first,  fourth,  seventh,  tenth,  and  thirteenth  days. 
This  is  followed  by  eight  injections  at  weekly  inter- 
vals of  200  mg.  of  bismuth,  the  first  dose  being  given 
on  the  fourteenth  day. 

Quantitative  blood  examinations  are  carried  out 
at  monthly  intervals  for  twelve  months  and  there- 
after at  six  month  intervals  for  five  years. 

If  infectious  or  serological  relapse  occurs,  the  case 
is  considered  as  one  of  unusual  difficulty  and  each 
patient  becomes  an  individual  problem  for  fresh 
therapeutic  evaluation  and  decision  as  to  further 
treatment. 

In  cases  of  neurosyphilis  not  immediately  requir- 
ing fever  therapy,  the  same  schedule  of  treatment 
is  employed  except  that  the  individual  dose  of  peni- 
cillin is  increased  to  40,000  units.  In  addition  four 
spinal  drainages  or  intrathecal  injections  of  peni- 
cillin (50,000  units)  by  a modified  Swift-Ellis 
method  are  carried  out. 

It  must  be  emphasized  that  now,  as  always,  each 
case  of  neurosyphilis  is  an  individual  problem  and 

is  not  subject  to  treatment  by  “routine”  methods. 


SUMMARY  AND  CONCLUSIONS 

There  is  at  present  much  confusion  of  thought 
and  action  regarding  the  preferred  method  of  treat- 
ment of  the  various  types  of  syphilis.  I have  at- 
tempted to  clarify  our  knowledge  of  the  subject  by 
tracing  the  development  of  the  various  plans  of  anti- 
syphilitic  therapy,  beginning  with  the  original  inter- 
rupted courses  of  arsenicals  and  bismuth.  This  was 
followed  by  the  adoption  of  the  30-60-0-5  formula 
which  was  in  turn  succeeded,  at  least  in  part,  by 
the  numerous  “quick  treatment”  schedules.  In 
December,  1943,  the  announcement  of  the  success- 
ful employment  of  penicillin  in  tlie  treatment  of 
syphilis  opened  up  an  entirely  new  era  in  the  treat- 
ment of  this  disease.  It  is  my  personal  opinion  that 
we,  of  this  generation,  have  been  supplied  with  the 
most  powerful  therapeutic  agent  until  now  available 
for  the  treatment  of  lues.  I am  fully  aware  that  two 
and  one-half  years  is  insufficient  time  in  which  to 
evaluate  any  antisyphilitic  drug.  It  will  require  ten 
tears  before  final  and  definite  statements  can  be 
made.  I believe,  however,  on  the  basis  of  pre- 
liminary results,  that  a certain  degree  of  restrained 
enthusiasm  is  fully  justified  although  it  must  be  borne 
in  mind  that  the  advent  of  any  new  drug  in  this  field, 
I'lowever  promising,  does  not  relieve  us  of  the  neces- 
sity of  a careful  study  of  each  case  and  a meticulous 
follow-up  for  at  least  a five  year  period.  Syphilis 
is  still  syphilis. 

.Much  remains  to  he  accomplished.  Suitable 
methods  for  administration  to  ambulant  patients 
must  be  perfected,  maximum  and  minimum  dosage 
and  rates  of  administration  must  be  established  and 
the  limitations  of  the  drug  as  well  as  its  accomplish- 
ments more  accurately  defined. 

Finally,  let  me  emphasize  that  the  statements  set 
forth  in  this  discussion  are  based  on  studies  which 
are  still  in  progress  and  which  are  subject  to  modi- 
fication as  additional  information  is  accumulated. 

NO  KNOWN  CAUSE  OF  EPILEPSY 

There  does  not  appear  to  be  a single  pathological 
event  which  is  known  to  be  the  only  cause  of 
epilepsy.  It  is  not  suspected  that  epilepsy  is 
directly  inheritable.  Most  clinicians,  however, 
agree  that  a tendency  or  weakening  of  general 
metabolism  or  a susceptibility  of  the  circulatory 
system  of  the  brain  to  damage  is  found  in  a certain 
percentage  of  patients  related  by  blood  tests. 

Injury  to  the  brain,  occurring  either  prenatally, 
during  birth,  or  during  early  infancy  is  an  im- 
portant event  in  the  history  of  a person  who 
develops  convulsive  seizures.  The  injury  may  be 
either  violence  (trauma)  or  the  result  of  infections 
or  inflammations  as  caused  by  sleeping  sickness, 
measles,  meningitis,  whooping  cough  and  other 
acute  illnesses. — S.  N.  Berons,  M,  D.,  in  Nebraska 
State  Medical  Journal, 
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THE  EVOLUTION  OF  JHE  ART  OF 
MEDICINE 

J.  MORRISON  HUTCHESON,  M.  D. 

Richmond,  Va. 

Most  medical  discourses  nowadays  concern  them- 
selves either  with  new  discoveries  or  with  the 
economic  future  of  medicine  in  the  changing  field 
of  human  relations.  Whatever  misgiving  I feel  at 
departing  from  this  custom  is  assuaged  in  some 
measure  by  the  assurance  from  a member  of  your 
program  committee  that  a discussion  touching  upon 
present-day  methods  of  practice  might  not  be  un- 
acceptable at  this  time.  I propose  to  say  something 
of  the  development,  through  the  ages,  of  the  Art 
of  Medicine,  as  distinct  from  its  science.  An  in- 
ventory, of  a sort,  with  due  regard  to  liabilities  as 
well  as  assets,  is  occasionally  desirable  even  in  a pro- 
fession, and  may  be  fruitful,  though  the  process  of 
self-examination,  whether  by  individuals  or  by 
groups,  mav  not  always  result  in  inflation  of  the  ego. 
Wdiile  it  is  my  conviction  that  this  topic  merits  more 
frequent  consideration  in  our  societies  than  it  re- 
ceives, I could  wish  that  it  might  have  been  entrusted 
to  one  whose  wisdom  and  powers  of  expression 
surpass  an\-  that  I possess. 

In  the  general  advance  of  knowledge  during  the 
past  century,  and  pai'ticularly  during  the  past  half- 
century,  medicine  has  shared  generously.  Due  to 
clinical  investigation,  to  laboratory'  research,  and  to 
utilization  of  discoveries  in  the  ancillary  sciences, 
horizons  of  understanding  both  of  the  human  organ- 
ism and  of  its  disorders  have  been  immeasurably 
broadened.  New  agents  have  been  found  for  the 
control  or  eradication  of  disease,  and,  after  adequate 
testing,  many  of  these  have  established  themselves 
on  a sound  scientific  basis.  In  large  measure,  as  a 
result  of  the  subjection  of  certain  infections  and  the 
prolongation  of  life  in  chronic  incurable  disease,  the 
human  span  has  been  steadily  lengthened.  No  one 
doubts  that  the  science  of  medicine  has  progressed 
and  continues  to  progress  at  a rapid  rate. 

T he  .Art  of  .Medicine  consists  of  the  practical  ap- 
plication of  the  teachings  of  medical  science.  It 
includes  not  only  the  utilization  of  known  diagnostic 
and  therapeutic  measures,  but  also  the  manner  in 
which  all  dealings  with  the  patient  are  conducted. 
Whatever  teaching  the  physician  receives  in  this  art 
is  derived,  for  the  most  part,  from  the  example  of 
those  with  whom  he  comes  in  contact  in  actual 

•Presented  before  the  79th  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association  at  Huntington,  May  13,  1946. 


practice.  T he  student  of  today  probably  is  given 
poorer  training  in  the  .Art  of  Medicine  than  was  his 
predecessor  of  a century  ago,  whose  medical  edu- 
cation consisted  of  an  apprenticeship  to  an  established 
practitioner. 

Far  more  ancient  than  its  science,  the  Art  of 
Medicine  is  older  than  civilization  itself.  Always, 
man  has  explained,  on  the  basis  of  the  supernatural, 
that  which  he  does  not  understand.  Thus,  primitive 
races  regarded  disease  as  the  invasion  of  the  body 
by  demons  which  must  be  placated  or  exorcised. 
.Amulets,  or  charms,  were  worn  to  prevent  their 
return.  The  physician  and  the  priest  were  one,  as 
their  ministrations  were  inseparable  in  that  they 
must  deal  with  the  supernatural.  Emancipation 
from  magic  and  superstition  has  been  slow  and  halt- 
ing, and  it  is,  perhaps,  not  too  much  to  say  that  our 
art  is  still  tinged  with  a mysticism  in  which  patients 
of  a certain  type  delight  and  from  which  practitioners 
of  a certain  type  profit. 

There  are  those  who  hold  that  whatever  progress 
the  human  race  has  made  consists  of  its  increasing 
store  of  knowledge.  They  question  a corresponding 
growth  in  intelligence  or  in  character,  or  even  that 
these  attributes  have  shown  any  advance  at  all  since 
the  days  of  the  Grecian  philosophers.  If  this  be 
true,  or  even  partly  true,  we  might  expect  the  Art 
of  Medicine,  which  is  so  closely  interwoven  with  the 
intelligence  and  character  of  the  individual  physi- 
cian, to  lag  far  behind  the  science.  William  Wither- 
ing evidently  had  something  like  this  in  mind  when, 
in  1878,  in  replying  to  an  inquiry  concerning  the 
use  of  the  foxglove,  he  wrote  as  follows:  “It  is 

much  easier  to  write  upon  a disease  than  upon  a 
remedy.  The  former  is  in  the  hands  of  nature,  and 
a faithful  observer,  with  an  eye  of  tolerable  judg- 
ment, cannot  fail  to  delineate  a likeness.  The  latter 
will  ever  be  subject  to  the  whims,  the  inaccuracies, 
and  the  blunders  of  mankind.” 

.As  has  been  emphasized  by  Oliver  Wendell 
Holmes,  and,  some  eighty  years  later,  by  Alfred 
Stengel,  the  progress  of  medicine  has  been  subject 
to  ebb  and  flow,  to  “currents  and  counter-currents.” 
The  advances  of  one  age  have  been  forgotten  or  dis- 
sipated by  the  next.  One  fad  or  fashion  has  become 
outworn  to  be  succeeded  by  another.  .As  knowledge 
slowly  increased,  it  was  often  overlooked,  mis- 
understood and  misapplied;  and  it  remained  for 
succeeding  generations  to  find  it  useful.  Medicine, 
like  the  other  arts  and  sciences,  has  reflected  the 
temper  of  each  succeeding  age.  Dormant  periods 
lasting  hundreds  of  years  have  been  followed  by 
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jicnOils  of  almost  livstcn'cal,  if  not  always  intelligent, 
activity. 

*riie  placebo,  something  to  please  the  patient,  has, 
according  to  Houston,  always  been  the  norm  of 
medical  practice.  .Magic  gave  way  to  drugs  of  all 
varieties,  but  those  that  produced  some  demonstrable 
and  impressive  effect  steadily  gained  in  popularity. 
Thus,  emetics,  purges  and  blisters  came  to  the  fore, 
and  fortified  by  bloodletting,  held  the  principal  place 
in  the  doctor';’  armamentarium  for  centuries.  That 
the  physician  believed  in  these  agents  may  be  ques- 
tioned, but  it  seems  likely  that  he  did.  Certainly  he 
assured  himself  that  his  practice  was  in  accord  with 
the  customs  of  his  day,  and  if  his  patients  were 
pleased,  the  transaction  was  satisfactory.  The  pa- 
tient recovered;  therefore,  the  remedy  worked. 
•And  if  he  did  not  recover,  his  failure  to  do  so  was 
explained  on  the  ground  that  he  did  not  seek  help 
in  time  or  did  not  follow  instructions. 

Discussing  human  conduct  in  general,  Frederick 
Peterson  has  this  to  sat':  “It  is  to  be  borne  in  mind 
that  sugo-estion  and  unconscious  imitation  are  the 
foundation  of  all  education,  of  customs,  manners, 
morals,  dress,  in  fact,  of  the  whole  behavior  of 
any  race  of  mankind.  Nonconformity  is  taboo, 
ami  success  in  life  depends  upon  being  one  in  the 
chain  of  the  Bandarlag.  If  one  lets  go  of  the  tail 
in  front  and  frees  his  own  tail,  he  is  a nonconformist 
and  suffers  the  consequences.  Hut  probably  most 
of  the  progress  of  humanity,  such  as  it  is,  has  been 
made  by  nonconformists.”  In  the  development  of 
medicine,  as  well  as  in  other  fields  of  human  en- 
ileavor,  the  role  of  the  nonconformist  has  been 
significant.  His  has  been  the  task,  often  a thankless 
one,  of  penetrating  the  crust  of  petrified  com- 
placency ami  hidebound  custom  with  which  each 
generation  encases  itself. 

Hippocrates,  born  460  H.  C.,  was  the  real  found- 
er of  rational  medicine.  Living  in  an  age  of  great 
philosophers  and  priest  physicians,  he  established  a 
method  based  upon  common  sense  and  observation, 
and  free  from  superstition.  He  did  not  attempt  to 
control  the  course  of  disease,  but  sought  to  assist 
nature,  insisting  that  “the  physician  is  the  servant, 
not  the  teacher,  of  nature.”  However,  his  doctrine 
of  observing  hygienic  principles  and  giving  nature  a 
chance  was  not  popular  with  his  contemporaries. 
He  who  has  been  considered  the  “greatest  physician 
of  all  time”  was  criticized  for  giving  too  little  treat- 
ment and  was  doubtless  called,  in  the  language  of 
his  day,  a “therapeutic  nihilist.” 

It  is  of  interest  to  observe  that  the  outstanding 


therapeutic  nihilist  of  this  age,  more  than  twent\' 
centuries  after  Hi|ipocrates,  was  Sir  \^'"illiam  Osier. 
The  same  term,  or  its  equivalent,  has  been  applied 
over  the  intervening  years  to  many  others  who  have 
protested  the  irrational,  useless  and  often  dangerous 
jiractices  of  their  time.  They  were  nonconformists 
who  have  been  influential  in  shaping  whatever  pro- 
gress the  Art  of  .Medicine  has  made.  'Fo  be  sure, 
increasing  knowledge  has  had  its  effect  upon  this 
.Art,  but  more  than  knowledge  is  needed.  The 
despair  of  the  true  scientist  ever  has  been  the  poorly 
informed  or  unscrupulous  doctor  who  seeks  to  make 
immediate  .application  of  newly  discovered  truth, 
only  partly  understood.  Numerous  examples  of 
such  practices  could  be  cited  even  today.  A new 
drug  or  new  biological  product  is  put  to  uses  never 
intended  or  to  dangerously  excessive  abuse. 

Important  scientific  discoveries  Inive  had  little  or 
no  effect  upon  contemporary  medical  thought  or 
modes  of  practice.  The  seventeenth  century  pro- 
tluced  both  W^illiam  Harvey  and  Thomas  Syden- 
ham, the  former  called  the  founder  of  scientific 
medicine;  the  latter,  one  of  the  great  physicians  of 
history,  and  spoken  of  as  the  English  Hippocrates. 
Like  Hippocrates,  Sydenham  sought  knowledge  in 
bedside  observation  and  e.xperience.  He  manifested 
complete  impatience  with  the  medicine  of  his  day, 
which  concerned  itself  with  physiologic  speculation 
and  fanciful  theories  of  disease.  His  descriptions 
of  smallpox,  gout  and  chorea  have  been  unsurpassed 
to  this  day  as  e.xamples  of  clearly  expressed  clinical 
observation.  A et  he  was  denied,  during  his  life- 
time, Fellowship  in  the  Royal  College  of  Physicians, 
though  his  bust  later  was  placed  before  its  doors. 

"Fhe  eighteenth  century  saw  several  conspicuous 
advances  in  medical  science,  including  the  birth  of 
bacteriology,  the  correlation  of  pathology  and  clinical 
medicine,  and  the  first  achievement  of  preventive 
medicine,  vaccination  against  smallpox.  However, 
the  practice  of  the  .Art,  though  carried  on  by 
brilliant  and  learned  men,  continued  to  consist 
largely  of  fads  and  unscientific  .systems.  In  Eng- 
land, the  methods  of  the  great  Lettsom  were  thus 
described,  probably  in  jest,  but  the  lines  ma\  contain 
more  ti'uth  than  poetry: 

“\^’^hen  any  sick  to  me  apply, 

I jihysics,  bleeds  and  sweats  ’em; 

If,  after  that,  they  choose  to  die, 

Wdiy,  verily!  I Lettsom.” 

Distinction  in  medicine  has  not  always  carried 
with  it  the  ability  or  inclination  to  improve  the  .Art. 
Galen  had  the  unique  distinction  of  dominating 
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medical  thinking  for  thirteen  centiii'ies.  A man  of 
brilliant  mind,  he  possessed  a talent  for  investigation 
and  was  a prolific  w I'iter.  However,  his  ready  and 
dogmatic  ex|)lanations  of  disease  by  metaphysical 
theories  adtled  nothing  of  lasting  value  to  medical 
knowledge,  while  the  elaborate  system  of  poly- 
pharmacv  introduced  by  him  was  little  more  than  a 
variation  of  the  magic  and  witchcraft  that  had  pre- 
ceded him.  It  is  said  even  in  the  fifteenth  century, 
medical  men  showed  a strange  mixture  of  “small 
knowledge,  based  on  observation  and  Galenic  doc- 
trine, and  an  abundance  of  belief  in  witches,  demons 
and  celestial  influences.” 

■America’s  first  medical  school  was  founded  by  a 
group  of  young  physicians  who  had  studied  in  Eng- 
land and  on  the  Continent,  and  it  has  been  said  that 
they  “brought  to  their  native  land  the  highest 
medical  cultures  of  Europe,  and  left  behind  the 
pretentious,  bombastic,  inflated  and  egotistic  methods 
of  the  popular  and  aristcicratic  practitioners  of  the 
day,  with  their  gold-headed  canes,  snuff  bo.xes  and 
brilliant  establishments”.  .Among  these  was 
Benjamin  Rush,  a name  that  stands  high  in  the 
annals  of  medical  achievement,  and  one  whose  life 
and  work  deserve  the  consideration  of  every  student 
of  medicine.  .As  an  example  of  indefatigable  energy 
combined  with  a brilliant  but  uncritical  mind.  Rush 
stands  preeminent.  He  apparently  had  everything 
required  of  a great  physician  save  the  critical  ap- 
proach. His  therapeutic  optimism  is  incredible. 
While  he  made  lasting  contributions  to  the  study  of 
certain  diseases,  his  conceptions  of  treatment  betra}’ 
his  fatal  weakness.  Garrison  speaks  of  him  as 
“wrong-headed  as  well  as  strong-headed”  and  as  a 
“typical  eighteenth  century  theorist”.  He  seems  to 
have  overlooked  completely  the  curative  power  of 
nature  and  to  have  believed  that  even  the  mildest 
ailment  demands  strenuous  intervention.  Viewed 
today,  his  enormous  doses  of  calomel  and  his  violent 
bloodletting  are  little  short  of  terrifying. 

It  would  not  be  possible  to  speak  of  progress  in 
the  Art  of  .Medicine  without  conspicuous  mention 
of  the  name  of  Jacob  Bigelow.  .An  accomplished 
physician  and  teacher,  he  was  more  than  ordinarily 
gifted  in  expre.ssion,  and  his  writings  are  enduring 
examples  of  lucidity  and  force.  His  address,  in 
1835,  before  the  .Massachusetts  .Medical  Society, 
entitled  “Self  Limited  Diseases”,  exerted  a power- 
ful influence  on  medical  practice  in  the  United 
States.  In  the  words  of  Dr.  Holmes,  it  “did  more 
than  any  other  work  or  essay  to  rescue  the  practice 
of  medicine  from  the  slavery  of  the  drugging  system 


which  w'as  pai  l of  the  inheritance  of  the  profession”. 
In  this  discourse  Bigelow  showed  that  most  diseases 
determine  their  own  course  and  that  the  supposed 
effect  of  much  of  the  treatment  then  in  vogue  was 
either  useless  or  harmful.  'I'he  need  for  this  teach- 
ing was  plain,  for  Marion  Sims,  speaking  of  a 
period  as  late  ;is  1 836,  says  that  the  medicine  of  that 
il.iy  was  more  than  heroic,  it  was  murderous,  and 
he  thought  it  better  to  trust  entirely  to  nature  than 
the  hazardous  skill  of  the  doctor. 

It  is  clear  that  up  to  a century  ago  or  less,  the 
practice  of  medicine  consisted  for  the  most  part  of 
the  ingenious  application  of  placebos.  In  the  minds 
both  of  physicians  and  of  the  laity  the  doctor  was  a 
medicine  giver,  the  patient  a medicine  taker. 
Pharmacology  was  unknown,  and  the  beneficent 
hand  of  nature  in  curing  disease  received  little 
recognition.  Though  much  sentiment  is  connected 
with  the  medicine  of  certain  ancient  physicians,  there 
is  little  to  indicate  that  these  men  had  any  useful 
conception  of  the  conditions  they  faced  or  that  the 
remedies  they  offered  had  any  specific  value.  What 
the\-  did  do  was  to  satisfy  the  patient’s  urgent  desire 
for  some  sort  of  comfort  in  his  distress  and  some 
sort  of  action,  whether  wise  or  foolish,  in  his  emer- 
gency. This  function  of  the  doctor,  whether  he 
realizes  it  or  not,  still  is  and  always  will  be  in  de- 
mand. The  role  of  the  physician  as  comforter  and 
counsellor  still  vies  in  significance  with  his  role  as 
healer. 

We  know  infinitely  more  today  than  our  fore- 
fathers of  even  fifty  years  ago,  but  have  we  pro- 
gressed proportionately  in  the  intelligence  with  which 
we  apply  this  knowledge?  Do  we  manifest  wisdom 
superior  to  theirs  in  dealing  with  the  very  large 
number  of  conditions  we  do  not  understand  and  for 
which  we  have  no  specific  remedy.^  Are  we  free 
from  “the  slavery  of  the  drugging  system”?  Are 
we  still  addicted  to  placebos,  substituting  new  ones 
for  old,  and,  as  new  scientific  facts  emerge,  giving 
to  our  placebos  a scientific  status  they  scarcely  de- 
serve? .Are  we  better  guided  than  our  predecessors 
bv  judgment  and  conscience,  or  are  we  still  as  re- 
sponsive as  they  were  to  the  urge  for  action?  While 
categorical  answers  cannot  be  made  to  these  ques- 
tions, there  is  abundant  evidence  at  hand  to  indicate 
that,  to  say  the  least,  our  Art  advances  slowly.  It 
is  still  subject  to  the  “whims,  the  inaccuracies  and  the 
blunders  of  mankind”.  Much  of  our  practice  is 
difficult  to  explain  except  as  a survival  of  our  ancient 
heritage  of  magic  and  superstition. 

Of  the  generation  just  preceding  ours,  Osier 
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wrote:  “As  an  enemy  to  indiscriminate  drugging,  I 
have  often  been  branded  as  a therapeutic  nihilist. 
I bore  this  reproach  cheerfully,  coming,  as  I knew 
it  did,  from  men  who  did  not  appreciate  the  differ- 
ence between  the  giving  of  medicine  and  the  treat- 
ment of  disease  . . . credulity  in  matters  relating  to 
disease  remains  a permanent  fact  in  our  history,  un- 
influenced by  education”.  He  spoke  also  of  the 
“spurious  and  seductive  pamphlets  issued  by  pharma- 
ceutical houses”  as  a thraldom  “not  less  dangerous 
than  the  polypharmacy  from  which  we  are  escaping”. 
What  would  he  say  of  the  activities  of  the  pharma- 
ceutical establishments,  even  of  the  so-called  ethical 
variety,  of  today 

As  late  as  1930  Henry  Christian  delivered  a 
notable  address  which  bore  the  significant  title,  “The 
Practitioner’s  Need  for  an  Intelligent  Skepticism”. 
.As  an  illustration  of  our  susceptibility  to  fads  he 
chose  the  doctrine  of  focal  infections  and  dealt  with 
the  wholly  illogical  and  unwarranted  lengths  to 
which  it  had  been  carried  during  the  years  just  past. 
W’^hat  he  characterized  as  the  “damnable  practice  of 
pulling  teeth”  might  well  remind  us  of  the  heroic 
measures  of  the  darker  ages.  Doctor  Christian  dis- 
cussed also  the  doctor’s  weakness  for  new  and  un- 
tried and  always  expensive  remedies  that  are  either 
without  effect  or  less  useful  than  the  remedies  they 
replaced.  .As  examples  were  mentioned  various 
hypnotics,  special  preparations  of  digitalis  and  en- 
docrine substances  then  in  vogue.  Of  the  extra- 
vagant claims  then  being  made  for  the  periodic 
health  e.xamination  as  a preventive  of  the  degenera- 
tive and  other  diseases,  he  wrote;  “Of  some  we 
know  more  as  to  cause;  of  others,  less,  but  of  none, 
much,  and  until  we  know  more  of  causes  we  cannot 
expect  to  do  much  to  prevent.  It  seems  to  me  wise 
to  acknowledge  freely  our  limitations  in  preventive 
measures  and  desirable  to  investigate  more  and  talk 
less  of  prevention  of  disease.” 

It  might  be  argued  that  certain  trends  operating 
at  present  tend  to  exert  upon  the  doctor  pressures 
never  before  experienced.  This  is  a day  of  sales- 
manship. Sales  promoting  mentality  is  the  con- 
.spicuous  state  of  mind  and  this  leads  inevitably  to 
disregard  or  perversion  of  fact.  Its  effect  upon 
human  conduct  generally  is  easily  discernible  and  of 
necessit)'  medicine  cannot  escape  its  influence.  We 
hear  daily  of  drives  to  prevent  or  control  this  or  that 
disease  of  which  we  know  little  or  nothing  as  to 
cause.  Slogans  garnished  with  intemperate  propa- 
ganda are  designed  to  enlist  more  propagandists  and 
to  raise  large  sums  of  money  which  is  the  present  day 


panacea  for  all  ills.  So  persuasive  have  these  appeals 
been  that  our  government  authorities  seem  to  have 
become  convinced  tliat  the  treatment  of  disease  is 
merely  a matter  of  appropriations. 

'I'oday  the  radio  trumpets  the  merits  of  this  or  that 
remedy,  and  even  explains  its  indications  and  actions, 
d'he  humblest  periodical  feels  obliged  to  give  medical 
advice  which  is  too  often  supplied  directly  or  in- 
directly by  an  interested  party.  Physicians’  offices 
are  deluged  with  samples  and  gaudy  literature,  pro- 
claiming the  advantages  of  various  nostrums,  and 
these  are  followed  by  so-called  detail  men  who  de- 
claim fluently  upon  subjects  of  which  they  have  no 
knowledge  and  who  can  invariably  explain  why 
their  product  has  not  been  accepted  by  the  Council 
on  Pharmacy  of  the  .American  Medical  .Association. 
It  is  commonly  said  that  doctors  are  well  represented 
on  the  prospective  customer  lists  of  purveyors  of 
gold  bricks,  and  this  might  suggest  that  there  is 
.something  in  the  .Art  of  Medicine  that  tends  to 
weaken  the  salesresistance  of  those  who  practice  it. 

.A  curious  vagary  of  the  present  day  is  the  vitamin 
rage.  Founded  upon  a modicum  of  scientific  fact 
and  encouraged  by  unsuspecting  doctors,  it  has  now 
progressed  beyond  the  bounds  of  reason  and  has  be- 
come big  business.  Vitamins  are  urgently  advised, 
not  only  for  all  those  who  are  sick  but  also  for  the 
well,  in  order  to  prevent  illness.  The  widely  adver- 
tised panaceas  of  a generation  ago  had  the  opposition 
of  doctors  generally,  but  not  so  with  vitamins.  .Aided 
by  a sympathetic  medical  profession,  everybody  who 
can  make  a pill  now  produces  a superior  vitamin 
mixture,  and  judging  from  the  amount  spent  in 
advertising,  the  profits  must  be  enormous.  Even 
tbe  U.  S.  Department  of  .Agriculture  and  the  U.  S. 
Public  Health  Service  have  lent  their  aid  to  propa- 
ganda that  is  not  based  on  scientific  or  clinical  evi- 
dence. While  vitamins  are  rarely  dangerous,  they 
may  not  be  entirely  harmless  and  they  are  ridicu- 
lousl)’  e.xpensive.  The  physician’s  part  in  promoting 
this  fraud  will  hardly  be  recorded  by  future  historians 
as  one  of  the  creditable  achievements  of  this  genera- 
tion. 

What  has  been  said  with  regard  to  vitamins  ap- 
plies also  to  a number  of  other  remedies  recently 
discovered,  as,  for  example,  the  sulfonamids  and 
penicillin.  That  they  are  of  value  is  certain,  but 
before  their  indications  or  dangers  or  limitations  are 
at  all  clearly  defined  or  generally  understood,  they 
are  being  exploited  as  cure-alls.  We  have  seen 
vaccines,  hormones,  all  forms  of  electricity  and  ultra- 
violet rays  used  indiscriminately  for  no  better  reason 
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tlinii  tliat  patients  expect  tlie  new  treatment  and  get 
it,  regaialless.  If  it  can  be  administered  In'  needle, 
so  much  tlie  better.  A “shot”  to  the  impressionable 
patient  carries  far  more  autbority  than  a pill  and  the 
doctor’s  I'eputation  as  a dispenser  of  magic  is  pro- 
portionately enhanced.  Such  therapy  succeeds  “in 
ratio  to  the  psychological  influence  of  the  advisor 
and  to  the  psychopathic  complex  of  the  advisee”. 

Increasing  knowledge  has  meant  the  accumula- 
tion of  instruments  ami  methods  for  objective 
examination.  W'^hile  these  often  are  of  great  value, 
they  always  require  intelligence  for  their  use  and 
interpretation,  and  in  themselves  do  not  deserve  the 
respect  approaching  awe  that  often  is  accorded  them 
bv  doctors  and  patients  alike.  The  sphygmoma.no- 
meter,  for  example,  has  its  place  and  is  now  uni- 
versally used.  But  to  inform  a patient  simply  that 
his  blood  pressure  is  too  high  or  too  low  frequendy 
does  more  harm  than  good.  As  a rule,  neither  he 
nor  the  doctor  knows  what  is  meant,  and  the  remedv 
prescribed  either  to  lower  or  raise  the  pressure  is, 
as  a rule,  no  more  than  a placebo.  The  patient 
draws  his  own  conclusions  as  to  the  seriousness  of 
his  malady  and  very  often  develops  a blood  pres- 
sure neurosis  which,  in  itself,  is  a source  of  dis- 
ability and  suffering. 

It  has  been  said  that  the  more  accomplished  a 
clinician  is,  the  fewer  tests  he  will  require  in  the 
proper  investigation  of  patients.  W^ithin  limits,  this 
is  undoubtedly  true.  But  is  it  generally  regaruedr 
Some  medical  studies  seem  to  consist  of  a nudtiplica- 
tion  of  stunts,  many  of  wdiich  are  wholly  irrelevant 
and  unnecessary.  This  often  passes  for  thorough- 
ness and,  unfortunately,  is  too  much  emphasized  in 
our  medical  schools  and  teaching  hospitals.  To  be 
sure,  some  obscure  cases  demand  that  a number  of 
possibilities  be  explored  but  this  is  no  e.xcuse  for  the 
elaborate,  time-consuming,  and  expensive  routines 
that  are  so  commonly  practiced  today,  and  which 
add  so  materially  to  the  cost  of  medical  care.  An 
appeal  to  the  magic  of  apparatus  may  please  certain 
patients,  but  it  is  a poor  substitute  for  clinical  judg- 
ment. ^'hc  medical  gadgeteer  is  an  unfortunate  by- 
product of  medical  science. 

.Another  modern  trend  is  the  inordinate  growth  of 
specialism,  which  Stengel  has  characterized  as  the 
major  disease  of  medicine  today.  All  admit  it,  but 
few'  attempt  to  do  anything  about  it.  Individuals 
are  studied  as  collections  of  parts  by  those  who  strive 
to  know  more  and  more  about  less  and  less,  and  the 
patient  himself  is  often  lost  in  the  shuffle.  The 
term  “specialist”  appeals  strongly  to  the  laity  who 


themselves  ilecide  wlu’ch  org.in  needs  special  atten- 
tion and  refer  themselves  accordingly,  'riiere  are 
two  kinds  of  specialist.  One  h;is  a bro.ad  foundation 
of  medical  knowledge  and  experience  and  has  added 
thereto  specird  acquaintance  with  a particidar  field. 
He  is  an  asset  w'e  coidd  ill  afford  to  lose.  The  other 
is  one  who,  from  limited  background  takes  a brief 
course,  secures  the  appropriate  apparatus,  and  pro- 
ceeds to  cash  in  on  the  title  he  has  awarded  himself, 
d'his  subject  was  discussed  at  length  by  one  of  the 
w'isest  of  men,  the  late  George  Ben  Johnston,  in  his 
presidential  address  before  the  Southern  Surgical 
.Association  in  1S97.  He  saw  the  necessity  for  and 
recommended  what  is  being  undertaken  now,  al- 
most fifty  years  later:  the  certification  of  specialists 
who  have  met  the  requirements  of  the  various 
specialty  boards.  Even  this  is  not  entirely  adequate. 
There  remains  the  problem  of  considering  the  pa- 
tient as  a w'hole  and  protecting  him  from  over- 
specialism. 

The  w'eaknesses  and  imperfections  of  medical 
jiractice  that  have  been  discussed  and  others  that 
might  be  mentioned  depend  upon  certain  elements 
in  the  doctor-patient  relationship  that  are  immutable. 
Only  through  a clear  appreciation  of  that  fact  by 
plnsicians  will  it  be  possible  to  make  less  obscure 
the  line  of  demarcation  between  orthodox  practice 
;md  quackeiA . 'Ehe  clarification  of  this  line  should 
be  the  objective  and  responsibility  of  every  member 
of  tbe  profession.  Little  help  is  to  be  expected  from 
the  pidilic  as  it  judges  doctors  poorly  and  often  be- 
slow's  its  rew'ards  upon  the  incompetent. 

Notwithstanding,  the  Art  of  Medicine  has  shown 
definite  signs  of  progress.  This  is  due  in  large 
measure  to  what  may  be  looked  upon  as  restraints 
that  have  been  generally  agreed  upon  and  instituted 
by  physicians  themselves.  In  order  to  practice, 
doctors  are  now'  required  to  establish  evidence  not 
oidy  of  medical  knowledge  but  of  some  background 
of  training  in  the  liberal  arts.  Such  requirements 
inevitably  raise  the  level  of  intelligence  and  character 
in  the  profession  and  eliminate  many  undesirable 
would-be  members.  Hospitals  are  subject  to  in- 
spection and  regulations  which  result  in  bringing 
the  work  of  the  individual  practitioner  in  review 
before  his  fellow's.  .Medical  societies  where  free 
discussion  prevails  are  easily  accessible  to  most  doctors 
and  sound  journals  are  readily  available  to  those  who 
have  the  interest  or  energy  to  read  them.  The 
public  is  better  informed  as  to  w'hat  may  be  expected 
from  modern  science,  and  the  patient,  though  still 
guillible,  is  no  longer  the  unquestioning  medicine 
taker  he  once  w'as. 
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As  time  passes,  tlie  pliysician’s  prestige  will  rest 
more  and  more  upon  the  scientific  achievement  of 
the  profession.  'J'he  cooperation  of  its  members  with 
wise  and  unselfish  leadership  is  to  be  expected. 
Though  it  is  not  possible  ever  to  visualize  medicine 
as  a pure  science  or  to  foresee  ultimate  perfection 
in  the  Art,  we  ma)'  confidently  hope  for  continued 
progress  in  the  direction  of  rational  practice.  This 
must  come  about,  not  through  political  manipula- 
tions, nor  through  public  clamor,  but  through  the 
unceasing  efforts  of  doctors  to  improve  themselves 
and  to  eliminate  ignorance  and  incompetence  from 
their  ranks. 

As  men  of  scieTice,  doctors  must  eschew  the  sales 
promoting  mentality.  In  this  connection,  the  words 
of  Jacob  Bigelow  spoken  more  than  a century 
ago  apply  with  equal  force  today:  “The  importance 
and  usefulne.ss  of  the  medical  profession,  instead  of 
being  diminished,  will  always  be  elevated,  exactly  in 
proportion  as  it  understands  itself,  weighs  justly  its 
own  powers  and  professes  simply  what  it  can  accom- 
plish. It  is  no  derogation  from  the  importance  of  our 
art,  that  we  cannot  .always  control  the  events  of  life 
and  death,  oi  even  of  health  and  sickness  * * * * * 
Above  all,  if  you  would  discountenance  quackery, 
take  care  that  you  become  not  quacks  yourselves. 
Charlata.nism  consists  not  so  much  in  ignorance  as 
in  dishonesty  and  deception”. 


CONTROL  OF  CANCER 

Cancer  still  remains  well  up  toward  the  top  as  a 
cause  of  death.  Long  looked  upon  as  a hopeless 
disease  by  both  profession  and  the  public,  it  has 
now  been  conclusively  shown  by  careful  observa- 
tion that  it  is  neither  hopeless  nor  incurable.  True, 
the  exact  cause  of  cancer  is  not  known,  but  many 
causative  factors  are  understood,  including  growth 
tendencies,  and  the  part  which  parental  influence 
plays,  and  it  is  also  slowly  being  determined  what 
types  of  internal  environment  have  to  do  with 
cancer  formation. 

It  was  wisely  stated  centuries  ago  that,  “It  is  idle 
to  speak  of  the  cure  of  a disease  until  its  cause  is 
understood.”  Rather  than  to  claim  we  are  curing 
cancer,  perhaps  it  would  be  better  to  admit  that 
our  progress  has  just  reached  the  stage  whereby 
we  can  often  remove  a malignant  growth  from  the 
body,  retard  its  development  or  postpone  its  ap- 
pearance, but  mankind  will  still  be  faced  with  the 
likelihood  of  a high  rate  of  incidence  until  we  come 
to  know  how  growth  within  the  body,  both  normal 
and  abnormal,  is  controlled. 

Up  to  the  present  time  surgical  removal  and 
radiation,  combined  with  early  diagnosis,  offers  the 
best  means  of  controlling  the  disease,  but  other 
factors  more  potent  of  success  will  sometime  be 
found. — R.  S.  Morrish,  M.  D.,  in  J.  Mich.  St.  Med. 
Assn. 


THE  ABNORMAL  PHYSIOLOGY  OF 
CONGESTIVE  HEART  FAILURE 

By  ROBERT  M.  SONNEBORN,  M,  D. 

Wheeling,  West  Virginia 

The  picture  of  a patient  with  congestive  heart 
failure  is  a familiar  one  to  all  of  us.  T'lie  (l)'namics 
of  the  unclcrlying  physiological  and  mechanical  pro- 
cesses are  less  well  understood.  To  understand 
why  and  how  the  lieart  fails,  the  patient  becomes 
dyspneic,  and  his  ankles  swollen,  is  to  have  a dynamic 
moving  picture  of  this  large  group  of  so-called  “de- 
compensated cardiacs”. 

The  primary  disease  process  may  invlove  the  heart 
as  in  valvular  or  coronary  disease,  the  peripheral 
vascidar  apparatus  as  in  hypertension,  or  the  tissues 
as  in  hyperthyroidism,  but  in  each  instance  the  final 
lesult  is  to  render  the  heart  inefficient  in  the  per- 
formance of  its  work  because  of  overstrain  or  of 
undernourish  ment. 

Due  to  strain  of  various  kinds  the  heart  muscle 
ma)'  be  unable  to  maintain  a satisfactory  circidation, 
so  that  stasis  in  various  parts  of  the  body  results. 
The  site  of  the  slowed  venous  current  will  first  be 
present  behind  that  part  of  the  heart  which  is  failing; 
in  the  pulmonic  circuit  in  hypertension  and  mitral 
stenosis,  and  in  the  systemic  circuit  in  chronic  pul- 
monary and  tricuspid  disease.  Such  stasis  may  come 
quickly,  as  in  mitral  stenosis;  or  slowl)',  as  in  hyper- 
tension, and  when  it  produces  signs  or  symptoms  it  is 
called  congestive  failure. 

Usually,  tlie  strain  in  tlie  early  stages  is  largely 
unilateral,  but  in  due  time  in  the  abnormal  process, 
the  failure  of  one  ventricle  atlversel)'  affects  the 
other. 

We  know  that  the  heart,  as  a rule,  does  not  fail 
when  stress  is  first  tlirown  upon  it.  The  reserve 
power  of  a normal  heart,  its  ability  to  dilate,  enables 
it  to  respond  to  extraordinary  tlemands.  But  in  the 
case  of  the  patient  with  cardiac  disease,  there  ceases 
to  be  a reserve ; it  has  become  a part  of  the  response 
to  ordinal')'  demands.  It  is  this  as)  mjitomatic  stage 
characterized  b)'  cardiac  enlargement  that  is  the 
compensator)'  state  for  the  failing  heart.  The 
cardiac  output  is  not  markedly  altered  either  at  rest 
or  with  moderate  exertion;  the  patient  may  not  be 
aware  of  any  change  in  his  functional  ability. 

However,  a dilated  heart  requires  more  energy 
with  which  to  work  ami  in  time  a person  with  hyper- 
tension may  notice  that  whereas  at  one  time  he  could 
run  for  a bus  without  discomfort,  he  now  becomes 
short  of  breath.  The  heart  can  no  longer  increase 
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its  output  to  compensate  for  the  increased  strain  put 
upon  it.  The  mitral  valve  may  become  relatively 
insufficient,  the  left  auricle  dilated,  and  the  lungs 
congested. 

As  this  progresses,  the  patient  notes  that  he  is 
short  of  breath  when  walking.  The  heart  is  then 
under  further  strain,  the  output  of  the  left  ventricle 
being  scunewhat  reduced  and  the  pulmonary  blood 
pressure  greatly  increased.  The  right  ventricle  be- 
comes dilated,  then  hypertrophied  to  compensate  for 
the  increased  work  required  of  it.  If  the  process  is 
slow,  the  right  ventricle  may  be  able  to  function 
satisfactorily,  only  to  fail  at  a later  time,  its  failure 
being  more  responsible  for  symptoms  and  signs  and 
even  for  death  itself  than  the  left  ventricular  failure 
which  occurred  first. 

In  instances  of  marked  mitral  stenosis,  or  chronic 
pilmonary  disease,  it  is  the  right  ventricle  which 
soon  feels  the  strain  and  experiences  the  excess  work 
which  the  left  ventricle  experiences  in  hypertension. 
It  is  not  able  to  pass  on  through  the  lungs  into  the 
left  side  of  the  heart  all  the  blood  that  it  receives 
from  the  venae  cavae.  Hence,  it  becomes  dilated, 
then  hypertrophied,  the  tricuspid  valve  becomes 
relatively  insufficient,  the  right  auricle  engorged, 
dilated ; the  coronary  sinus,  the  great  veins,  and  the 
liver  become  congested,  circulation  through  the 
small  arterioles  and  capillaries  hampered,  there  is 
stagnation  of  the  systemic  venous  circuit  with  marked 
elevation  in  pressure,  and  edema  sets  in. 

The  left  ventricle  receives  an  inadequate  amount 
of  blood,  it  becomes  flabby,  and  its  output  is  de- 
creased, which  still  further  adds  to  the  insufficiency 
of  the  blood  flow  through  the  coronary  vessels  as 
well  as  through  the  general  circulation. 

W^hen  a ventricle  fails,  its  insufficiency  is  felt  both 
before  and  behind  it.  Thus,  there  is  truth  in  both 
the  forward  failure  theory,  that  the  clinical  pheno- 
mena of  congestive  failure  are  manifestations  of  a 
defiicient  blood  supply  to  the  tissues,  the  result  of 
an  inadequate  cardiac  output;  and  the  back  pressure 
theory,  that  the  symptoms  and  signs  are  to  be  attri- 
buted to  a rise  in  pressure  back  of  the  failing  chamber 
of  the  heart.  Neither  alone  explains  all  the  signs 
and  symptoms,  although  at  times  there  may  be  a 
preponderance  of  the  one  factor  over  the  other. 

CARDIAC  ENLARGEMENT 

An  increase  in  the  size  of  the  heart  is  an  almost 
constant  finding  in  patients 'with  congestive  failure. 
The  one  great  exception  is'  that  group  of  cases  of 
failure  due  to  mechanical  obstruction  to  proper 


cardiac  filling  and  contraction,  the  result  of  peri- 
cardial constriction. 

Cardiac  hvpertrophy  in  most  cases  seems  to  be  a 
physiological  response  to  prolonged  and  continuous 
overwork  of  the  organ  rather  than  a disease  process 
in  itself.  However,  in  a relatively  small  number  of 
cases,  hypertrophy  is  due  to  some  process  as  yet  un- 
recognized. 

Thirty  years  ago.  Sir  Ernest  Starling  described 
the  Law  of  the  Heart,  namely,  that  with  cardiac 
muscle,  like  skeletal  muscle,  the  energy  of  contrac- 
tion is  a function  of  the  length  of  its  muscle  fibers; 
that  the  ability  of  the  heart  to  dilate  is  a reserve 
capacity  of  the  heart  to  increase  its  output  under  the 
strain  of  increased  filling  and  increased  circulatory 
requirements.  This  so-called  law  has  served  as  the 
foundation  for  the  modern  study  of  cardiac  enlarge- 
ment. Both  hypertrophy  and  dilatation  arc  origin- 
ally compensatory  adjustments  to  an  increase  of  the 
work  of  the  heart  in  proportion  to  its  strength.  In 
a healthy  individual  this  condition  is  only  temporary; 
in  a diseased  or  abnormal  heart  the  change  is  neces- 
sarily permanent. 

Dilatation  is  an  increase  in  the  length  of  the  fibers 
relative  to  their  width,  and  is  the  immediate  response. 
It  offers  a chemical  advantage  because  of  the  greater 
surface  and  consequent  increased  opportunities  for  a 
chemical  interchange  between  blood  and  fibers,  but 
this  advantage  is  more  than  offset  by  the  mechanical 
disadvantage  of  increased  energy  expenditure  for  a 
given  amount  of  work.  By  some  means,  as  yet  un- 
known, this  disproportion  between  the  length  and 
diameter  of  the  muscle  fibers  which  has  been  pro- 
duced by  dilatation  leads  to  hypertrophy,  to  an  in- 
crease in  width  of  the  fibers,  and  thereby  the  original 
relation  of  length  to  diameter  tends  to  be  restored. 
Thus  the  bulk  of  the  heart  is  increased  without  ap- 
preciable increase  in  the  number  of  fibers. 

However,  conditions  have  been  altered.  Nutri- 
tion of  the  muscle  is  now  under  a handicap.  Where- 
as, the  surface  of  the  fiber  through  which  the 
nutritive  processes  must  take  place  has  been  in- 
creased only  by  the  first  power  of  the  radius,  the 
mass  of  tissue  to  be  nourished  has  increased  as  the 
square  of  the  radius.  Thus,  the  mechanical  ad- 
vantage of  greater  power  of  contraction  is  offset 
by  the  chemical  or  nutritive  factor  and  the  tendency 
will  be  to  dilate  further  whenever  conditions  of  stress 
arise.  Thus,  the  changes  which  at  first  were  en- 
tirely compensatory,  and  which  may  be  thought 
of  as  the  reserve  of  the  cardiac  muscle,  have  not 
only  become  irreversible  because  of  the  existing  ab- 
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normal  physiological  state,  but  have  tended  to  be- 
come a vdcious  circle,  and  instrumental  in  producing 
congestive  failure. 

The  heart,  as  a nde,  attempts  to  prevent  further 
dilatation  and  hypertroph}-  by  increasing  its  rate. 
This  so-called  Bainbridge  reflex  is  probably  an 
auricular  reflex  through  the  vagi,  the  result  of  en- 
gorgement of  the  right  auricle  and  an  increased 
venous  pressure.  This  enables  the  heart  to  accom- 
plish a given  output  with  a smaller  diastolic  volume 
than  is  the  case  with  slower  rates,  and  thus  decrease 
the  venous  pressure  without  further  dilatation. 
However,  this  advantage  is  more  than  offset  by  its 
disadvantages.  First,  excess  energy  is  expended  in 
opening  the  semilunar  valves,  which  in  turn  increases 
the  basal  metabolic  rate,  and  thus  requires  a further 
increase  in  cardiac  output;  second,  as  a result  of  the 
shortened  diastole  and  poor  coronary  filling,  the 
circulation  to  the  myocardium  may  be  impaired; 
and  third,  the  shortened  recovery  period  mav  be  in- 
adequate for  oxygenation  of  the  fibers.  For  these 
reasons,  tachycardia,  by  increasing  the  load  on  an 
already  damaged  heart,  may  be  the  precipitating 
factor  in  congestive  failure. 

Cardiac  enlargement  frequently  is  present  for 
some  time  before  subjective  symptoms  occur,  and 
may  be  the  only  finding  in  a patient  who  obviously 
has  organic  heart  disease,  yet  is  symptom  free.  As 
and  if  svmptoms  develop,  cardiac  enlargement  in- 
creases. 

DYSPNEA 

The  first  subjective  evidence  of  a decreased 
cardiac  reserve  in  the  great  majority  of  patients  is 
dyspnea  on  exertion  to  an  extent  which  previously 
could  be  performed  without  discomfort. 

Dyspnea  has  been  defined  by  Richards  as  “sub- 
jective distress,  felt  as  a sensation  of  breathing  and 
brought  on  when  the  mechanical  apparatus  for  res- 
piration is  unable  to  provide  easily  the  pulmonary 
ventilation  required  by  the  individual’s  immediate 
physicochemical  and  metabolic  state”. 

Regardless  of  the  initial  etiological  factor,  prac- 
tically all  patients  with  organic  heart  disease  pass 
through  this  stage,  which  may  last  only  a few 
months,  as  is  true  in  cases  of  luetic  heart  disease,  or 
for  many  years  as  is  the  case  in  patients  with 
arteriosclerotic  heart  disease  or  hypertension. 

The  symptom  is  a progressive  one  and  as  time 
goes  on  less  and  less  exertion  is  required  to  bring 
on  the  discomfort.  Frequently  the  patient  will 


note  that  as  the  day  goes  on,  breathing  becomes 
more  difficult,  and  that  upon  lying  down,  he  has  a 
feeling  of  suffocation.  By  elevating  his  head  with 
two  or  three  pillows  he  experiences  relief.  Soon  he 
notices  that  his  breathing  is  difficult  even  at  rest. 
As  the  months  go  hy,  he  is  denied  the  comfort  of 
sleep.  He  is  aroused  in  the  middle  of  the  night  by 
an  attack  of  coughing  or  a nightmare,  and  awakes 
with  a start.  He  cannot  get  his  breath,  his  breathing 
is  noisy,  and  he  experiences  relief  only  when  he  ex- 
pectorates a plug  of  mucus  or  receives  a hypodermic 
from  his  family  physician.  At  other  times,  he  ex- 
periences difficulty  in  falling  asleep;  his  breathing 
is  irregular,  it  stops,  then  he  breathes  rapidly  and 
deeply.  Finally  one  night,  an  attack  of  coughing 
again  arouses  him.  But  this  time  he  e.xperiences  no 
relief,  he  is  frightened  at  the  sight  of  the  pink  froth 
drooling  from  his  mouth;  he  cannot  stand  up  or  lie 
down,  and  finally  sinks  into  coma,  not  to  be  aroused 
again.  That  is  the  picture  of  dyspnea  in  its  various 
phases. 

Various  theories  have  been  advanced  as  the  cause 
of  dyspnea.  Anoxemia  of  the  respirator)^  center, 
changes  in  the  CO^  content  of  the  blood  and  its 
tension,  alterations  in  the  pH  of  the  blood,  and  vagal 
stimulation,  all  have  been  given  as  the  explanation. 
It  is  known  that  the  rate  of  respiration  can  be  con- 
trolled by  nerve  stimulation,  and  every  physician 
has  seen  the  changes  in  the  depth  of  respiration  with 
increased  CO^  in  the  blood.  \Vith  marked  exertion 
these  changes  undoubtedly  occur,  but  do  they  ex- 
plain the  dyspnea  that  the  patient  experiences  on 
mild  exertion  or  at  rest? 

The  patient  has  in  most  instances  some  decrease 
in  his  vital  capacity  because  of  pulmonary  congestion. 
Vital  capacity  is  a g'ood  indication  of  the  efficiency  of 
the  pulmonar)'  bellows,  the  ability  to  satisfy  the 
physicochemical  and  metabolic  needs  of  the  in- 
dividual. This  means  that  for  any  given  level  of 
ventilation  he  is  more  likely  to  feel  respiratory  dis- 
tress than  would  he  the  case  if  his  vital  capacity  were 
normal.  W^ith  a decrease  in  vital  capacity,  there  is  a 
diminution  in  the  depth  of  breathing.  There  neces- 
sarilv  results  an  increase  in  the  rate,  which  is  an  un- 
economical type  of  breathing,  as  a greater  amount  of 
pumping  has  to  be  done  to  accomplish  a given 
ventilation  of  the  alveoli. 

Possibl)'  irritation  of  the  vagal  endings  in  the 
congested  areas  causes  further  increase  in  the  respira- 
tory rate.  This  increase  in  ventilation  causes  still 
further  diminution  in  the  respiratory  reserve  and 
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brings  tlic  jiaticnt  closer  to  or  in  more  severe  cases 
across  the  threshold  of  dyspnea  while  in  the  resting 
state.  With  exertion  there  is  inability  to  increase  the 
cardiac  output  sufficientlv  to  take  care  of  the  in- 
creased metabolic  needs,  because  the  maximum 
oxygen  intake  is  less  than  that  of  normal  persons. 
In  addition,  there  is  an  immediate  reflex  increase  in 
the  ventilation,  possibly  due  to  afferent  impulses 
from  moving  muscles,  or  through  reflexes  in- 
augurated hy  the  increased  venous  pressure  in  the 
region  of  the  right  auricle,  or  both.  Consistent 
changes  in  the  and  CO“  values  or  pH  of  the 
blood  have  not  been  found  with  moderate  exertion 
in  normal  individuals  but  with  severe  exertion  a 
rise  in  H ion  concentration  of  the  blood  is  a large 
factor  in  increasing  both  depth  and  rate  of  breathing. 

With  further  decrease  in  the  vital  capacity, 
orthopnea  manifests  itself.  On  lying  down,  the 
patient  notes  an  exaggeration  of  his  symptoms.  This 
is  thought  to  be  due  to  further  decrease  in  vital 
capacity  by  a shift  of  blood  from  the  abdomen  to 
the  chest,  the  result  of  gravity  which  is  accompanied 
bv  an  increase  in  the  output  of  the  right  ventricle. 
Consequently,  the  degree  of  pulmonary  congestion 
increases  and  in  addition  there  is  the  mechanical 
effect  of  a high  diaphragm.  Even  though  the  de- 
crease in  vital  capacity  may  he  very  small,  it  is  ac- 
companied in  many  instances  by  reflex  stimulation 
of  respiration  which  may  be  sufficient  to  push  the 
patient  across  the  threshold  with  resultant  dyspnea. 
When  he  sits  up  the  reverse  phenomenon  occurs, 
and  he  experiences  relief.  In  severe  cases,  by  hang- 
ing his  feet  over  the  bed,  he  may  lower  the  pulmonary 
congestion  bv  decreasing  the  venous  return  suffi- 
ciently to  give  some  relief. 

'I'hc  mechanism  of  evening  dyspnea  is  similar  to 
that  of  orthopnea,  both  of  them  being  due  to  an  in- 
crease in  the  degree  of  preexisting  pulmonary  con- 
gestion brought  on  in  the  one  case  by  the  change 
from  the  sitting  to  the  recumbent  posture,  the  other 
by  greater  bodily  activity  during  the  day. 

.Attacks  of  paro.xysmal  cardiac  dyspnea  are  most 
common  at  night  in  the  first  hours  of  sleep.  These 
attacks  are  seen  only  in  those  cases  where  left  ven- 
tricidar  insufficiency  is  the  dominating  picture. 

The  contractile  power  of  the  right  ventricle  is 
either  unimpaired  or  relatively  less  so  than  that  of 
the  left  ventricle^  so  that  there  occurs  an  increase 
in  the  tension  of  the  pulmonary  circuit,  which  is 
characterized  by  pulmonary  engorgement  and  evi- 
dence of  pulmonary  hypertension.  Certain  ob- 


servers believe  that  between  att.icks  there  is  a func- 
tion.'d  pidnionary  emphysema,  which  is  thought  to  be 
caused  by  tbe  rlisturbance  of  the  indmonary  circula- 
tion. The  peripheral  circulation  is  usually  normal. 
With  improvement,  the  pulmonary  circulation  first 
becomes  normal,  and  this  in  turn  is  followed  by  a 
disappearance  of  the  functional  emphysema  when 
present. 

These  attacks  are  precipitated  by  some  factor  or 
factors  as  yet  not  understood,  which  bi  ing  about  an 
acute  imbalance  between  the  right  and  left  ventricles 
with  resultant  pulmonary  congestion.  This  is  usual- 
ly accompanied  by  an  episode  of  coughing,  night- 
mare, desire  to  urinate,  or  some  such  condition 
which  arouses  the  patient. 

With  the  congestion  of  the  lungs,  there  may 
tlevelop  an  increase  in  the  rigidity  of  the  lungs,  and 
consequent  decreased  aeration.  During  these  attacks 
there  has  been  demf>nstrated  a diminished  velocity 
of  blood  flow  with  an  increased  volume  of  blood  in 
the  lungs,  and  a decreased  vital  capacity.  There  is 
also  an  increase  in  the  extra  vascular  fluid  in  the 
alveoli,  and  if  the  attack  is  severe,  pulmonary  edema 
may  develop  and  death  may  ensue.  Thus  a situa- 
tion is  produced  with  an  unfavorable  relationship 
between  the  circulation  and  the  efficiency  of  the 
pulmonary  bellows,  and  a rapid  and  severe  em- 
barrassment occurs. 

The  periodic  irregularity  of  the  respiration 
characterized  by  a period  of  apnea,  followed  by 
breathing  which  begins  almost  imperceptibly  and 
increases,  until  it  becomes  dyspneic  and  then  wanes 
until  apnea  follows  the  last  shallow  breath,  which 
we  all  know  as  Cheyne-Stokes  respiration,  is  oc- 
casionally noted  in  patients  with  congestive  failure 
during  the  induction  of  sleep. 

Just  what  factor  it  is  in  congestive  failure  that 
causes  the  overventilation  with  loss  of  CO-  and  the 
production  of  periodic  respiration  is  not  yet  known. 
.Many  observers  feel  that  since  the  cerebral  centers 
are  susceptible  to  oxygen  lack,  Chevne-Stokes  breath- 
ing may  involve  the  loss  of  cortical  control  over 
the  medullary  centers.  The  depressed  sensitivity  of 
the  higher  centers  at  the  onset  of  sleep  seems  to  be 
responsible  for  the  occurrence  of  periodic  breathing 
in  many  apparently  normal  adults.  Ordinarily  this 
causes  no  discomfort.  In  the  patient  with  congestive 
failure,  already  on  the  threshold  of  dyspnea,  the 
onset  of  hyperpnea  is  likely  to  be  associated  with 
respiratory  distress.  However,  after  sleep  has  en- 
dured for  a little  while,  decreased  ventilation  tends 
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to  increased  CO-  with  an  abolition  of  the  period 
tendency. 

EDEMA 

The  third  major  phenomenon  in  congestive  fail- 
ure is  edema,  which  may  involve  the  subcutaneous 
tissues  alone,  or  the  body  cavities,  or  both. 

The  factors  concerned  in  the  formation  of  edema 
regardless  of  etiology  are:  ( 1 ) decrease  in  the 
colloid  osmotic  pressure  of  the  plasma,  (2)  in- 
crease in  the  permeability  of  the  capillary  wall,  and 
(3)  increase  in  the  hydrostatic  pressure  in  the  blood 
capillaries. 

All  three  of  these  factors  may  play  a role  in  the 
formation  of  cardiac  edema,  but  the  factor  of  in- 
creased hydrostatic  pressure  in  the  capillaries  is  by 
far  the  most  important. 

Congestive  failure  is  almost  always  associated  with 
a rise  in  venous  pressure.  This  hack  pressure  is  felt 
in  the  capillaries,  and  there  is  an  increase  in  the 
capillary  pressure.  Since  there  is  no  compensatory 
increase  in  the  colloid  osmotic  pressure  of  the  blood, 
there  is  an  increased  filtration  of  water  into  the 
tissues,  b or  a time  this  may  be  compensated  for 
by  a greater  flow  of  lymph  from  the  affected  part. 
However,  this  mechanism,  like  ammonia  formation 
in  kidney  disease,  can  compensate  only  to  a certain 
extent,  and  when  a further  increase  in  venous  pres- 
sure occurs,  edema  will  residt. 

Edema  occurs  first  and  usually  is  most  marked  in 
the  dependent  portions  of  the  body,  for  in  these  the 
effect  of  gravity  is  not  only  to  increase  the  venous 
pressure,  but  also  to  retard  the  upward  flow  of 
lymph.  Frequently,  with  a marked  rise  in  venous 
pressure,  there  is  an  interference  in  emptying  of 
the  thoracic  duct.  The  development  of  ascites, 
hydrothorax,  and  hydropericardium  causes  a further 
rise  in  venous  pressure  by  mechanical  interference 
with  the  filling  and  emptying  of  the  heart. 

Increased  capillarv  permeability  brought  about  by 
anoxemia  of  the  capillarv  wall  will  tend  to  increase 
the  edema,  which  is  then  characterized  by  a rela- 
tively high  protein  content.  In  cases  of  chronic  de- 
compensation in  which  the  patients  have  not  eaten 
adequately,  one  frequentlv  finds  a low  serum  albu- 
men with  resultant  decrease  in  osmotic  pressure, 
and  edema  fluids  tend  to  accumulate  more  rapidly. 

If  there  is  a tendenev  to  edema  formation,  an 
increase  in  venous  pressure,  in  a person  with  cardiac 
disease,  the  extent  of  further  edema  will  depend 
somewhat  on  the  fluid  and  sodium  intake.  Edema 
fluid  cannot  accumulate  in  the  absence  of  the  build- 
ing blocks  of  interstitial  fluid,  namely,  sodium  and 


water.  'Ehe  more  salt  and  fluid  the  edematous  pa- 
tient takes,  the  greater  will  be  the  edema. 

CYANOSIS 

Cyanosis  in  congestive  heart  failure  is  an  expres- 
sion of  an  increase  in  the  absolute  amount  of  reduced 
hemoglobin  in  the  blood.  Although  all  the  blood 
passes  through  the  lung  tissue  accessible  to  air,  diffu- 
sion is  hindered  and  oxygenation  or  arterialization  is 
incomplete  because  of  ( 1 ) swelling  and  thickening 
of  the  alveolar  walls  and  consequent  diminished 
permeability  to  oxygen,  secondary  to  pulmonary 
congestion,  and  (2)  inefficient  ventilation  from  shal- 
low breathing,  and  hydrothorax. 

^Vith  an  increased  venous  pressure  and  diminished 
circulatory  rate,  capillary  stagnation  occurs,  oxygen 
utilization  is  increased,  and  there  is  a greater  reduc- 
tion of  the  venous  blood.  Both  of  these  mechanisms, 
central  anoxemia,  and  peripheral  stasis,  may  play  a 
part. 

SUMMARY 

The  signs  and  symptoms  of  congestive  heart 
failure,  regardless  of  the  etiological  agent  or  primari- 
site  of  action,  are  manifestations  of  cardiac  ineffi- 
ciency or  fatigue,  with  resultant  failure  to  maintain 
an  adequate  arterial  circulation  ahead,  and  with  re- 
sultant stasis  in  the  venous  circuits  behind. 


LIFE-SAVING  REMEDIES 

The  atomic  bomb  has  been  widely  heralded  as 
the  greatest  discovery  of  the  war.  An  atomic  bomb 
can  destroy  fifty  thousand  or  a hundred  thousand 
lives  in  a .single  instant.  But  the  medical  dis- 
coveries made  in  this  war  are  likely  to  save  not 
hundreds  of  thousands,  but  hundreds  of  millions  of 
lives  which  formerly  would  have  been  lost. 

Among  the  greatest  of  these  discoveries  are  the 
antibiotic  preparations:  penicillin,  streptomycin, 
clavacin,  patulin,  subtilin,  the  sulfonamide  drugs, 
and  many  other  antibiotic  drugs  now  the  subject  ot 
experimentation.  By  our  methods  of  mass  pro- 
duction, by  the  ingenuity  of  the  American  people, 
our  nation  was  able  to  develop  such  a vast  supply 
of  antibiotic  drugs  that  today  all  the  world  looks 
to  the  United  States  for  these  life-saving  remedies. 
— Morris  Fishbein,  M.  D.,  in  North  Carolina  Med.  J. 

GAIN  IN  LIFE  EXPECTANCY 

For  the  first  time  in  our  history,  the  average  life 
expectancy  of  the  American  people  exceeded  65 
years  in  1944.  The  actual  figure  according  to 
statisticians  for  the  Metropolitan  Life  Insurance 
Company  was  65 years,  almost  16  years  greater 
than  in  the  beginning  of  the  century. 

As  the  result  of  this  remarkable  gain,  the  person 
of  age  20  now  has,  on  an  average,  as  many  years  of 
life  remaining  as  the  newborn  child  in  1900.  It  is 
striking  that  whereas  according  to  the  earlier 
mortality,  only  three-quarters  of  the  babies  would 
attain  age  25,  under  present  conditions,  three- 
quarters  of  them  will  reach  age  57. 
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Honor  where  honor  is  due.  Every  doctor  in  West  Virginia  should 
be  grateful  to  Dr.  R.  J.  Wilkinson,  chairman,  and  Drs.  D.  A.  Mac- 
Gregor, E.  A.  Trinkle,  G.  O.  Martin,  Ray  M.  Bobbitt,  George  F. 
Grisinger,  R.  O.  Rogers,  William  R.  Laird,  and  N.  H.  Dyer,  members  of 
the  doctor  group  appointed  by  Governor  Clarence  W.  Meadows  to  work 
in  an  advisory  capacity  with  a legislative  interim  committee  studying 
public  health  problems.  Too  much  praise  cannot  be  given  this  group  of 
public-spirited  doctors  who  are  giving  unselfishly  of  their  time  and 
energy  that  health  conditions  in  our  state  might  be  improved. 

As  the  result  of  the  efforts  of  this  group,  coupled  with  the  full  help 
and  support  of  Governor  Meadows,  the  other  members  of  the  advisory 
committee,  and  the  members  of  the  legislative  interim  committee,  our 
hospital  and  medical  service  plans  are  now  protected  by  an  enabling 
act.  This  is  progress.  However,  as  someone  once  well  said,  “every 
achievement  is  but  a camp  for  the  night.”  The  major  work  of  this 
group  still  lies  ahead. 

We  have  know  for  many  years  that  facilities  for  rural  medical  care 
and  the  treatment  and  care  of  the  medical  indigent  are  far  from 
adequate  in  West  Virginia.  Doctor  Wilkinson  and  his  group  are  com- 
piling statistics  which  will  probably  be  ready  for  submission  at  the  next 
session  of  the  legislature.  The  outline  of  a constructive  program  will 
also  probably  be  ready  for  presentation  at  that  time. 

Good  medical  care  for  rural  West  Virginia  means  more  than  having 
a doctor  in  each  of  the  various  counties  and  communities.  The  chief 
problem  is  cost.  Even  if  we  had  good  medical  care  facilities  available 
in  every  community  in  the  state — which  we  do  not  have — our  present 
socio-economic  status  would  not  permit  their  use  by  everyone.  Our 
low  income  group  would  be  without  medical  care  except  in  emer- 
gencies. The  chief  work  of  the  committee  at  this  time  is  to  find  a 
satisfactory  answer  to  this  problem. 

When  the,  medical  history  of  our  time  is  written,  may  it  not  be 
said  of  us,  like  certain  nations  in  contemporary  history,  that,  in  our 
own  defense  against  centralization  of  power,  it  was  again  a case  of  too 
little  and  too  late. 
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A CRITICAL  SITUATION 

Notwithstanding  the  publicity  given  the  need  for 
office  quarters  for  veterans  returned  from  military 
service,  the  shortage  still  exists,  and  many  members 
of  the  State  Medical  Association  who  have  returned 
from  service  in  the  Army  and  Navy  are  still  without 
adequate  office  space. 

Until  needed  materials  for  the  construction  of 
office  buildings  are  available,  this  shortage  will  con- 
tinue to  exist.  T he  only  remedy  is  the  use  of  surplus 
space  in  offices  already  established.  Many  doctors 
over  the  state  have  opened  their  offices  to  these 
medical  veterans,  but  crowded  conditions  and  diffi- 
culties under  which  they  are  working  make  it  im- 
perative that  more  doctors  release  space  that  is  not 
actuallv  needed  for  their  own  use.  There  are  as 
many  as  seven  and  eight  doctors  working  “shifts” 
in  some  offices  in  the  state.  In  other  words,  their 
office  practice  is  limited  to  one  or  two  hours  a day, 
with  very  litle  opportunity  of  using  an  examining 
room . 

^^'e  urge  all  members  of  the  State  Medical  Asso- 
ciation to  take  stock  immediately  of  their  needs  for 
the  next  year  with  a view  to  helping  relieve  this 
critical  situation  by  releasing  to  their  confreres  who 
served  with  our  armed  forces  surplus  space  which 
can  be  utilized  by  these  medical  veterans  until  new 
office  quarters  are  available. 


WEST  VIRGINIA  CANCER  SOCIETY 

The  reorganization  of  the  West  Virginia  Division 
of  the  American  Cancer  Society  under  the  name  of 
the  West  Virginia  Cancer  Society,  Inc.,  augurs  well 
for  the  continued  success  of  this  group. 

The  education  of  the  public  here  in  West  Virginia 
to  the  necessity  for  the  early  diagnosis  and  treatment 
of  cancer  has  long  since  passed  the  horse  and  buggy 
stage.  Doctors  and  laymen  in  every  part  of  the 
state  are  interested  in  the  program,  and,  where  but 
a short  time  ago  a few  hundred  dollars  per  year 
sufficed  to  cover  all  the  expenses  of  the  group, 
thousands  of  dollars  are  now  contributed  by  our 
people  and  used  for  educational  purposes,  the  opera- 
tion of  tumor  clinics,  and  the  treatment  and  care  of 
patients  in  our  hospitals.  The  department  of  public 
assistance  has  contributed  materially  by  making 
available  funds  for  the  care  of  terminal  cases. 

Much  of  the  credit  for  the  success  of  the  cancer 
campaign  in  West  Virginia  must  go  to  Mrs.  John 
Speed  Harvey,  or  Huntington,  state  and  regional 
commander  of  the  Field  Army.  She  continues  in 
this  position,  and  the  new  board  of  directors  will 
be  under  the  able  chairmanship  of  Dr.  Chauncey  B. 

right,  also  of  Huntington.  We  congratulate  the 
West  Virginia  Division  for  having  elected  at  its 
last  meetinij  in  Parkersburo;  a board  of  directors 
composed  of  men  and  women  who  will  continue  to 
contribute  much  of  their  time  to  the  work  of  the 
organization.  The  personnel  of  the  executive  com- 
mittee is  a guarantee  that  splendid  support  will  be 
available  for  the  hard  work  that  lies  ahead. 


DYNAMIC  LEADERSHIP 

In  the  [ulv  issue,  the  Medical  Annals  of  the  Dis- 
trict of  Columbia  comments  editorially  on  the  Presi- 
dential Address,  “Up  to  Now,”  delivered  by  Dr. 
Andrew  E.  Amick,  at  the  79th  annual  meeting  of 
the  State  Medical  Association  at  Huntington.  Quot- 
ing at  length  from  the  address,  the  publication  has 
this  to  say  concerning  the  author: 

As  is  well  known,  most  physicians  are  not  partic- 
ularly well  informed  where  social  and  economic 
problems  relating  to  medicine  are  concerned.  In 
the  past  this  applied  equally  to  officers  and  mem- 
bers of  medical  organizations.  Presidents  elected 
to  serve  for  only  one  year  were  seldom  interested 
nor  did  they  bother  to  learn  what  it  was  all  about. 
They  retired  from  active  participation  in  the 
organization’s  affairs  at  the  end  of  their  term  and 
were  glad  to  shed  their  responsibilities.  It  appears 
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now  that  this  situation  is  no  longer  quite  as  com- 
mon. 

Your  observer  has  read  many  addresses  given  by 
presidents  upon  their  being  elected  to  office  in 
recent  months,  and  he  is  struck  by  the  fact  that 
there  is  a growing  appreciation  of  the  social  re- 
sponsibilities of  organized  medicine.  Some  of 
them  approach  the  issues  gingerly,  others  diplo- 
matically, and  a few  courageously.  Not  many 
have  been  so  severe  on  their  colleagues  as  Dr. 
Andrew  E.  Amick,  President  of  the  West  Virginia 
State  Medical  Association. 

Doctor  Amick  pointed  out  that  the  physicians 
who  have  returned  from  the  armed  services  appre- 
ciate the  fact  that  the  status  quo  can  no  longer  be 
maintained  “if  we  are  to  keep  even  fragments  of 
free  medicine  in  West  Virginia  and  the  Nation.” 
He  reminded  his  listeners  that  12,000,000  veterans 
received  excellent  medical  care  and  were  not  too 
concerned  about  free  choice  of  doctor  or  the  doctor- 
patient  relationship  and  that  these  veterans  expect 
continued  good  medical  care.  He  proposed  that  the 
Association  help  establish  groups,  and  associate 
such  groups  with  voluntary  prepaid  medical  and 
hospital  insurance  plans. 

These  are  quite  revolutionary  views  for  a medical 
society  president.  Many  physicians  will  not  agree 
with  them.  None  can  deny  that  this  is  the  dynamic 
leadership  which  organized  medicine  sadly  needs 
in  these  days. 


ALLIES 

W^liat  the  Journal  of  the  Medical  Society  of  New 
Jersey  has  to  say  concerning  pharmacists  is  “right 
down  our  alley.”  Too  often  we  take  the  pharmacist 
for  granted.  How  many  of  us  really  know  him.^ 
How  many  appreciate  his  great  worth  to  the  medical 
profession?  How  many  fully  realize  what  it  would 
mean  to  us  in  these  busy  times  to  have  to  take  time 
out  to  compound  our  own  medicine?  The  Journal 
pays  the  following  merited  tribute  to  the  pharmacist; 

“One  of  the  physician’s  quietest  and  hardest- 
working  allies  is  the  pharmacist.  He  imprisons 
himself  in  his  little  store,  receives  an  occasional, 
and  too  often  patronizing,  nod  from  the  passing 
physician,  and  tries  with  unending  patience  to 
serve  the  foibles  of  a hundred  citizens  who  cross 
his  threshold  every  day.  All  he  asks  of  the  doctor 
is  some  token  of  recognition  that  pharmacy  is  an 
ancient,  scholarly  and  honorable  profession,  that 
sometimes  he  be  given  a chance  to  practice  that 
profession  instead  of  being  considered  a mechanical 
transmitter  of  packaged  merchandise  and,  also 
please,  that  prescriptions  be  written  a little  more 
legibly. 

“He  hopes  you  won't  put  him  on  the  spot  by 
asking  him  over  the  telephone  to  fill  an  oral 
narcotic  prescription,  and  he  asks  that  you  respect 
his  right  to  evaluate  his  own  professional  fees,  as 
he  respects  yours.  That  really  isn’t  asking  too 
much.  In  return  he  is  in  a position  to  radiate 
neighborhood  good-will  towards  your  office,  to  pro- 
cure somehow  even  the  newest  drug  that  the  detail 


man  has  just  extolled,  to  suggest  a pleasant  and 
compatible  vehicle  for  a seldom-used  medication, 
and  once  in  a while  to  correct  those  little  clerical 
errors  that  we  all  sometimes  make  on  a prescription 
blank. 

“An  occasional  visit  with  the  corner  pharmacist 
is  worth  any  doctor’s  while.  So  is  a joint  meeting 
between  the  medical  and  pharmaceutical  societies. 
We  are  brethren  in  the  healing  art.  And  brothers 
should  know  each  other  better.” 

\\T  quite  agree  with  everything  that  has  been  said 
by  the  Journal  of  the  Medical  Society  of  New  Jersey 
with  reference  to  our  hard-working  ally,  and  we  are 
not  among  those  who  hold  that  there  is  to  close 
an  alliance  between  medicine  and  pharmacy.  Of 
all  the  professions  that  should  live  and  work  to- 
gether in  the  closest  of  harmony,  medicine  and 
pharmacy  stand  at  the  top  of  the  list. 

Let’s  get  better  acquainted  with  our  pharmacist 
today.  Regardless  of  the  rush  at  our  office,  let’s 
take  time  out  to  pay  him  a visit  frequently  that  he 
might  the  better  understand  us  and  we  the  better 
appreciate  him. 


HOSPITAL  TREATMENT  PREFERRED 

-All  control  of  communicable  disease  begins  with 
notification  that  the  disease  is  present  in  a certain 
person  at  a given  address.  Verification  of  the 
diagnosis  may  be  needed.  Search  for  contacts  must 
be  prompt  and  complete.  Each  person  capable  of 
infecting  others  must  be  so  controlled  as  to  be  no 
hazard  to  the  community.  In  tuberculosis  patients, 
this  is  accomplished  preferably  by  admission  to  a 
tuberculosis  hospital.  Finally,  since  tuberculosis  is  a 
silent  and  insidious  invader,  reliance  upon  complaint 
of  illness  by  the  patient  or  diagnosis  without  X-ray 
of  the  chest  cannot  longer  be  tolerated. — Tubercu- 
losis Abstracts,  Sept.,  1946. 


SOLD  DOWN  THE  RIVER 

The  suggestion  has  frequently  been  made  that 
amendments  should  be  proposed  to  the  sickness  in- 
surance title  of  the  latest  'W-M-D  bill  and  that  the 
bill  might  thus  be  made  acceptable  to  freedom- 
loving  Americans.  This  is  like  asking  a builder  to 
remodel  a federal  penitentiary  into  a California 
bungalow.  One  cannot  have  freedom  within  the 
framework  of  compulsory  sickness  insurance.  It  is 
political  and  bureaucratic  doubletalk  to  speak  of 
freedom  and  compulsion  as  conditions  which  may 
be  enjoyed  simultaneously.  Perhaps  the  people  of 
America  wish  to  seek  health  under  a scheme  of 
nationalized  medicine.  But  I doubt  if  that  is  the 
case.  To  the  extent  that  they  are  “sold”  on  the 
idea  they  have  been  “sold”  by  glittering  promises 
that  cannot  be  fulfilled.  And,  I might  add,  they 
have  been  sold  down  the  river. — Margaret  Shearon 
in  The  Monitor. 
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WEST  VIRGINIA  CANCER  SOCIETY 

ORGANIZES  AND  ELECTS  OFFICERS 

The  reorganization  of  the  West  Virginia  Division 
of  the  American  Cancer  Society  was  completed 
at  a meeting  held  at  Parkersburg,  August  1,  1946. 
The  name  was  changed  to  West  Virginia  Cancer 
Society,  Inc.  Dr.  Chauncey  B.  Wright,  of  Hunt- 
ington, presided  as  chairman  at  the  meeting,  and 
Mrs.  John  S.  Harvey,  of  that  city,  state  and  re- 
gional commander  of  the  Field  Army,  served  as 
secretary. 

The  following  officers  were  elected  for  the  en- 
suing year:  Chairman,  Dr.  Chauncey  B.  Wright, 
Huntington;  vice  chairman.  Dr.  Thomas  Bess, 
Keyser;  secretary,  Charles  Lively,  Charleston; 
treasurer,  Homer  Gebhardt,  Huntington. 

The  following  were  elected  to  serve  for  one  year 
as  members  of  the  board  of  directors:  Dr.  Thomas 
L.  Harris,  Parkersburg;  Dr.  Russell  Bailey,  Wheel- 
ing; Dr.  H.  H.  Haynes,  Clarksburg;  Dr.  Robert  J. 
Reed,  Jr.,  Wheeling;  Dr.  J.  Ross  Hunter,  Charles- 
ton; Dr.  C.  C.  Fenton,  Morgantown;  Dr.  W.  G.  J. 
Putschar,  Charleston. 

Dr.  Cole  D.  Genge,  Huntington;  Dr.  H.  H.  Boice, 
Parkersburg;  Dr.  C.  B.  Wright,  Huntington;  Dr.  R. 
O.  Rogers,  Bluefield;  Dr.  Elizabeth  McFetridge, 
Shepherdstown;  Dr.  James  M.  Bonnar,  Fairmont; 
and,  Dr.  Thomas  Bess,  Keyser. 

James  Pauli,  Wellsburg;  Robert  J.  Riley,  Wheel- 
ing; Jesse  Bloch,  Wheeling;  Mrs.  J.  D.  Francis, 
Huntington;  Mrs.  D.  W.  Stubblefield,  Charleston; 
Charles  Lively,  Charleston;  Ted  McDowell,  Beck- 
ley;  Arthur  B.  Koontz,  Charleston;  Sol  Hyman, 
Huntington;  and  J.  R.  Poland,  Martinsburg. 

The  newly  created  executive  committee  will  be 
composed  of  Dr.  J.  Ross  Hunter,  Charleston;  Dr. 
Frank  V.  Langfitt,  Clarksburg;  Dr.  Thomas  L. 
Harris,  Parkersburg;  Dr.  Russell  B.  Bailey,  Wheel- 
ing; Dr.  R.  O.  Rogers,  Bluefield;  Mr.  Arthur  B. 
Koontz,  Charleston;  Mrs.  E.  L.  Goldsboro,  Shep- 
herdstown; Dr.  Chauncey  B.  Wright,  of  Huntington, 
chairman  of  the  board  of  directors;  Homer  Geb- 
hardt, of  Huntington,  treasurer;  Mrs.  John  S. 
Harvey,  of  Huntington,  state  commander  of  the 
field  army;  and.  Dr.  Paul  R.  Gerhardt,  of  Charles- 
ton, director  of  the  division  of  cancer  control,  state 
health  department. 

Several  routine  matters  were  acted  upon  at  the 
meeting  ,and  it  was  announced  that  a special  meet- 
ing of  the  executive  committee  will  be  held  early 
in  September  for  the  purpose  of  considering  several 
matters  of  importance  that  were  not  acted  upon 
at  the  Parkersburg  meeting. 

The  following  is  a copy  of  the  constitution  and 
by-laws  which  were  unanimously  adopted  at  the 
Parkersburg  meeting: 

CONSTITUTION 
Article  I — Name 

The  name  of  this  organization  shall  be  the  West 
Virginia  Cancer  Society,  Inc.  It  shall  be  an  affiliate 
of  the  American  Cancer  Society.  It  shall  be  a 
scientific,  charitable,  non-profit  corporation. 


Article  II— Object 

The  object  of  the  organization  shall  be  the  saving 
of  human  life  and  tlie  relieving  of  human  suffering 
by  service  to  the  cancer  patient,  and  through  edu- 
cation, and  by  financing  research  into  the  causes 
and  cure  of  cancer. 

Article  III — Membership 

Membership  in  the  organization  shall  be  open  to 
any  person  upon  payment  of  the  annual  dues  of 
five  dollars.  Each  adult  member,  who  is  a citizen 
of  the  state  of  West  Virginia,  shall,  if  present  in 
person,  be  entitled  to  one  vote  on  all  matters  voted 
upon  at  the  annual  meeting. 

Article  IV — Annual  Meeting 

There  shall  be  a meeting  of  the  membership 
annually  at  a time  and  place  to  be  designated  by 
the  board  of  directors  for  the  purpose  of  electing 
officers  and  directors,  and  the  transaction  of  such 
other  business  as  may  properly  come  before  it. 
Members  present  at  any  such  annual  meeting  shall 
constitute  a quorum. 

Article  V — Organization 

In  addition  to  the  general  membership,  the 
organization  shall  consist  of  the  appropriate  officers, 
as  required  by  the  by-laws,  of  a board  of  directors, 
and  of  an  executive  committee. 

Article  VI — Amendments 

This  constitution  may  be  amended  by  the  ma- 
jority vote  of  the  membership  at  any  annual  meet- 
ing. 

BY-LAWS 
Article  I 

Board  of  Directors 

Section  1.  Composition.  There  shall  be  elected 
by  majority  vote  of  all  voting  members  present  at 
the  annual  meeting  a board  of  directors  broadly 
representative  of  all  sections  of  the  state  of  West 
Virginia.  It  shall  consist  of  twenty-five  members, 
each  to  take  office  immediately  upon  election  and 
to  serve  for  one  year,  or  until  his  successor  is 
elected  and  qualified.  Not  fewer  than  fifteen  mem- 
bers shall  be  doctors  of  medicine.  The  board  shall 
elect  from  its  members  its  own  officers:  a chairman, 
a vice  chairman,  and  a secretary,  each  of  whom 
shall  perform  the  duties  usually  appertaining  to  the 
office.  The  board  of  directors  may  create  an  ad- 
visory committee,  unlimited  as  to  numbers,  as  an 
aid  to  promoting  the  programs  of  the  Society.  The 
board  shall  elect  an  executive  committee  as  here- 
inafter provided. 

Section  2.  Duties  and  Powers.  The  board  of 
directors  shall  be  empowered  to  select  the  objec- 
tives, and  to  formulate  the  general  policies  and  the 
overall  programs  of  the  society. 

Section  3.  Quorum,.  Seven  members  of  the 
board,  of  whom  at  least  four  are  doctors  of  medi- 
cine, shall  constitute  a quorum  for  the  transaction 
of  business. 

Section  4.  Meetings.  The  board  of  directors 
shall  meet  not  less  than  once  each  year,  at  a time 
and  place  to  be  designated  by  the  president.  Upon 
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the  request  in  writing  of  not  fewer  than  five  mem- 
bers of  the  board,  or  upon  the  request  of  the 
executive  committee,  the  president  shall  call  and 
convene  the  board  in  special  session  for  the  trans- 
action of  such  business  as  may  properly  come  be- 
fore it. 

Section  5.  Vacancies.  The  board  of  directors 
shall  have  power  to  fill  any  vacancy  in  its  mem- 
bership, or  among  its  own  officers. 

Section  6.  State  Treasurer.  The  board  of  direc- 
tors shall  annually  elect  a state  treasurer,  to  serve 
lor  a term  of  one  year  and  until  his  successor  is 
elected  and  qualified.  The  state  treasurer  shall  re- 
ceive, account  for,  and  disburse,  on  proper  requisi- 
tion, the  moneys  of  the  society. 

Article  II 

Executive  Committee 

Section  1.  Constitution.  The  executive  com- 
mittee shall  consist  of  11  members,  to  be  elected 
annually  by  the  board  of  directors,  each  to  take 
office  immediately  upon  election  and  to  serve  for 
one  year,  or  until  his  successor  is  elected  and  quali- 
fied. The  chairman  of  the  Board  of  Directors,  the 
state  treasurer,  the  commander  of  the  Field  Army, 
and  the  director  of  the  division  of  cancer  control, 
state  health  department,  shall,  by  reason  of  their 
positions,  be  members  of  the  committee.  In  addi- 
tion, the  board  of  directors  shall  elect  seven  mem- 
bers to  the  committee,  of  whom  not  fewer  than  five 
shall  be  doctors  of  medicine.  The  committee  shall 
elect  from  its  members  its  own  officers:  a chairman, 
a vice  chairman,  and  a secretary,  each  of  whom 
shall  perform  the  duties  appertaining  to  the  office. 
The  committee  may  create  an  advisory  council,  un- 
limited as  to  the  number  of  members  but  with 
membership  limited  to  doctors  of  medicine. 

Section  2.  Duties  and  Powers.  The  committee 
shall  put  into  execution  the  policies  and  programs 
of  the  society;  supervise  and  direct  the  activities 
of  the  Field  Army;  consider  and  approve  or  dis- 
approve all  local  projects;  nominate,  for  considera- 
tion by  the  American  Cancer  Society  which  shall 
appoint,  a state  campaign  chairman  and  the  com- 
mander of  the  Field  Army;  and  maintain  contact 
with  the  county  units.  As  the  administrative 
agency  of  the  society,  the  committee  shall  have 
complete  charge  of  the  management  and  business 
affairs  thereof,  including  the  authority  to  employ 
and  discharge  paid  employees. 

Section  3.  Quorum.  Five  members  of  the  com- 
mittee, of  whom  at  least  three  are  doctors  of  medi- 
cine, shall  constitute  a quorum  for  the  transaction 
of  business. 

Section  4.  Meetings.  The  committee  shall  meet 
for  the  transaction  of  business  not  fewer  than  four 
times  a year,  at  times  and  places  it  shall  designate. 
On  the  request  of  three  members,  or  on  the  call  of 
the  chairman,  it  shall  meet  in  special  session  to 
transact  such  business  as  may  properly  be  brought 
before  it. 

Section  5.  Vacancies.  The  committee  shall  have 
power  to  fill  any  vacancy  in  its  membership,  or 
among  its  own  officers. 

Section  6.  Committees.  The  committee  shall 
have  power  to  create  any  special  or  sub-committees 
it  deems  advisable  to  facilitate  the  work  of  the 
society. 


Article  III 

Field  Army 

Section  1.  Organization  and  Direction.  The 
Field  Army,  under  the  supervision  and  direction 
of  the  executive  committee,  shall  effectuate  the 
raising  of  funds,  the  educational  and  service  pro- 
grams of  the  society,  as  formulated  by  the  board  of 
directors. 

Article  IV. 

Finances 

Section  1.  The  fiscal  year  shall  be  from  Septem- 
ber first  to  August  thirty-first. 

Section  2.  The  state  treasurer  shall  be  the 
custodian  of  the  funds  of  the  society;  shall  keep 
proper  records  of  all  fiscal  transactions;  and  shall 
disburse  such  funds  upon  the  written  requisition  of 
the  executive  committee,  or  such  officer  or  agent 
as  the  committee  may  designate. 

Article  V. 

Corporate  Seal 

Section  1.  The  corporate  seal  of  the  society  shall 
be  circular  in  form  with  the  words  “West  Virginia 
Cancer  Society,  Inc.,”  on  the  circumference,  and 
the  word  “Seal”  in  the  center. 

Article  VI. 

Amendments 

Section  1.  These  by-laws  may  be  amended  by 
the  membership  present  and  voting  at  any  annual 
meeting,  or  by  the  board  of  directors  at  any  regular 
or  special  meeting.  Any  revision  made  by  the 
board  shall  be  subject  to  ratification  by  the  mem- 
bership at  the  next  annual  meeting. 

Article  VII. 

Continuity 

Section  1.  Pending  adoption  of  the  constitution 
and  by-laws  here  presented  by  the  committee 
appointed  by  the  executive  committee  of  the  West 
Virginia  Division  Field  Army,  American  Cancer 
Society,  to  draft  a constitution  and  by-laws,  the 
said  division  shall  continue  in  authority.  Im- 
mediately upon  adoption  of  this  proposed  constitu- 
tion and  by-laws,  the  same  shall  be  in  effect,  and 
the  West  Virginia  Cancer  Society,  Inc.,  shall  suc- 
ceed to  all  the  authority,  rights,  powers,  duties, 
funds,  and  responsibilities  of  the  West  Virginia 
Division  Field  Army,  American  Cancer  Society, 
which  shall  be  dissolved;  except  that  the  executive 
committee  thereof  shall  elect  a board  of  directors 
as  required  by  these  by-laws. 


MILITARY  SURGEONS  TO  MEET 

The  annual  convention  of  the  Association  of 
Military  Surgeons  of  the  United  States  will  be  held 
in  Detroit,  October  9-11.  The  convention  will  fea- 
ture twenty-five  panel  discussions  relative  to  the 
various  activities  of  military  surgeons.  All  combat 
medics  and  naval  corps  men  are  invited  to  attend. 
There  will  be  no  registration  fee.  Applications  for 
reservations  should  be  mailed  to  Col.  Bert  R. 
Shurley,  chairman.  Hotels  Committee,  1005  Stroh 
Building,  Detroit  26,  Michigan. 
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COUNCIL  AUTHORIZES  PRESIDENT 

TO  EXECUTE  AGREEMENT  WITH  VA 

A special  meeting  of  the  Council  was  held  at 
Parkersburg  Sunday,  August  11,  for  the  purpose  of 
considering  the  request  of  the  Veterans  Admini- 
stration that  formal  contract  be  signed  between  the 
State  Medical  Association  and  the  Veterans  Admin- 
istration for  out-patient  care  of  veterans.  A total  of 
775  members  of  the  State  Medical  Association  have 
accepted  appointment  as  fee  designated  physicians 
under  the  program  which  became  effective  in 
March)  1946.  All  states  in  which  the  program  has 
been  placed  in  operation  have  been  requested  to 
ratify  the  agreement.  The  provisions  of  the  agree- 
ment are  substantially  the  same  as  printed  in  full 
in  the  program  which  was  mailed  to  each  member 
of  the  State  Medical  Association.  The  fee  schedule 
remains  the  same. 

The  matter  was  discussed  in  detail  by  Dr.  Claude 
B.  Smith,  chairman  of  the  Veterans  Affairs  Com- 
mittee, and  Dr.  Ralph  J.  Jones,  Jr.,  a member. 
They  pointed  out  that  the  agreement  constitutes  a 
formal  ratification  of  the  acceptance  by  members  of 
the  State  Medical  Association  of  appointment  as 
fee  designated  physicians. 

The  Council  authorized  and  directed  the  presi- 
dent, Dr.  Andrew  E.  Amick,  of  Charleston,  to  sign 
the  agreement  on  behalf  of  the  State  Medical 
Association. 

The  main  purpose  of  the  agreement,  as  stated  in 
the  preamble,  is  for  the  State  Medical  Association 
“to  collaborate  with  the  Veterans  Administration 
in  a manner  which  will  provide  the  best  possible 
medical  care  for  veterans  residing  in  the  State  of 
West  Virginia.” 

A few  routine  business  matters  were  acted  upon 
at  this  meeting.  Dr.  S.  G.  Moore,  of  Harpers  Ferry, 
member  of  the  B-R-T  Medical  Society,  was  unani- 
mously elected  to  honorary  life  membership  in  the 
State  Association. 

Mrs.  F.  Carl  Chandler,  of  Bridgeport,  represent- 
ing the  Woman’s  Auxiliary  to  the  State  Medical 
Association,  discussed  the  matter  of  the  proposed 
essay  contest  in  the  high  schools  of  West  Virginia 
in  which  it  is  sought  to  develop  the  best  ideas 
against  the  enactment  of  legislation  providing  for 
the  socialization  of  medicine.  The  Council  referred 
the  matter  to  the  auxiliary  advisory  committee  for 
the  submission  of  a program  for  consideration  at 
a future  meeting. 

The  meeting  was  attended  by  Dr.  Thomas  L. 
Harris,  chairman;  Drs.  J.  E.  Wilson,  A.  R.  Sidell, 
Andrew  E.  Amick,  J.  B.  Thompson,  T.  G.  Reed, 
R.  D.  Gill,  John  P.  Helmick,  Guy  H.  Michael,  E.  A. 
Trinkle,  J.  L.  Patterson,  and  Carl  E.  Johnson;  and 
Mr.  Charles  Lively,  secretary  ex  officio. 


ACS  MEETS  IN  CLEVELAND 

The  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  December  16-20, 
1946,  at  Cleveland,  Ohio.  The  meeting  was  origi- 
nally scheduled  for  New  York  City,  but  was  moved 
to  Cleveland  because  of  lack  of  hotel  facilities  in 
New  York. 


HILL-BURTON  BILL  LAW 

The  Hill-Burton  Bill  (S.  191),  authorizing  the 
expenditure  of  $1,125,000,000  for  a five-year  hos- 
pital construction  program,  has  been  enacted  into 
law.  Final  action  was  taken  just  before  Congress 
adjourned,  and  President  Truman  affixed  his  sig- 
nature after  the  members  had  left  for  their  homes. 
The  bill  authorizes  the  federal  government  to  pay 
one-third  of  the  cost  of  building  and  equipping 
new  hospitals  and  health  centers,  and  $375,000,000 
has  been  appropriated  to  finance  the  program.  Two- 
thirds  must  be  contributed  by  sponsors  of  indi- 
vidual projects,  and  both  private  and  public  hos- 
pitals may  share  in  the  program. 

The  proportionate  share  for  each  state  of  the  total 
federal  appropriation  for  survey  and  planning  will 
be  determined  on  the  basis  of  population.  A total 
of  $3,000,000  is  authorized  for  state-conducted  sur- 
veys. These  m.ust  be  made  preliminary  to  the  grant- 
ing of  federal  funds  for  construction.  Allotments 
for  the  actual  construction  of  facilities  will  not  be 
made  until  the  state  plan  based  on  the  survey  find- 
ings has  been  approved  by  the  United  States  Pub- 
lic Health  Service.  Federal  funds  must  be  matched 
two  to  one  in  defraying  expenses  of  the  survey. 
Under  the  act,  the  surgeon  general  will  be  assisted 
in  establishing  standards  by  a newly  created  fed- 
eral hospital  council  consisting  of  eight  members 
to  be  appointed  by  the  federal  security  administra- 
tor. 

The  bill  provides  that  states  must  designate  a 
single  state  agency  to  carry  out  the  survey  and 
planning,  and  must  appoint  a properly  qualified 
advisory  council  to  consult  with  a state  agency. 

The  West  Virginia  Legislature,  in  1945,  antici- 
pating the  passage  of  the  Hill-Burton  Bill,  passed  a 
bill  designating  the  state  health  department  as  the 
sole  agency  to  cooperate  with  the  federal  govern- 
ment in  its  hospital  construction  program.  The 
Governor  was  empowered  to  appoint  an  advisory 
committee  to  consult  with  the  state  health  depart- 
ment in  the  hospital  construction  program. 


WEST  VIRGINIA  HEART  ASSOCIATION 

The  annual  meeting  of  the  West  Virginia  Heart 
Association  will  be  held  in  Huntington,  Thursday, 
October  10.  Ward  rounds  will  be  arranged  for  the 
morning  at  the  Veterans  Hospital,  and  possibly  at 
other  hospitals  in  Huntington.  Roundtable  confer- 
ences will  be  held  in  the  afternoon,  with  ample 
time  for  questions.  In  the  evening,  there  will  be  a 
joint  meeting  with  the  Cabell  County  Medical  So- 
ciety, and  two  eminent  cardiologists  will  attend  as 
guest  speakers. 

The  twelve  regional  veteran  hospitals  in  this 
district  have  been  invited  to  send  representatives 
to  the  meeting.  All  members  of  local  medical  so- 
cieties in  the  tri-state  area  are  invited  to  be  present. 
Dr.  O.  B.  Biern,  of  Huntington,  is  president  of  the 
West  Virginia  Heart  Association  and  questions  for 
the  afternoon  roundtable  should  be  mailed  to  him 
in  advance  of  the  meeting. 
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HEALTH  DEPARTMENT  RESIGNATIONS 

Dr.  Charles  E.  Hedges,  director  of  the  bureau  of 
communicable  diseases,  state  health  department, 
has  resigned  in  order  to  accept  the  position  of 
county  health  officer  of  Kings  County,  Hanford, 
California.  His  resignation  was  effective  July  30, 
1946. 

Mr.  H.  Gardner  Bourne,  who  has  been  acting 
director  of  the  bureau  of  industrial  hygiene,  ten- 
dered his  resignation  August  1.  He  has  accepted  a 
position  as  engineer  with  the  bureau  of  industrial 
hygiene,  Ohio  State  Department  of  Health,  at 
Columbus.  Mr.  Bourne  has  been  acting  director 
of  the  bureau  since  the  resignation  of  Dr.  C.  Scott 
McKinley  last  March. 

Mr.  Frank  L.  Hungerford,  chief  of  business  man- 
agement, has  tendered  his  resignation.  No  suc- 
cessor has  been  appointed.  The  duties  of  the  office 
will  be  handled  for  the  present  by  the  personnel 
of  the  fiscal  offices. 


DOCTOR  OFFNER  RESIGNS 

Dr.  J.  E.  Offner  has  resigned  as  state  health  com- 
missioner, effective  September  1.  He  expects  to 
return  to  Fairmont,  where  he  will  devote  full-time 
to  the  practice  of  his  specialty  of  surgery.  No  suc- 
cessor has  been  appointed. 

Doctor  Offner  was  appointed  state  health  com- 
missioner July  1,  1943  by  former  Governor  M.  M. 
Neely.  At  that  time  he  was  serving  as  superintend- 
ent at  the  Weston  State  Hospital  (mental),  to  which 
office  he  was  appointed  in  1943  by  former  Gov.  H. 
G.  Kump.  In  accepting  Doctor  Offner’s  resignation. 
Governor  Meadows  spoke  of  him  as  an  eminent  ad- 
ministrator, and  commended  him  for  the  “fine  work 
performed  under  his  direction,  and  the  great  strides 
made  by  the  state  health  department  under  his 
guidance.” 

Speaking  of  the  appointment  of  a successor.  Gov- 
ernor Meadows  said:  “I  shall  endeavor  to  secure  the 
services  of  an  eminent  physician  well  qualified  for 
this  post,  as  I feel  that  one  of  the  greatest  govern- 
mental services  which  can  be  rendered  to  the  peo- 
ple of  our  state  is  that  concerning  health. 

“Cooperation  between  the  medical  profession 
and  the  state  health  department  and  the  citizens 
in  general  is  something  to  be  highly  desired,  and 
the  person  to  be  selected  for  this  important  posi- 
tion must  be  one  who  will  carry  forward  in  this 
most  important  and  essential  field  of  governmental 
activity.” 


SOUTHERN  MEDICAL  AT  MIAMI 

The  fortieth  annual  meeting  of  the  Southern 
Medical  Association  will  be  held  in  Miami,  Florida, 
November  4-7,  with  headquarters  at  the  Hotel  Mc- 
Callister.  Scientific  and  commercial  exhibits  will 
be  set  up  in  the  city  auditorium  just  a short  dis- 
tance from  the  headquarters  hotel.  A number  of 
other  organizations  will  meet  conjointly  with  the 
S.  M.  A.  at  Miami,  including  the  Southern  Chapter 
of  the  American  College  of  Chest  Physicians,  and 
the  American  Society  of  Tropical  Medicine. 


INDUSTRIAL  HYGIENE  FOUNDATION 

The  annual  meeting  of  member  companies  of  the 
Industrial  Hygiene  Foundation  will  be  held  at  the 
Mellon  Institution  in  Pittsburgh,  Thursday,  No- 
vember 7.  The  program  will  deal  with  broad  sub- 
jects of  managemental  interest  respecting  the 
well  being  of  m.en  at  work.  Conferences  for  phy- 
sicians from  member  companies  and  for  plant  engi- 
neers are  tentatively  planned  for  November  6.  A 
conference  for  chemists  and  toxicologists  is  being 
considered  for  November  8.  Full  information  con- 
cerning the  program  may  be  obtained  from  John  F. 
McMahon,  Managing  Director,  4400  Fifth  Avenue, 
Pittsburgh  13,  Pennsylvania. 


AHA  NAMES  LIAISON  OFFICER 

Rear  Admiral  Dallas  G.  Sutton  (MC),  USN  (Rt.), 
has  been  appointed  director  of  study  of  government 
hospital  relations,  with  headquarters  at  the  Wash- 
ington Service  Bureau  Staff  of  the  American  Hos- 
pital Association,  1934  K Street,  N.  W.,  Washington, 
D.  C.  Admiral  Sutton  will  serve  as  liaison  officer 
between  the  Association  and  the  federal  govern- 
ment in  matters  concerning  the  federal  hospital 
program  and  will  assist  in  the  coordination  of 
civilian  and  federal  hospital  facilities. 

At  the  time  of  his  retirement  in  April,  Admiral 
Sutton  was  serving  as  inspector  of  all  east  coast 
activities  of  the  Naval  Medical  Department. 


VA  CLAIM  NUMBER  IMPORTANT 

Dr.  Claude  B.  Smith,  of  Charleston,  chairman  of 
the  Veterans  Affairs  Committee  of  the  State  Medi- 
cal Association  which  negotiated  an  agreement 
with  the  Veterans  Administration  at  Washington 
for  out-patient  care,  reports  that  there  has  been 
some  little  confusion  concerning  requests  for  au- 
thorization for  examination  and  treatment.  To 
clear  up  any  misunderstanding,  he  states  that  par- 
ticipating phj^sicians  should  make  sure  that  the 
disability  of  the  veteran  is  service-connected  or 
service-aggravated.  This  fact  must  be  established 
before  authorization  can  be  obtained  for  medical 
and  surgical  care  without  cost  to  the  veteran. 

If  the  veteran  has  a claim  number,  this  is  prima 
facie  evidence  of  service-connection,  and  the  re- 
quest for  authorization  under  the  claim  number 
itself  will  expedite  approval. 

If  the  veteran  does  not  have  a claim  number, 
application  for  such  must  be  filed  by  him  with  the 
Veterans  Administration  before  authorization  for 
medical  and  surgical  care  can  be  obtained  under 
the  program. 


POTOMAC  VALLEY  ELECTS 

Dr.  J.  H.  Wolverton,  Jr.,  of  Piedmont,  was  re- 
cently elected  president  of  the  Potomac  Valley 
Medical  Society,  and  Dr.  E.  A.  Courrier,  of  Keyser, 
was  reelected  secretary. 
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MEDICAL  CARE: 

WHOSE  RESPONSIBILITY?" 

By  CLARENCE  W.  MEADOWS 
Governor  of  West  Virginia 
Charleston,  West  Virginia 

In  our  comple.x  .society,  any  .approach  to  tlie 
liroblcm  of  incdical  care,  it  seems  to  me,  leads  at 
once  to  ;i  question  of  responsibility.  .After  responsi- 
bility has  been  placed,  and  assumed,  then  arises  the 
question  of  policy  and  methods. 

There  is  today  much  agitation  for  what  many  in 
your  profession  regard  as  a paternalistic  system  of 
public  health.  Some  of  you  see  in  this,  and  perhaps 
rightly,  a threat  to  the  morale  of  the  very  people  it 
would  serve.  Whatever  may  be  the  right  policy,  we 
know  that  today  there  is  an  interdependence  in 
community  life  that  answers  in  the  affirmative,  on 
a very  practical  basis,  the  question,  “Am  I my  broth- 
er’s keeper?” 

Being  our  brcjther’s  keeper  is  not  just  ;i  sentimen- 
tality. It  is  to  a marked  degree  a necessity.  Respon- 
sible citizens  realize  that  under  modern  conditions  a 
destitute,  diseased  element  of  our  population  is  a 
liability  and  a threat  to  the  rest  of  the  popidation. 
In  our  hearts  and  in  our  heads  we  know'  that  we 
must  have  less  sickness,  less  disease  and  less  con- 
tagion in  our  human  family.  Obviously,  then,  w’e 
cannot  absolve  society  from  responsibility  in  this 
vital  matter  o{  medical  care  for  many  of  our  people. 

For  those  who  demand  unlimited  government 
health  service,  and  for  those  wdio  oppose  what  they 

"Presented  before  the  79th  annual  meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  Huntington,  May  14,  1946. 


term  “Socialized”  or  “Politicalized”  medicine,  there 
surely  can  be  a happy  compromise.  Can  we  not  find 
a prudent,  w'crkable  middle  course  w'hich  would  rep- 
resent a genuine  advance  over  wavs  that  were  good 
once,  but  are  not  goiid  enough  anymore  r 

Society — that  is  to  say,  its  leadership — must  con- 
s’der  ever  new  w'ays  to  extend  medical  service. 
I do  not  presume  to  speak  on  medical  science.  In 
this  realm  miracidous  progress  has  been  achieved  to 
make  man’s  life  more  useful  and  extend  its  expec- 
tancy. Society’s  problem  is  to  make  the  ever- 
increasing  benefits  of  medicine  available  to  the 
helpless  and  the  less  fata.red  among  us,  in  a w'ay  that 
may  bless  both  the  patient  and  the  practitioner. 

CARE  OF  THE  INDIGENT 

^^^irh  the  needs  of  our  own  State  in  mind,  let  us 
consider  first  of  all  the  care  of  the  irresponsible  and 
indigent. 

There  is  much  merit,  it  seems  to  me,  in  a recom- 
mendation. h\  certain  authorities  to  the  effect  that 
in  each  county,  or  group  of  counties,  a supervisor}' 
board  be  appointed  to  assui'e  [iroper  care  for  such 
helpless  people. 

This-  board  should  consist  of  public-spirited  citi- 
zens of  known  fitness,  and  wise  ph\sicians.  In  co- 
operation with  the  Count}'  .Vledical  Society,  the 
board  should  be  in  position  to  make  available  at  a 
Health  Center  the  best  physicians  to  be  had.  For 
their  seiwices  the}-  would  be  paid  a reasonable  fee. 
Included  in  the  program  would  be  a consultation 
service  by  specialists  in  various  fields. 

Lender  such  a plan  almost  the  same  care  could 
be  aff'oi'ded  as  in  private  clinics.  Service  w'ould  be 
extended  to  p.itients  in  their  homes,  as  v\’cll  as  to 
those  in  hospitals.  Iri  order  that  they  might  have  as 
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good  attention  as  those  who  are  able  to  pay,  the 
County  Medical  Association  would  provide  the  best 
doctors  obtainable.  All  this  service  might  well  be 
at  county  expense,  even  if  it  required  a special  levy. 

In  the  case  of  smaller,  less  prosperous  counties, 
an  arrangement  might  be  worked  out  whereby  sev- 
eral counties  would  have  a Health  Center  in  com- 
mon. 

THE  MENTALLY  AND  PHYSICALLY  HANDICAPPED 

.A  second  need  of  great  urgency  presents  itself 
in  the  field  of  treatment  for  the  mentally  and  physi- 
cally handicapped. 

There  are  many  such  people  who  become,  or 
should  become,  inmates  of  institutions  for  the  in- 
sane, the  blind,  the  deaf,  the  crippled,  and  the 
tuberculous.  Much  as  we  have  been  able  to  help 
these  unfortunates,  we  know,  and  you  of  the  medi- 
cal profession  know,  that  far  more  needs  to  be 
done.  Your  further  cooperation  in  making  this 
need  clear  and  compelling  to  more  and  more  of  our 
citizens  will  pay  dividends  in  the  restored  usefulness 
of  many  who  are  now  practically  wards  of  the  State. 

Take  insanity.  In  itself  it  is  no  disgrace;  but  if 
society,  if  we  of  West  Virginia,  neglect  to  provide 
the  proper  care  for  its  victims,  that  neglect  will  surely 
be  a disgrace.  Under  the  stress,  strain  and  high 
tempo  of  contemporary  life,  we  are  witnessing  a 
dreadful  increase  in  insanity.  Our  young  people 
may  one  day  see  it  top  the  list  of  human  diseases. 

You  know  that  the  State  government  is  not  un- 
aware of  the  need  to  provide  humane  and  adequate 
care  for  these  afflicted  ones.  Scores  of  insane  men 
and  women  who,  for  want  of  hospital  space,  were 
confined  with  criminals  in  county  jails  have  been 
placed  in  the  pleasant  and  helpful  surroundings  of 
the  new  State  hospital  at  Barboursville.  When 
funds  have  been  available,  the  Board  of  Control, 
with  the  cooperation  of  the  Health  Department  and 
other  State  agencies,  has  markedly  improved  the 
facilities  and  services  of  all  our  hospitals  for  the 
insane.  I am  confident  that  important  needs  in 
these  institutions  will  not  be  overlooked  by  the 
special  legislative  committee  which,  with  able,  dis- 
tinguished physicians  on  its  advisory  staff,  is  explor- 
ing the  field  of  public  health  in  West  Virginia. 

Certainly,  better  plants  are  needed  to  care  for 
the  insane.  This  is  true  not  only  in  West  Virginia 
hut  in  many  other  States.  According  to  a recent 
picture  story  in  Life  Magazine,  some  of  the  States 
have  appalling  medieval  conditions  in  their  asylums. 
Here  and  everywhere,  it  is  the  responsibility  of  so- 
ciety to  see  that  these  institutions  are  kept  modern. 


They  should  have  fire-proof  buildings,  every  thera- 
peutic facility  of  latest  type,  a sufficient  number  of 
trained  personnel,  and  only  expert  psychiatrists  in 
charge. 

As  a practical  step  toward  meeting  the  needs  of 
such  institutions,  including  those  for  the  physically 
handicapped,  it  has  been  suggested  that  they  be  made 
subject  to  an  authority  of  more  weight  and  power 
than  the  present  County  Boards. 

This  plan  calls  for  county  boards  (such  as  func- 
tion for  the  indigent)  which  would  be  under  the 
control  of  a State  Supervisory  Board  consisting  of 
prominent  physicians  and  humanitarian  laymen 
working  together.  I'he  State  Board  would  not  only 
supervise  and  assist  the  county  board,  but  also  have 
the  oversight  of  all  these  institutions. 

These  plans,  which  have  evolved  from  a study 
by  socially  minded  doctors,  deserve  consideration 
by  our  most  thoughtfid  and  forward-looking  citi- 
zens. 

HOSPITAL  AND  MEDICAL  INSURANCE 

There  is  another  group  for  whom  a greater  mea- 
sure of  health  service  should  be  provided.  It  is  the 
group  of  persons  of  modest  or  middle-class  incomes. 

I take  note  of  a suggestion  that  the  proposed  State 
Supervisory  Board  formulate  a plan  of  Hospital  and 
Medical  Insurance  to  cover  people  in  such  income 
groups.  I'o  what  extent  insurance  of  this  kind 
would,  if  at  all,  enter  into  competition  with  the 
associated  hospital  services,  I would  not  be  prepared 
to  say  without  further  knowledge  of  the  plan. 

We  know  that  the  people  are  generally  recog- 
nizing the  value  of  health  insurance  in  various 
forms.  They  realize  that  it  should  be  as  much  the 
right  and  duty  of  anyone  to  buy  that  type  of  protec- 
tion as  to  buy  life,  fire,  casualty  or  public  liability 
insurance. 

There  are  other  observations  I might  make  as 
Governor  of  your  State.  I think  it  is  widely  under- 
stood that  West  Virginia  has  accomplished  much  in 
the  realm  of  public  health  with  the  limited  funds 
available  to  State  and  local  agencies.  The  State 
Health  Department  has  made  progress  in  the  direc- 
tion of  cancer  control  and  in  the  prevention  of  di- 
sease, as  well  as  in  other  fields  of  health  protection. 
Just  the  same,  we  do  not  like  to  admit  that  West 
Virginia  is  spending  only  33  cents  per  capita  for  all 
public  health  activity,  whereas  one  dollar  per  capita 
is  recom.mended  by  the  .American  Public  Health 
Association.  But  the  Health  Department  is  work- 
ing toward  a program  of  health  coverage  for  every 
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county  in  the  State.  Such  a program  will  require 
Federal  as  well  as  State  and  local  funds.  Your  co- 
operation in  formulating  this  program  will  be  indis- 
pensable. 

HOSPITAL  TEACHING  FUNCTIONS 

With  your  cooperation,  the  Legislature  three 
years  ago  enacted  a law  whereby  students  who  finish 
the  two-year  medical  course  at  West  Virginia  Uni- 
versity may  continue  their  education  in  the  Medical 
College  of  Virginia.  As  a further  compensation  for 
our  lack  of  a four-year  medical  school,  it  has  been 
recommended  that  every  hospital  have  a teaching 
function  which  might  take  advantage  of  the  wealth 
of  clinical  material  at  hand. 

This  recommendation,  in  my  humble  judgment, 
is  sound  and  feasible.  By  making  each  hospital  a 
teaching  center,  we  would  afford  to  all  physicians 
who  are  interested  in  professional  progress  an  oppor- 
tunity for  graduate  study  and  conferences. 

Therein  lies  the  dual  responsibility  of  both  the 
medical  fraternity  and  the  State.  I am  sure  that 
no  group  in  our  society  is  in  better  position  than 
yours  to  impress  upon  all  our  citizens  the  usefidness 
of  the  teaching;  function  in  all  our  hospitals. 

PUTTING  "POLITICS"  IN  MEDICINE 

Now  I trust  that  I have  not  injected  “politics” 
into  medicine,  at  least  in  the  worst  sense  of  the  term. 
The  word  has  been  degraded  somewhat  from  its 
best  meaning.  Too  many  of  us  misunderstand  it. 
A few  of  our  physicians,  I suspect,  have  an  unfortu- 
nate conception  of  it.  And  there  are  politicians  who 
consider  politics  their  private  domain,  marked  “the 
public  stay  out,”  at  least,  after  they  have  been 
elected. 

We  know  that  politics,  in  its  true  sense,  and  es- 
pecially in  a dcmocrac)’,  is  that  which  enables  us 
to  have  government  by  consent  of  the  governed,  in 
the  hope  of  assuring  opportunity  to  all  and  “the 
greatest  good  to  the  greatest  number.”  Who  would 
say  that  medicine  is  not  in  the  category  of  the  great- 
est good?  Or  that  it  should  not  be  extended  to  the 
greatest  number? 

.Anything  so  essential  as  medicine  to  the  well- 
being of  a growing,  articulate  democracy  must  in- 
escapably find  itself  in  politics,  or  politics  in  it.  7'he 
problem  is  how,  through  the  cooperation  of  the 
medical  profession  and  the  State,  we  may  best  serve 
the  individual  and  the  public.  The  solution  lies 
chiefly  with  our  leadership,  with  your  Association 


and  the  most  enlightenetl  men  and  women  in  our 
public  life. 

Now  I hope  that  all  I have  said  adds  up  to  this 
thought:  That  what  you  want  to  do,  what  we  of 
the  State  government  want  to  do,  and  what  all  our 
taxpayers  want  to  do,  is  to  obtain  for  every  man, 
woman  and  child  in  West  Virginia  by  democratic 
means  and  in  tbe  spirit  of  true  humanit\-  the  fullest 
benefit  of  the  marvelous  achievements  of  Medical 
Science. 

Especially  do  we  wish  to  do  this,  I am  sure,  for 
the  less  fortunate  classes  of  our  population.  This  is 
not  charity,  not  paternalism,  but  it  is  only  g<xid 
social  housekeeping  which  will  benefit  us  all. 

It  is,  indeed,  a responsibility  from  which  societi’ 
in  general  and  the  medical  profession  in  particular 
cannot  be  absolved. 


MEDICINE  MARCHES  ON 

The  intangibles  of  medical  practice,  as  repre- 
sented in  our  concepts  and  ideals  of  service  to 
humanity  and  the  welfare  of  our  patients,  are 
facing  obliteration  in  the  strangling  grip  of  social- 
ization and  regimentation.  Efforts  to  encompass 
the  tangibles  of  our  economic  life  are  rapidly 
spreading  as  the  tidal  forces  of  bureaucracy  send 
out  more  and  more  engulfing  movements.  Other 
problems  continue  to  demand  solution.  The  release 
of  medical  officers  from  the  armed  forces  and  pro- 
grams of  assistance  in  their  return  to  practice;  the 
problem  of  rehabilitation  of  the  veteran  and  of  the 
physically  handicapped  in  industry;  the  energetic 
programs  for  physical  fitness;  the  inauguration  of 
prepayment  plans  for  medical  and  surgical  care; 
the  question  of  provision  of  adequate  hospital  and 
health  center  facilities — all  these  are  but  a few  of 
the  major  situations  confronting  medical  practice 
today. 

In  spite  of  these  economical  phases  that  require 
so  much  and  such  constant  attention,  medicine  has 
not  paused  in  its  rapid  strides  in  scientific  prog- 
ress: the  gold  of  penicillin  outcures  the  remarkable 
sulfa  preparations;  syphilis  treated  in  nine  days; 
gonorrhea  conquered  and  non-infectious  in  a single 
day;  deadly  pneumonia  laid  low  in  hours;  strepto- 
mycin, promin,  benadryl,  DDT,  and  ANTU  provide 
new  promise,  and  were  they  not  modern  medicine 
they  would  be  miracles. 

And,  were  it  not  for  all  these  factors  offering 
hope  in  the  present  for  progress  in  the  future, 
medicine  could  not  long  survive.  For  the  oppor- 
tunity to  lend  our  efforts  in  restoring  the  hope  of 
a new  world;  for  the  power  and  proficiency  to  aid 
the  comforts  of  mankind;  for  the  confidence  and 
understanding  of  those  we  serve,  the  medical  pro- 
fession will  continue  to  carry  its  proud  banner  of 
achievement. — N.  K.  Forster,  M.  D.,  in  J.  Ind.  St. 
Med.  Assn. 
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PROSTATIC  OBSTRUCTION  AND  THE 
MENTAL  PATIENT* 

By  HOWARD  A.  HOFFMAN,  M.  0.** 

Elkins,  West  Virginia 

Prostatic  obstruction  occurs  roughly  in  50  per 
cent  of  men  over  the  age  of  fifty.  As  my  chief  used 
to  say  to  patients  asking  the  perennial  question, 
“M^hat  brought  this  on,  Doctor P”,  it  doesn’t  matter 
if  you’ve  been  good  or  bad,  rich  or  poor,  married 
or  single,  if  you  live  long  enough  you  have  an  even 
chance  of  developing  prostatism.  In  this  group  of 
men  with  prostatic  disease,  about  20  per  cent  will 
have  cancer.  ( Reports  from  various  large  clinics 
ramie  between  1 7 per  cent  and  2.3  per  cent.)  .“\t 
present  there  are  2,142  male  patients  in  this  hospital 
over  the  age  of  fiftv.  In  view  of  this,  and  when  we 
consider  that  past  or  present  behavior  has  no  bearing 
on  the  matter,  we  should  expect  to  find  right  here 
on  these  grounds  about  1 ,000  patients  suffering 
from  urinary  obstruction,  800  cases  being  due  to 
benign  prostatic  lesion.s,  and  200  being  due  to  malig- 
nant disease.  T'he  situation  parallels  that  in  any 
community  of  7000  persons  of  like  age,  and  takes 
on  even  greater  importance  in  a hospital  community 
where  we  are  expected  to  detect  the  disease  and 
institute  adequate  treatment. 

are  more  aware  than  I of  the  difficulties  of 
surgical  diagnosis  in  a mental  hospital.  Many  phy- 
sicians wait  for  the  patient’s  description  of  hestitation 
in  initiating  the  urinary  stream,  decrease  in  the 
calibre  and  force,  terminal  dribbling  and  other 
symptoms  before  making  a rectal  examination, 
noting  a chronically  distended  bladder,  or  determin- 
ing tbe  residual  urine.  But  in  psychiatric  institu- 
tions, dealing  with  patients  who  may  be  non- 
communicative,  negativistic,  arteriosclerotic,  and 
mentally  deficient,  one  must  rely  on  objective  find- 
ings. The  doctor  must  take  the  entire  initiative  in 
making  the  diagnosis.  Fortunately,  both  hyper- 
plasia and  carcinoma  of  the  prostate  usually  can  be 
determined  by  a simple  rectal  examination.  Vet  how 
many  male  patients  in  this  hospital  have  been  here 
on  one  service  or  another  for  enough  years  to  de- 
velop prostatic  disease  but  have  not  had  a rectal  ex- 
amination since  their  admission:  The  patients  who 

* Presented  before  the  Annual  Meeting  of  the  Medical  Society  of 
Saint  Elizabeth's  Hospital,  V'^'hington,  D.  C.  (Federal  Psychiatric 
Hospital,  USPHS),  April  27,  1946.  Published  concurrently  with 
the  Quarterly  Review  of  Psychiatry  and  Neurology. 

^ "Chief  of  Urology,  Memorial  Hospital  and  The  Golden  Clinic, 
Elkins,  West  Virginia. 


become  acutely  ill  and  have  to  he  admitted  to  the 
.Medical  & Surgical  Building  certainly  are  checked; 
but  there  are  thousands  who  rarely  require  this 
service.  The  physical  suffering  of  these  patients 
from  benign  obstruction  may  never  be  appreciated, 
and  early,  curable  cancer  mav  go  undetected. 

I need  only  to  recall  that  during  the  year  and 
a half  I spent  at  the  .Medical  ik  Surgical  Building  I 
witnessed  only  2 prostatectomies.  If  we  recall  the 
figures  mentioned  regarding  the  incidence  of  prosta- 
tism in  the  general  population,  we  may  justifiably 
conclude  that  we  are  missing  something.  I suspect 
the  same  situation  prevails  in  most  mental  hospitals 
in  the  country,  several  of  which  are  represented  here 
today. 

Prostatic  obstruction  results  in  progressive  diffi- 
culty in  starting  the  urinary  stream  and  in  incom- 
plete emptying  of  the  bladder.  The  poorly  emptied 
bladder  refills  sooner  than  normal  and  this  results  in 
frequency  of  urination.  The  residual  urine,  because 
of  stagnation,  becomes  infected,  sets  up  a cystitis,  and 
causes  burning  or  “scalding”  on  urination.  The  in- 
fection spreads  and  involves  the  upper  urinary  tract. 
Pyelonephritis  and  hydronephrosis  may  develop,  with 
chills,  fever,  and  loin  pain.  Renal  function  becomes 
impaired;  tbe  catabglites  cannot  be  effectively  ex- 
creted; the  blood  nonprotein  nitrogen  rises;  and 
unless  relief  of  obstruction  is  afforded,  the  patient 
dies  in  uremia.  The  pathologic  advance  is  so  in- 
sidious that  one  is  likely  to  ignore  the  process  until 
irreversible  changes  have  occurred,  or  until  the 
patient  is  in  such  poor  general  condition  that  surgery 
is  fatal. 

Over  and  above  the  tremendous  advances  in  anes- 
thetic and  surgical  technique,  the  enlightenment  of 
the  patient  has  helped  greatly  to  reduce  the  inci- 
dence of  morbidity  and  mortality  from  prostatic  ob- 
struction. The  layman  now  frequently  makes  the 
diagnosis  himself  at  the  first  signs  of  dysuria.  He 
present.^*  himself  more  readily,  rcipiesting  surgery, 
largep-  becau«e  he  knows  that  safer  and  less  strenu- 
ous surgical  procedures  are  available,  particularly 
with  the  popular  discussions  of  transurethral  meth- 
ods requiring  no  open  operation.  But  when  we  are 
dealing  with  psychotic  patients,  the  first  responsi- 
bility- falls  upon  the  psychiatrist.  When  we  take 
the  often  repeated  statement  that  there  are  more 
beds  throughout  the  country  for  mental  patients 
than  for  all  other  types  of  illnesses  put  together,  and 
consider  this  in  relation  to  the  incidence  of  pros- 
tatism, this  responsibility  becomes  quite  emphasized. 
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111  an  I'ftort  to  get  soim'  idc-a  of  what  tf>  expect 
when  making  routine  searclies  for  prostatic  disease, 
I have  looked  up  the  last  hundred  prostatic  oper- 
ations I performed  at  the  Massachusetts  General 
Hospital.  The  series  was  unselected  and  several 
interestimr  facts  were  learnetl. 

We  can  classify  these  cases  for  practical  purposes 
into  3 groups,  based  chiefly  on  the  rectal  examina- 
tion. Group  1 is  the  ordin.ary  hyperplasia  or  so- 
called  benign  prostatic  h\pertrophy,  and  this  com- 
p.rises  76  jier  cent  of  patients  presenting  themselves 
with  urinar\  obstruction.  Gi'oup  2 is  the  class  with 
carcinoma  of  the  prostate,  and  comprises  1 7 per 
cent.  Group  3 may  be  called  endoscopic  obstruc- 
tion, because  the  prostate  feels  normal  rectally. 
riiese  include  median  bar,  bladder  neck  contrac- 
ture, fibrosis  of  the  bladder  neck,  and  unaccompa- 
nied middle  lobe  hypertrophy.  These  comprise  9 
per  cent. 

One  ordinarily  has  no  difficulty  in  detecting  the 
lesions  of  the  first  two  groups  since  the  diagnostic 
method  of  rectal  palpation  is  available  to  everyone. 
It  may  at  times  be  difficult  to  be  sure  whether  you 
are  faced  with  a hyperplastic  or  malignant  gland, 
but  one  can  at  least  be  suspicious.  It  is  only  in  the 
third  group  that  consultation  is  necessary.  Here  a 
normal  prostate  is  felt  per  rectum,  and  cystoscopic 
study  will  be  needed  to  make  a diagnosis.  Whenever 
a patient  in  the  vulnerable  age  group  is  observed  by 
a ward  attendant  to  have  dysuria,  when  routine 
urinalysis  elicits  infection,  or  residual  urine  is  greater 
than  1 ounce,  cystoscopic  examination  is  indicated. 
.As  I s;u\l,  in  91  per  cent  of  the  cases,  rectal  exami- 
nation alone  will  uncover  the  trouble.  Such  a rou- 
tine e.xamination  alone  would  be  a notable  contri- 
bution to  the  relief  of  suffering. 

In  this  series  it  is  interesting  to  note  the  propor- 
tions of  the  various  procedures  used  for  relief  of  ob- 
struction; S3  per  cent  were  handled  by  transurethral 
electro-resection,  and  1 7 per  cent  by  open  surgery 
( of  which  8 were  perineal  prostatectomies  and  9 
were  by  the  suprapubic  method).  These  proportions 
differ  considerably  from  one  clinic  to  another,  de- 
pending chiefly  on  the  training  and  preference  of 
the  particular  operator. 

It  is  bej'ond  the  scope  of  this  paper  to  discuss  the 
advantages  and  ilisadvantages  of  the  different 
methods.  Suffice  it  to  say  that  the  development  of 
transurethral  prostatic  resection  is  particularly  im- 
portant  to  the  mental  patient,  for  with  this  method 
alone  the  time  recpiired  for  indwelling  drainage 
tubes  in  the  postoperative  period  is  reduced  from 


several  weeks  to  several  days.  It  is  not  infrequent 
that  patients  who  have  had  an  open  enucleation  re- 
quire the  presence  of  urinary  drainage  tubes  for  from 
three  to  four  weeks.  W'^e  cannot  risk  for  so  long  a 
time  the  dire  consequences  of  a psychotic  patient 
disengaging  himself  from  his  life  line.  .After  trans- 
urethr.'d  surgery  on  the  other  hand,  an  indwelling 
c.ithetcr  is  rarely  needed  longer  than  three  days, 
(piite  commonly  oidy  two  or  one;  and  it  can  be 
hoped  that  no  tubing  at  all  will  be  required  in  post- 
operatite  management  as  soon  as  urosurgeons  be- 
come more  adept  at  electrocoagulative  means  of 
controlling  bleeding,  nr  when  chemical  hemostatics 
(topical  thrombin,  etc.)  are  readily  available. 

There  are  other  advantages  to  the  mental  patient 
of  the  transurethral  approach.  No  dressings  are 
required.  The  patient  may  be  permitted  out  of  bed 
the  morning  after  operation.  There  are  no  stitches 
to  be  removed.  These  are  minor  considerations  in 
a general  hospital  but  very  important  when  dealing 
with  psychotic  persons.  b'urther,  the  patient  can 
be  returned  to  the  psychiatric  ward  in  just  few  days 
and  thus  continuit\'  in  the  care  of  his  mental  dis- 
turbance is  more  readil)'  attained  than  is  possible 
while  in  the  infirmary  or  on  the  surgical  service. 
Finally,  the  elderly  patient  is  much  less  traumatized 
and  shocked  by  the  transurethral  approach  than  by 
any  open  method  of  enucleation.  The  94  year  old 
patient  in  our  series  was  as  free  from  postoperative 
irregularity  as  was  the  45  year  old  man. 

.A  word  on  quantity.  One  often  hears  in  a dis- 
cussion of  transurethral  surgery  a great  deal  of  refer- 
ence to  the  amount  of  tissue  removed.  Even  among 
casual  urologists,  it  is  not  unusual  to  hear  a surgeon 
boast  of  the  number  of  grams  of  tissue  he  removed, 
just  as  he  w.iuld  about  his  bowling  score.  I would 
warn  ) ()u  not  to  be  impressed  by  such  talk.  It  simply 
doesn’t  matter  how  much  tissue  has  been  removed  so 
long  as  ( and  this  is  very  important ) all  the  “ade- 
nomatous” tissue,  right  dow'n  t(o  the  prostatic 
capsule,  has  been  gotten  out.  In  the  group  of  cases 
under  discussion,  I have  removed  all  the  way  from 
1 gram  in  one  patient  (median  bar)  to  125  grams 
in  another  (B.P.H.)  with  equal  results  following 
equally  severe  urinary  difficulties.  On  the  other 
hand,  I have  removed  what  might  be  called  an  aver- 
age amount  of  material  (45  grams)  from  a patient, 
only  to  And  that  he  was  just  as  obstructed  as  before. 
This  type  of  patient  will  not  be  well  until  a second 
cvstoscop)’  is  done  and  the  remaining  tissue  detected 
and  removed.  In  other  words,  the  important  fea- 
ture is  that  a true  transurethral  prostatectomy  be 
carried  out  and  not  merely  a transurethral  resection. 
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SUMMARY  AND  CONCLUSIONS 

'J'hc  prevalence  of  prostatic  obstruction  in  the 
general  population  is  emphasized  in  relation  to  the 
suspected  incidence  in  mental  patients. 

W^hen  it  is  appreciated  that  almost  50  per  cent  of 
men  over  50  years  of  age  will  develop  prostatism 
and  that  approximatelv  one-fifth  of  these  will  have 
prostatic  cancer,  the  importance  of  adequate 
diagnosis  becomes  obvious. 

The  significance  of  this  is  stressed  to  the  insti- 
tutional psychiatrist  because  he  deals  with  patients 
who  are  likely  to  be  unable  to  describe  their 
symptoms. 

A series  of  100  consecutive  cases  of  prostatic 
obstruction  is  presented  to  indicate  that  91  per  cent 
of  such  difficidties  ( of  which  1 7 per  cent  were  due 
lo  malignancy)  were  easily  diagnosed  by  rectal  ex- 
amination. Only  9 per  cent  required  specialized 
study  to  complete  the  diagnosis  on  an  objective  basis, 
as  is  required  with  psychotic  patients. 

Transurethral  prostatectomy  has  many  ad- 
vantages over  open  enucleation  when  a method  of 
surgical  relief  is  required.  These  include  a less 
traumatizing  operation  without  overt  incision,  a 
much  shorter  postoperative  stay  of  indwelling 
catheter,  the  absence  of  dressings,  the  absence  of 
stitches  to  become  infected  or  to  be  removed,  and  the 
earlier  return  of  the  patient  to  his  base  ward  for 
continuity  of  psychiatric  care. 

■A  plea  is  made  for  routine  periodic  rectal  exami- 
nation in  all  male  patients  over  fifty  in  every  mental 
hospital.  These  patients  are  unable  to  articulate 
their  urinary  difficulties.  To  relieve  these  patients 
of  their  physical  as  well  as  their  mental  suffering  is 
unquestionably  our  philosophy.  Let’s  make  it  our 
practice. 

FALSE  HOPES 

The  physician  who  has  under  his  care  a patient 
with  Hodgkin’s  disease,  leukemia  or  some  allied 
disorder  is  not  infrequently  confronted  with  the 
difficult  task  of  persuading  the  family,  in  its  des- 
peration, not  to  cast  about  for  some  alleged  cure  of 
the  disease  rather  than  to  adhere  to  the  more 
conventional  forms  of  therapy  proved  by  experi- 
ence to  be  beneficial.  This  desire  on  the  part  of  the 
family  is  easy  to  understand;  for,  on  one  hand,  the 
physician  in  charge  must,  of  necessity,  point  out 
the  almost  certain  fatal  outcome,  and  on  the  other, 
the  layman  is  quick  to  grasp  at  straws  and  all  too 
ready  to  believe  rumors  of  true  cures.  The  situa- 
tion is  made  even  more  difficult  when  the  lay  press 
publishes  premature  and  distorted  accounts  of 
purely  experimental  measures  or  when  a physician, 
in  an  unguarded  moment,  speaks  of  a cure  when,  in 
actuality,  he  is  referring  to  a therapeutic  measure 
under  trial  that,  at  the  moment,  appears  to  offer 
some  promise. — New  England  Journal  of  Medicine. 


SPONTANEOUS  RUPTURE  OF  THE  NORMAL 
AND  ABNORMAL  SPLEEN* 

By  HUGH  A.  BAILEY,  M.  D.,  F.  A.  C.  S.** 

Charleston,  West  Virginia 

T raumatic  rupture  of  both  the  normal  and  ab- 
normal spleen  frequently  is  encountered.  Spontan- 
eous rupture  is  of  rare  occurrence.  We  have,  there- 
fore, classified  this  entity  in  accordance  with  the 
clinical  history  as  traumatic  and  as  spontaneous;  in 
relation  to  its  pathology,  as  normal  and  abnormal. 

Twenty-seven  splenectomies,  because  of  various 
pathological  conditions,  have  been  performed  in 
the  Charleston  (jeneral  Hospital  from  the  year 
1941  to  April  1946,  inclusive.  This  number  in- 
cluded 1 (S  individuals  in  each  of  whom  a proven 
diagnosis  of  ruptured  spleen  had  been  made.  Of 
these  1 (S  there  were  two  in  whom  spontaneous 
rupture  had  occurred,  one  case  involving  a normal 
spleen  and  the  other  an  abnormal  one. 

The  incidence  of  spontaneous  rupture  of  the 
spleen  is  rare,  and  the  diagnosis,  in  spite  of  the 
present  advanced  knowledge  of  this  particular 
syndrome,  is  still  difficult.  Before  going  into  the 
details  of  this  subject  we  believe  that  a brief  review 
of  tbe  embryological,  anatomical,  and  physiological 
factors  will  be  of  some  help  in  the  understanding  of 
this  unusual  pathological  condition. 

EMBRYOLOGY,  ANATOMY,  AND  PHYSIOLOGY 

The  spleen  originates  from  the  mesoderm  and 
mesencht'ine.  According  to  Fischel  the  spleen 
anlage  consists  at  first  of  three  tubercles  which  merge 
into  two  and  finally  into  one  body,  gradually  be- 
coming detached  from  the  wall  of  the  bursa  omen- 
tab’s  to  form  the  spleen.  The  spleen  originates  from 
the  mesogastrium,  a mesenteric  fold  connecting  the 
stomach  with  the  vertebral  column.  Early  in  the 
embryonic  stage  (even  in  an  embryo  8 cm.  in  size) 
differentiation  of  the  different  histological  structures 
(;f  the  spleen  begins.  Between  the  round  mesen- 
chyme cells  a fine  crevice-like  network  forms,  at 
first  without  endothelium,  in  which  the  arteries  and 
concomitant  veins  gradually  grow,  forming  a rich 
plexus  and  dividing  the  mesenchyme  cells  into  well 
organized  spherical  groups,  f rom  these  cell  groups 
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the  pulpa  is  formed  later  on.  The  malpighian  bodies 
finally  develop  with  their  inner  and  outer  arterial 
net.  During  the  early  stages  of  embryonic  life  the 
spleen  acts  as  a blood  forming  organ.  This 
organ,  which  belongs  to  the  group  of  duct- 
less glands,  is  about  12  cm.  long,  cm.  wide  and 
2 cm.  thick,  and  weighs  approximately  225  Gm. 
(varying  between  50  to  350  Gm.)  Its  size  and 
weight  vary,  however,  and  greatly  depend  on  differ- 
ent factors  such  as  age,  nutrition  and  health  condition 
of  the  individual.  The  spleen  is  larger  and  heavier 
in  young,  well  nourished  persons.  It  may  become 
enormously  enlarged  due  to  various  pathological 
conditions,  such  as  that  following  intermittent  or 
other  fevers,  or  leukemia,  weighing  occasionally  as 
much  as  20  pounds.  The  spleen  is  seemingly  well 
protected,  lying  underneath  the  left  diaphragm 
anteriorly,  and  laterally  protected  by  the  tenth  and 
eleventh  ribs.  The  normal  spleen,  as  a rule,  is  not 
palpable.  I'he  long  a.xis  of  the  spleen  follows  the 
direction  of  the  ribs.  It  is  elastically  suspended  by 
two  peritoneal  folds,  ligamentum  phrenicolienale 
and  gastrolienale,  and  is  supported  by  the  liga- 
mentum phrenicocolicum,  resting  cushion-like  on 
the  convolutions  of  the  intestine. 

Realizing  these  anatomical  topographical  facts 
one  may  easily  understand  the  mechanism  of  trauma 
to  the  spleen.  A sudden  localized  force  increasing 
the  intra-abdominal  pressure  may  cause  the  spleen 
to  rupture  by  “hydraulic  action”,  especially  when 
,the  spleen  is  engorged  and  friable.  The  splenic 
capsule  will  be  overstretched  and  may  burst  at  the 
point  of  least  resistance. 

The  spleen  is  a vascular,  lymphoid  organ,  soft 
and  friable.  The  friable  and  fragile  character  of 
the  spleen  explains  the  frequency  of  trauma  to  it 
in  spite  of  its  apparently  protected  position.  It  has 
an  unusually  rich  blood  supply.  The  splenic  artery, 
the  largest  branch  of  the  celiac  axis,  is  second  only 
in  size  to  the  renal  artery  in  supplying  the  abdominal 
organs.  This  artery  branches  gradually  into  a 
network  of  small  vessels  which  finally  send  its  blood 
supply  through  the  interstices  of  the  reticulo- 
endothelial tissue.  We  understand  now  that  any 
damage  to  such  a blood  reservoir  will  be  followed  by 
serious  consequences. 

The  celiac  plexus  provides  the  spleen  with  its 
nerve  supply.  Any  stimulation  of  these  autonomic 
nerve  fibers  will  cause  constriction  of  the  spleen’s 
smooth  musculature  in  the  capsule  and  trabeculae. 
It  will  be  shown  later  that  some  authors  believe  that 
this  mechanism  may  have  considerable  etiological 


bearing  on  the  spontaneous  rupture  of  the  spleen. 
In  spite  of  the  fact  that  we  know  some  of  the  func- 
tions of  the  spleen,  the  physiology  of  this  organ  is 
still  not  quite  clear. 

The  spleen  contracts,  as  is  proved  by  the  studies 
of  diflFerent  authors  (Barcroft,  Holman,  Horgis, 
Mann,  Curtis,  Wiseman  and  Doan),  during  exer- 
cise, hemorrhage,  asphyxia  and  emotional  stress. 
That  rhythmical  contractions  of  the  spleen  occur 
has  been  proved  by  Barcroft  and  Nisimaru.  In- 
jection of  adrenalin  into  the  splenic  artery  on  an 
experimental  basis  demonstrated  contraction  of  the 
spleen  with  diminution  of  its  size.  The  three  major 
physiological  functions  are  the  destruction  of  the 
blood  cells,  the  production  of  lymphocytes  in  the 
malpighian  corpuscles,  and  the  storage  of  blood. 
The  destruction  of  the  red  blood  cells  has  been 
proven  by  the  following  findings  (Mayo): 

a.  The  presence  of  red  blood  cells  in  diflFerent 

stages  of  disintegration. 

b.  The  presence  of  phagocytic  cells  in  the  spleen 
containing  broken  down  red  cells. 

c.  Abundance  of  organic  compounds  rich  in  iron 
which  probably  is  derived  from  digested  red 
blood  cells. 

d.  After  splenectomy  the  lymphatic  glands  be- 
come hyperplastic  and  acquire  phagocytic 
ability  against  erythrocytes.  Pearce  states  that 
the  spleen  has  the  ability  to  control  and 
regulate  blood  destruction. 

ETIOLOGY 

No  definite  etiology  has  been  established,  as  is 
shown  by  the  many  theories  advanced  as  to  the 
causes  of  spontaneous  rupture  of  the  normal  and 
abnormal  spleen.  Wohl  believes  that  the  spleen 
ages  early  and  shows  at  36  years  of  age  an  advanced 
liyalinization  and  thickening  of  the  malpighian 
corpusles  and  capsule.  The  blood  vessel  walls  be- 
come thickened.  However,  he  believes  that  these 
changes  subside,  as  otherwise  more  frequent  ruptures 
of  the  spleen  would  occur.  Some  authors  (Ledder- 
hose  and  Fourcault)  believe  that  spontaneous 
rupture  occurs  only  in  diseased  spleens,  others  that 
the  spleen  may  show  pathological  changes  only  in  a 
small  area.  If  this  latter  belief  should  prove  to  be 
true,  then  all  reported  spontaneous  ruptures  have 
occurred  in  apparently  healthy  spleens,  the  spon- 
taneous rupture  occurring  in  the  diseased  area  and 
destroying  all  pathological  evidence.  This  theory, 
however,  seems  rather  illogical  and  most  unlikely. 
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It  is  lulievcil  that  the  spleen  may  produce  a 
hormone  stimulating  th.e  secretion  of  pepsin  by  the 
stomach.  The  stomach,  with  its  contractions  and 
mobility  during  hun<);er  and  digestion,  or  under  other 
conditions,  may  exert  some  pull  on  the  spleen  causing 
passive  con«;estion  of  the  splenic  vessels.  This  con- 
gestion may  result  in  subcapsidar  hemorrhage  and 
subsequent  capsular  rupture  with  clinical  svmptoms 
of  ruptured  spleen.  ('I'he  syndrome  of  spontaneous 
nipture  of  tlie  normal  spleen  is  important  from  the 
medical  .and  leg.a!  point  of  view.)  'I'liis  assumption 
seems  to  explaiji  the  gastric  symptoms  occasionally 
found  in  p.atients  who  have  a sjtontaneously  ruptured 
spleen  (all  case  reports  by  Skei'itt,  Atkinson  and 
W'ohl). 

Other  authors  deny  the  possibility  of  spontaneous 
rupture  of  a normal  spleen  and  believe  that  the  so- 
called  spontaneous  rupture  is  nothing  else  than  a 
traumatic  rupture  of  the  delaved  tvpe.  A small 
rupture  maj'  occur  unrecognized  and  months  later 
a second  hemorrhage  may  follow  and  stiimdate  a 
spontaneous  rupture. 

■As  stated  previously,  the  spleen  is  able  to  contract 
spontaneous!}'.  This  can  be  observed  during  systole 
and  diastole.  It  also  increases  in  size  after  eating 
and  decreases  when  adrenalin  is  put  out  into  the 
blood  stream,  ^'he  size  of  the  spleen  varies  accord- 
ing!}', depending  on  the  elimination  of  blood  cells  and 
toxic  products.  Susman  sums  up  tbe  views  of  the 
causes  of  spontaneous  rupture  of  the  spleen.  In  the 
beginning,  all  the  structures  of  the  spleen  are 
softened.  Congestion  of  the  portal  vein  and  its 
radicals  occurs.  The  relatively  narrow  splenic 
\'ein  is  unable  to  accommodate  the  suddenly  in- 
crcaseil  blood  supply.  The  blood  is  being  forced 
between  the  spleen  and  its  investing  peritoneum.  A 
subcapsidar  hematoma  occurs  between  the  spleen 
and  its  investing  peritoneum  and  the  capsule  finally 
gives  away.  Perisplenic  adhesions  fixing  the  organ 
may  predispose  to  rupture. 

The  same  etiological  factors  play  a part  in  the 
a.bnormal  spleen.  However,  it  is  easier  to  under- 
stand spontaneous  rupture  of  an  abnormal  spleen 
than  it  is  of  a normal  organ.  Spontaneous  rupture 
woidd  exclude  any  trauma  even  though  it  be 
minimal,  such  as  coughing,  laughing,  sneezing, 
gargling,  bending  or  similar  occurrences.  We  be- 
lieve it  woidd  be  probably  more  justifiable  to  term 
this  type  of  rupture  nontraumatic  rather  than  spon- 
taneous. The  etiidogy  of  the  abnormal  spleen 
according  to  frequency  is  listed  as  follows  in  Berger’s 
statistics:  malaria,  pregnanev  (the  spleen  was  prob- 
ably alread}'  diseiused),  t}'phoiil,  leukemia,  syphilis. 


a.lcoholic  sclerosis,  tubercidosis,  hemophilia  cajisida, 
I'arices,  typhus,  anemia,  eclampsia,  relapsing  fever, 
infarct,  abscess  and  aneurysm.  Apoplexy  and  pur- 
pura are  included  ( Besnier).  Size  and  age  instances 
apparentl}'  do  not  play  any  part  as  etiological  factors. 
Site  of  rupture  does  not  show  any  particular  predilec- 
tion. 

PATHOLOGY 

Human  health  and  disease  being  taken  into  con- 
sideration, the  spleen  recently  has  become  of  much 
greater  interest  p.'ithologically  than  physiologically. 
During  the  jiast  few  }ears  this  fact  has  occa- 
sionetl  a distinct  revers.'d  of  the  situation.  d'hat 
the  Sjdeen  is  nonessential  at  an}'  age  to  the  main- 
tenance of  liie  and  health  is  amply  attested  by 
experimental  extirpation  of  that  organ  in  many 
animal  species,  and  by  accumulated  experience  of 
emergency  splenectomy  for  traumatic  rupture  of 
the  normal  human  spleen.  Increased  awareness  of 
the  importance  of  splenic  pathology  must  be  em- 
phasized. 

Pathologico-anatomical  ruptures  of  the  spleen  are 
in  two  classifications:  ( 1 ) rupture  invidving  capsule 
and  jiarenchyma,  and  (2)  rupture  involving  paren- 
chyma onl}'.  Some  observers  call  the  second  type 
‘‘contusion  of  the  spleen”,  others  call  it  “sub- 
capsular  hematoma”.  Rupture  involving  the  capsule 
is  the  more  common  type.  The  lesions  vary  in  size, 
shape,  depth  and  extension.  They  may  be  single 
or  multiple;  the}'  may  be  situated  at  the  hilus  and 
concavity  or  at  the  convexity  of  the  spleen.  Some- 
observers  believe  that  injury  is  more  common  at  the 
convexity  of  the  spleen  in  spontaneous  rupture  and 
at  the  concavity  in  traumatic  rupture. 

Friesleben  states  that  in  most  cases  of  traumatic 
rupture  of  the  spleen  the  injury  occurs  only  on  the 
conve.xity.  This  statement,  we  believe,  is  rather 
dogmatic,  as  we  find  other  reports  (Skerritt,  Dead- 
I'ick ) of  spontaneous  rupture  on  the  concave  side. 
Downs  and  Debruit  believe  that  a tear  may  occur 
anywhere  on  the  surface  of  the  spleen. 

SYMPTOMATOLOGY  AND  DIAGNOSIS 

d’he  clinical  findings  generall}'  are  the  same  in 
traumatic  and  spontaneous  rupture  of  the  spleen, 
with  slight  variations.  We  differentiate  between  the 
general  symptoms  and  local  signs.  The  general 
sx  mptoms  are  more  or  less  those  of  internal  hem- 
orrhage in  acute,  subacute  or  chronic  form,  de- 
pending on  the  t}’pe  of  rupture.  We  find,  there- 
fore, a rapid  pidse  of  different  quality,  occasional 
nausea,  dizziness,  faintness,  vomiting  associated 
with  shock  and  its  symptomatology.  However,  the 
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general  symptoms  may  vary  in  degree  and  occasion- 
ally may  be  almost  negligible.  Severe  pain  probably 
is  the  earliest  symptom. 

The  local  signs  are  well  described  and  detined  in 
almost  every  textbook  of  surgery.  How'ever,  if  we 
analyze  the  reviewed  cases  we  will  find  that  only 
a few  .symptoms  are  really  constant.  Abdominal 
rigiditv  is  variable  and,  if  present,  is  more  pro- 
nounced on  tlie  left  side  of  the  upper  part  of  the 
abdomen  and  is  found  more  commonlv  after  trau- 
matic rupture  of  the  spleen  than  after  spontaneous 
rupture.  Rigiditi’  following  traumatic  rupture  of 
the  spleen  is  more  than  likely  caused  by  the  associated 
contusion  of  the  abdominal  wall.  In  spontaneous 
rupture  of  the  spleen  the  abdomen  is  soft  and  of  a 
characteristic  doughy  consistency.  Local  tenderness 
usually  is  found,  associated  with  generalized  tender- 
i.ess  and  rebound  tenderness.  Kulenkampff  tries  to 
explain  this  significant  disproportion  between  marked 
tenderness  and  the  almost  total  absence  of  rigidity. 
His  belief  is  that  the  intra-abdominal  hematoma  will 
irritate  the  peritoneum  but  cannot  penetrate  it,  and 
is  therefore  unable  to  attach  the  nerve  endings  of 
the  abdominal  musculature,  as  generally  happens 
following  an  inflammatory  process.  Abdominal  dis- 
tention appears  usualh  a few  hours  after  the  acci- 
dent and  probably  is  due  to  an  associated  ileus. 
Kehr’s  sign,  which  is  referred  jiain  in  the  left 
shoulder  associated  with  some  h\  peresthesia,  prob- 
ably is  due  to  irritation  of  the  left  diaphragm.  This 
sign  is  rather  inconstant.  The  Ballance  sign,  dull- 
ness on  percussion  in  the  left  upper  quadrant  and 
left  flank,  occasionally  even  in  the  right  flank,  will 
disappear  in  the  right  flank  on  shifting  of  position. 
.-\lso,  this  sign  is  not  as  frequently  encountered  as 
lome  surgical  te.xtbooks  mav  lead  one  to  believe. 

The  diagnosis  occasionally  is  very  difficult, 
cspeciallv  in  cases  with  masked  si  mptoms.  On  re- 
viewing the  literature  we  note  that  the  correct 
diagnosis  is  rarclv  made  (I)ahle).  As  stressed 
b\-  W^ebb,  a flat  plate  of  the  abdomen  occasionally 
may  be  helpful  by  showing  some  elevation  of  the  left 
diaphragm.  Paracentesis,  as  advocated  b\-  W’^right 
and  Pigot,  is  of  value ; houever,  it  is  doubtful 
whether  its  routine  use  should  be  advocated.  Intra- 
venous thorotrast  injection  is  suggested  b\’  Burke 
and  Madigan  as  a verv  helpful  method  in  diagnosing 
some  of  the  obscure  cases. 

The  clinical  laboratorv  findings,  proVng  the 
changes  of  the  blood,  are  of  great  assistance  in  the 
diagnosis.  Changes  in  the  blood  may  be  more  or 
less  pronounced,  occasionallv  even  within  normal 
limits.  The  red  blood  cells  may  be  slightly  in- 


creased at  first;  however,  thev  decrease  rapidly 
as  is  shown  on  repeated  blood  counts.  The  hemo- 
globin may  be  diminished  and  the  red  count  may 
show  signs  of  secomlary  anemia.  The  leukocyte 
count  usually  is  increased  in  about  80  jier  cent  of 
cases  (Curtis),  sometimes  ranging  between  40,000 
;;nd  60,000.  In  some  cases  a moderate  lymphocytosis 
and  eosiiiophilia  are  present  and  rise  in  the  blood 
platelet  count  can  be  observed.  The  hematocrit 
reading,  however,  is  tlie  most  reliable  laboratory  test 
;ind  is  most  helpful  in  making  an  early  diagnosis. 

The  differential  diagnosis  is  that  from  an  acute 
condition  w'ithin  the  abdomen  needing  immediate 
surgical  intervention.  I’erforated  peptic  ulcer,  acute 
.appendicitis,  ruptured  ectopic  pregnancy,  and  trau- 
matic injury  to  the  liver  or  kidney  have  to  be  ex- 
cluded. The  early  diagnosis  is  essential  in  order 
to  institute  immediate  life  saving  surgerv. 

AN  ANALYTICAL  REVIEW  OF  CASES  REPORTED  IN 
THE  LITERATURE 

{A)  Ahnornml  6'/>/ccw.— The  mechanism  of 
spontaneous  rupture  of  the  abnormal  spleen  is  easier 
to  understand  than  that  which  occurs  in  the  normal 
organ.  Enlargement,  unusual  mobility  and  motility 
of  the  spleen  increase  its  vulnerability.  The  large 
S|ileen,  less  protected,  usually  is  engorged  and  friable, 
ami  subject  to  the  slightest  injury  with  very  serious 
consequences.  Overstretcliing  of  the  capsule  fol- 
lowing e.xcessive  enlargement  of  the  spleen,  and 
torsion  of  the  pedicle  following  unusual  mobility  of 
the  spleen  are  some  of  the  probable  predisposing 
factors  of  spontaneous  rupture  of  the  pathologicalh' 
changed  spleen.  .A  very  slight  e.xciting  cause,  such 
as  suddenly  sitting  up  in  bed,  coughing  or  sneezing, 
may  lead  to  verv  acute  complications. 

Leighton,  in  1929,  reported  73  cases  of  spon- 
taneous rupture  of  the  abnormal  spleen.  Noland 
and  \\"atson  reported  only  three  cases  of  spontaneous 
rupture  of  the  spleen  in  30,000  patients  with  malaria 
at  the  Colon  Hospital  in  Panama,  within  eight  years. 
More  frequent  is  the  occurrence  following  malarial 
therapy  in  metaluetic  patients.  The  reason  probably 
is  that  the  spleen  in  luetic  patients  is  fibrotic,  de- 
generated, and  Arm,  and  possesses  very  little  elas- 
ticity. Polayes  and  Lederer  reported  10  such  cases 
in  1930  and  Currado  20  cases  in  1933.  In  regions 
where  endemic  malaria  is  present  the  incidence  of 
traumatic  rupture  of  the  spleen  is  more  common. 

Kellner,  Hochstein  and  Tillman  reported  a spon- 
taneous rupture  of  the  spleen  that  occurred  during 
a malarial  paroxysm.  The  patient  died  within  thirty 
minutes  following  the  rupture.  Berger  found  that 
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out  of  123  cases  of  traumatically  ruptured  spleen 
there  were  93  cases  with  a history  of  malaria. 

Typhoid  fever,  next  to  malaria,  is  the  most  com- 
mon cause  for  spontaneous  rupture  of  the  spleen. 
Conner,  Downs,  Necheles  and  Duy  report  such 
cases.  The  rupture  usually  occurs  at  the  beginning 
of  the  third  week  of  the  disease.  Conner  and 
Downs  report  12  fatal  cases  of  ruptured  abnormal 
spleen,  9 of  which  were  diagnosed  at  autopsy. 
Bryan  reports  25  cases,  some  with  rather  doubtful 
etiology. 

In  the  course  of  other  acute  and  chronic  infec- 
tions such  as  the  following,  spontaneous  rupture  of 
the  spleen  may  be  observed:  after  angina  (Friesle- 
ben),  appendicitis  and  peritonitis  (Fieber),  influ- 
enza and  marked  toxemia  following  sepsis  initiated 
by  a carbuncle  (Diehl)  or  infected  finger  (Miller), 
following  pneumonia  (Kevarovic)  and  recurrent 
fever  (Tellegin).  Hammersfahr  and  Friesleben 
report  spontaneous  rupture  of  the  spleen  in  a case  of 
leukemia.  One  instance  is  reported  following 
thrombocytopenic  purpura  (Ernstwilde).  Spon- 
taneous rupture  is  rare  in  tuberculosis  of  the  spleen 
(Cannaday,  Pringle).  Rarer  even  than  those  men- 
tioned is  spontaneous  rupture  following  typhus  fever, 
relapsing  fever,  cystic  degeneration,  malignancy, 
infarct,  torsion,  abscess  and  varices.  It  occurs  in 
cholera,  syphilis,  thrombosis  of  the  portal  vein 
(Demel)  and  thrombosis  of  the  splenic  vein 
(Pringle,  Rhame,  Smith,  Morrison  and  Sladden). 
It  may  be  observed  following  splenic  infarction 
(Remynse)  and  splenic  tumors.  One  case  is  re- 
ported following  strangulation  of  the  splenic  vein 
by  adhesions  from  a duodenal  ulcer. 

Dardinski  reports  a case  of  a 40  year  old  negro 
with  a history  of  sudden,  sharp,  severe  pain  in  the 
left  side,  gradually  subsiding,  the  patient  going  into 
shock  from  which  he  did  not  recover.  The  autopsy 
revealed  primary  carcinoma  of  the  liver  with  spon- 
taneous rupture  of  the  capsule  of  an  apparently 
normal  spleen.  Spontaneous  rupture  following 
carcinoma  of  the  pancreas  is  reported  by  Grey. 

Again,  the  spleen  may  rupture  in  physiological 
conditions  causing  softening  and  enlargement  of 
the  spleen  and  increased  abdominal  pressure,  such 
as  pregnancy,  postpartum  and  puerperium. 

Ziegler  reports  3 cases  of  spontaneous  rupture  of 
the  spleen  following  infectious  mononucleosis,  with 
two  of  the  patients  surviving  following  surgical  in- 
tervention. Echinococcal  cyst,  influenza,  subacute 
bacterial  endocarditis,  and  hemophilia  are  found  as 
etiological  factors.  Attlee  (1932)  reports  a case  of 


spontaneous  rupture  of  the  spleen  in  a 23  year  old 
woman  who  had  what  he  thought  was  Vincent’s 
angina.  However,  the  clinical  and  laboratory  re- 
ports indicate  that  this  was  a case  of  unrecognized 
infectious  mononucleosis.  King  warns  us  not  to 
overlook  the  incidence  of  spontaneous  rupture  of  the 
spleen  following  infectious  mononucleosis  and  re- 
ports a case  of  his  own. 

(B)  Normal  Spleen. — Reviewing  the  cases  re- 

ported by  different  authors  as  spontaneous  rupture 
of  the  normal  spleen,  it  is  questionable  whether  the 
spleens  in  these  cases  were  normal  or  the  rupture 
spontaneous.  Rather  frequently  the  history  could 
be  interpreted  as  that  of  a delayed  rupture  in  which 
the  initial  injury  was  overlooked.  However,  a 
thorough  history  usually  will  reveal  the  etiology. 
The  delayed  rupture  usually  is  not  quite  as  rare  as 
was  previously  believed.  We  find  in  some  of  the 
cases  a history  of  a sudden  muscular  contraction  of 
the  abdominal  wall,  as  in  bending  forward  to  lift  a 
heavy  object,  or  in  coughing  or  sneezing.  Any 
sudden  muscular  contraction  of  the  abdominal  wall 
could  be  assumed  an  indirect  injury  to  the  spleen  by 
the  resultant  sudden  increase  of  the  intra-abdominal 
pressure. 

It  is  questioned  by  quite  a few  authors  (Foucault, 
Patey,  Schlegel,  Schachnowitz  and  others)  whether 
there  is  such  an  entity  as  rupture  of  a normal  spleen. 
Lubarsch  states  that  a spontaneous  rupture  may 
occur  only  in  an  abnormal  spleen  as  a logical 
sequence  of  its  pathology. 

I'riesleben  found  in  his  review  of  the  literature 
only  four  definite  and  two  doubtful  cases  of  spon- 
taneous rupture  of  the  normal  spleen.  He  reports 
the  case  of  a 53  year  old  grocer  who  bent  over  to 
lift  a bucket  and  experienced  sharp  intra-abdominal 
pain.  A ruptured  spleen  was  found  on  surgical 
exploration.  The  patient  died  three  days  after 
operation  and  autopsy  did  not  reveal  any  pathological 
changes  of  the  spleen.  Atkinson  (1874)  probably 
was  the  first  surgeon  to  report  the  spontaneous 
rupture  of  a normal  spleen.  However,  it  is  doubt- 
ful whether  the  spleen  was  normal  in  this  case,  as 
from  the  pathological  description  it  might  have  been 
changed  by  leukemia  or  an  infectious  process. 
Skerrit’s  report  in  1878  is  also  of  rather  doubtful 
etiology. 

Young  reports  two  cases  of  spontaneous  rupture 
of  a normal  spleen  and  adds  his  own  case,  that  of  a 
47  year  old  presser,  in  which  the  spleen  was  proved 
to  be  normal  by  several  noted  pathologists.  Conner, 
Metcalfe,  Underwood,  Abasidze  and  Kaspar  are 
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among  the  authors  reporting  cases  of  spontaneous 
rupture  of  a normal  spleen. 

Byford  collected  and  summarized  six  cases  and 
added  one  of  his  own.  Bailey  reports  one  case  of 
his  own  and  includes  two  others  not  mentioned  by 
Byford  (one  from  Holland  and  one  from  Italy). 
Harvey  reports  one  case  mentioned  neither  by  By- 
ford nor  Bailey.  Nixon  brings  us  a case  of  spon- 
taneous rupture  of  a normal  spleen.  The  spleen 
in  this  case,  however,  appeared  to  be  somewhat  en- 
larged. Fletcher  reports  two  cases  of  spontaneous 
rupture  of  a normal  spleen  in  soldiers,  one  ex- 
periencing symptoms  after  the  morning  military 
drill  and  the  other  after  drinking  a large  quantity 
of  cold  water.  Shorten  reports  spontaneous  rupture 
of  an  apparently  normal  spleen  in  a British  soldier, 
occurring  while  he  was  walking  about.  Rhame 
reports  a spontaneous  rupture  of  the  spleen  with 
venous  thrombosis  and  believes  that  engorgement 
of  the  spleen  with  blood  probably  is  an  important 
etiological  factor.  Susman  proves  that  very  often 
alimentary  disorders,  gallstones,  or  pulmonary 
tuberculosis  are  found  in  reported  cases  of  spon- 
taneous rupture  of  the  normal  spleen.  Boehler 
(1933)  reports  a case  of  spontaneous  rupture  of 
the  normal  spleen  in  a healthy  individual  as  he  bent 
down  to  lift  a heavy  object.  He  reports  also  a case 
of  a patient  who  tried  to  lift  a heavy  weight  by 
pulling  a cable  over  a pulley.  The  pathological  re- 
port revealed  only  chronic  congestion  of  the  spleen. 

As  we  see,  most  of  these  cases  give  some  sug- 
gestion of  direct  or  indirect  injury  to  the  spleen. 

A summarizing  review  of  the  literature  by  Sus- 
man in  1927  reveals  7 cases,  of  which  he  excluded 
the  two  doubtful  cases  by  Atkinson  and  Skerritt. 
A later  review  by  Dardinski  in  1932  reveals  15 
cases,  and  a review  by  Lundell  in  1934  shows  a 
series  of  20  cases  of  spontaneous  rupture  of  a normal 
spleen. 

THERAPY 

A brief  historical  review  of  the  sui^cjy  of  the 
spleen  reveals,  according  to  Bier,  that  the  first 
splenectomy  was  done  by  Zaccarrelli  in  1549  for 
rupture  of  a malarial  spleen  in  a 24  year  old  woman. 
The  first  successful  splenectomy  for  traumatic  rup- 
ture of  the  spleen  was  carried  out  in  1 892  by 
Riegues  of  Breslau.  W e notice  that  with  the  ad- 
vancement of  surgical  technique  the  martality  rate 
following  splenectomy  drops.  The.series  of  37  cases 
reported  by  Bessel  and  Hagen  showed  a mortality 
rate  of  46  per  cent,  which  decreased,  according  to 
Lotsche  in  1908,  to  37  per  cent  and  finally  as 
reported  by  Buxton  in  1922  to  28.8  per  qent. 


Surgery  at  the  earliest  possible  moment  is  the 
treatment  of  choice.  Conservative  management 
has  no  place  in  the  treatment  of  the  ruptured  spleen. 
Statistics  b)'  Wright  and  Pigot  show  90  to  100 
per  cent  mortality  in  cases  not  undergoing  surgery. 

Early  diagnosis  is  essential  to  life  saving  surgery. 
About  51  per  cent  of  cases  of  rupture  of  the  spleen 
terminate  fatally  within  one  hour  following  the 
accident  (Curtis).  The  importance  of  watching 
carefully  any  patient  who  shows  any  of  the  symptoms 
or  signs  mentioned  previously  cannot  be  over- 
emphasized. If  shock  should  be  present  the  patient 
should  be  treated  for  it.  We  believe,  however,  that 
it  is  a serious  mistake  to  wait  very  long  before 
surgical  intervention,  hoping  meanwhile  that  the 
patient  will  recover  from  shock.  If  the  injury  to 
the  spleen  is  very  extensive,  all  the  blood  or  plasma 
being  transfused  will  escape  about  as  rapidly  from  the 
lacerated  spleen  as  it  is  injected  into  the  vein.  We 
make  it  our  rule  to  transfuse  these  patients  as  soon 
as  possible  and  to  prepare  them  at  the  same  time  for 
surgery.  Regardless  of  whether  or  not  the  patient 
shows  much  improvement,  he  is  taken  to  the 
operating  room  where  multiple  blood  transfusions 
through  the  veins  of  the  arms  and  legs  are  started 
and  transfusion  of  blood  is  continued  during  the 
performance  of  the  splenectomy.  The  free  blood 
encountered  in  the  abdomen  may  be  used  for  auto- 
transfusion. The  left  upper  rectus  and  transverse 
incisions  offer,  according  to  our  experience,  equally 
good  exposure.  Attempts  at  tamponade  or  suturing 
of  the  laceration  are  procedures  of  the  past.  Splen- 
ectomy is  the  only  treatment  worthwhile. 

POSTOPERATIVE  C0H«t 

The  postoperative  cvuirse  is,  as  a rule,  rather 
stormy.  Wangen=£een  suction  is  kept  up  post- 
operatively  to  prevent  dilatation  of  the  stomach 
which  occurs  not  infrequently  after  splenectomy. 
This  probably  is  due  to  the  close  anatomical  relation 
between  stomach  and  spleen.  Frequent  small  blood 
transfusions,  likewise  saline  and  glucose  infusions 
are  given  for  the  first  few  postoperative  days. 

Peritoneal  effusion.  Wound  disruption,  left  pleural 
effusion,  persistent  hiccups  and  splenic  asthenia  are 
reported  by  some  as  early  postoperative  complica- 
tions. As  late  complications  we  may  find  palpitation 
when  the  patient  is  lying  on  the  left  side  and  rheu- 
matic-like  bone  pain,  possibly  due  to  changes  in 
the  bone  marrow.  Vomiting,  perhaps  due  to  con- 
gestion of  the  gastric  blood  vessels,  at  times  rORy  be 
observed. 
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Photograph  shows  the  two  spleens  split  so  that  one  half  of  each 
presents  the  cut  surface  and  the  other  half  the  convexity  of  the 
spleen,  (a)  Spontaneous  rupture  of  the  leukemic  spleen  with  sub- 
capsular  hematoma,  (b)  Atraumatic  rupture  of  the  normal  spleen, 
(c)  Some  of  the  blood  clots. 

CASE  REPORTS 

Case  1. — A 74890,  T.  T.  W.,  a 40  year  old 
colored  inan,  married,  was  admitted  to  the  emer- 
gency room  of  the  Charleston  General  Hospital  at 
about  2:30  p.  m.,  August  4,  1945,  in  profound 
shock,  w'ith  hlood  pressure  of  80  systolic  and  60 
diastolic,  pulse  98  and  temperature  95.6  P'.  The 
patient  was  a bellhop  in  a Charleston  hotel.  While 
at  work  he  had  lifted  a tray  of  ice  above  his  head 
and  in  doing  so  experienced  a sudden,  sharp,  pain 
in  the  epigastrium.  The  pain  radiated  to  the  left 
and  then  to  the  hack.  The  patient  stated  that  the 
pain  was  so  severe  that  he  almost  fainted  and  that 
he  would  have  dropped  the  tray  if  it  had  not  been  for 
assistance  from  his  “buddy”.  The  pain  continued 
and  t'coqrne  worse.  He  stated  that  tw'o  days  pre- 
viously he  had  K^d  some  pain  in  the  region  of  an 
old  incision  m the  epigastrium.  During  the 

morning  before,  he  had  had  an  attack  of  pain  asso- 
ciated w'lth  four  loose  bowel  ir.ov^ements  which  he 
stated  were  black  in  color.  He  vomited  twice  before 
admission. 

'J'he  patient  stated  that  he  had  had  several 
episodes  of  diarrhea  and  constipation,  that  frequently 
his  stools  had  been  black  in  color. 

d'he  past  historv  was  negative  except  for  an  ex- 
ploratory laparotomy  in  1941  following  a stab 
wound  in  the  right  hypochondrium.  A small  lacera- 
tion of  one  of  the  circular  veins  and  a laceration 
about  1 Yz  inches  in  length  on  the  left  upper  side 
of  the  right  lobe  of  the  liver  were  found.  The 
laceration?  ^^'ere  repaired  and  thorough  exploration 
at  that  time  had  revealed  no  other  injuries. 

I'he  family  history  was  noncontributory. 


When  seen,  the  patient  was  slightly  dyspneic  and 
pale  but  hang  quietly  in  bed.  The  skin  was  rather 
dry  and  cold.  'I'he  abdomen  was  somewhat  soft, 
with  extreme  tenderness  over  its  entire  area,  more 
pronounced  on  the  left.  There  was  no  definite  re- 
bound tenderness. 


CLINICAL  LABORATORY  FINDING 


Urinalysis — 

8-6-45 
Voided  spec. 
Amber 
1.022 
Neo.  alb. 

Trace — suqar 
Neo.  acetone 
1 nius  pus 
Occ.  sq.  epith. 


8-7-45 
Voided  spec. 
Amber 
1.015 
Acid 

Neq.  alb. 

Neq.  suqar 
A - 6 pus 
Occ.  sq.  epith. 
Some  mucus 


8-17-45 
Voided  spec. 
Amber 
1.013 
Acid 

N«n.  alb. 

Neq.  sugar 
® - 10  pus 
Occ.  sq.  epith. 
1 plus  mucus 


Blood  Counts — 


8-4-45 

8-4-45 

8-5-45 

8-6-45 

8 8-45 

8-12-45 

8-17-45 

Hemoglobin 

72 

65 

60 

51 

58 

57 

75 

Erythrocytes 

4.  5 

3.  6 

3.  2 

3.  1 

2.  9 

2.  7 

3,  9 

Leukocytes 

18.30n 

12.700 

8.600 

6.900 

12.700 

14.000 

19,000 

Color  index 

0.80 

0.88 

0 9 

0 83 

1.0 

1.01 

0.9 

Lymphocytes 

11 

11 

21 

38 

17 

18 

20 

Monocytes 

1 

4 

‘ 

Neut.  stab. 

3 

8 

10 

5 

Neut.  seg. 

89 

88 

75 

59 

75 

70 

75 

Normoblasts 

9 

Eosinophils 

2 

Hematocrit — 

8 4.45 

8-6-45 

8-6-45 

8-8-45  8-11-45 

38 

26 

28 

30 

30 

Blood  Serology  8-6-45 — 

Kline  Exc.  Negative 
Mazzini  Negative 


X-RAYS 


8-5-45:  Abdomen,  upright  and  two  flat  plates:  "There  is  a 
moderate  dilatation  of  the  large  and  the  small  bowel  with  air. 
This  is  due  to  an  ileus." 

8-6-45:  Abdomen:  "There  is  less  air  in  the  large  bowel,  as  well 
as  the  distal  loops  of  the  small  bowel." 

8-8-45:  Portable  x-ray  of  chest:  'There  is  congestion  in  each 

hilus,  with  edema  of  the  left  lung." 


The  patient  was  in  severe  shock  and  was  treated 
with  blood  plasma  and  intravenous  fluids.  He  refused 
Wagensteen  suction.  After  twenty-four  hours  his 
general  condition  improved  gradually.  However, 
the  hematocrit  reading  and  blood  count  indicated 
that  apparently  some  bleeding  w'as  still  going  on. 

After  routine  preparation  the  patient  was 
operated  upon  August  6,  1945,  exploration  being 
done  through  a left  upper  rectus  incision.  There 
were  old  adhesions  between  the  omentum  and  parie- 
tal peritoneum.  A large  amount  of  liquid  dark 
brown  blood  was  encountered  in  the  abdom’nai 
cavity,  and  a few  recent  blood  clots  were  found  in 
the  region  of  the  spleen.  \ small  tear  about  3 cm. 
long  was  present  in  the  hilus  of  the  spleen  and  active 
bleeding  from  this  area  started  soon  after  explora- 
tion. The  spleeji  apparently  was  of  normal  size 
and  consistency. 
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Splenectomy  was  carried  out  in  the  routine  way. 
During  the  operation  blood  transfusions  ( 50U  cc.), 
vitamin  K,  ind  adrenalin  cortex  had  to  be  given 
supportively.  'I'he  patient  made  an  uneventful  re- 
covery and  was  discharged  on  August  17,  1945. 

REPORT  OF  PATHOLOGIST 

“Spleen  8.5  by  6 by  2 cm.  weighing  83  grams. 
'J'he  hilar  surface  is  parti)  covered  by  clots.  There 
is  a transverse  tear  present  near  the  hilum  measuring 
3 cm.  Near  that  area  a subcapsular  hematoma  is 
present  involving  a quarter-sized  area.  On  section 
beneath  the  tear  midtiple  ruptures  of  the  pulpa  are 
seen  containing  clotted  blood.  Splenic  tissue  is  pale, 
brownish-red,  not  softened,  follicles  not  visible. 

“Follicles  and  pidpa  are  of  normal  appearance. 
'Fhe  arterioles  are  partly  thickened  and  hyalinized. 
In  the  area  of  the  rupture  evidence  of  a recent 
hemorrhage  is  present. 

“Diagnosis;  Rupture  of  splenic  parenchyma  with 
small  tear  at  hilum ; moderate  arteriolarsclerosis  of 
the  spleen. 

W.  Putschar,  .M.  D.” 

Case  2.  — .-\75585,  R.  T.,  a white  male,  mar- 
ried, age  21 , was  admitted  to  the  Charleston  General 
Hospital,  August  24,  1945,  complaining  of  sore 
throat.  He  had  been  sent  in  from  the  Kanawha 
County  Jail.  He  stated  that  he  had  had  nose  and 
throat  irritation  for  two  or  three  weeks  and  that  the 
cold  had  become  worse  during  the  last  week.  He 
stated  on  the  day  of  admission  to  the  hospital  that 
he  had  chills  and  fever.  He  had  no  complaint  of 
either  pain  or  tenderness. 

'Fhe  past  history  and  the  family  history  were  non- 
contributory. 

Physical  examination  on  admission  showed  the 
temperature  to  be  103  I.,  pulse  96,  blood  pressure 
115  systolic  and  70  diastolic,  and  respiration  18. 
The  throat  had  apparently  been  painted  with  some 
colored  antiseptic;  therefore,  the  degree  of  inflam- 
mation could  not  be  definitely  established.  I he 
tonsils  were  markedly  enlarged,  with  yellow  exudate 
on  the  left.  Almost  half  of  the  throat  was  occluded 
by  the  tonsils  and  there  was  edema  of  the  pharynx. 
The  lymph  glands  of  the  neck  were  bilaterally  en- 
larged and  tender.  There  was  some  tenderness  in 

O 

the  left  side  of  the  upper  abdomen  but  no  spasm  or 
ligidity.  The  spleen  coidd  be  palpated.  No  other 
pathological  findings  were  present. 


CLINICAL  LABORATORY  FINDING 


,-8-2745 

Blood  Count — 

8-24-45 

8-27-45 

Voided  vp. 

Hemoglobin 

91 

80 

1.020 

Erythrocytes 

5,  3 

4.  2 

Neg.  alb. 

Leukocytes 

15,600 

22,900 

Neg.  sugar 

Color  index 

0.85 

0.97 

Occ.  pus 

Lymphocytes 

74 

74 

Occ.  sq.  epith. 

Neut.  seg. 

24 

20 

Metamyelocyte 

1 

Promyelocyte 

1 

Mono. 

3 

Neut.  stab. 

2 

Hematocrit  8-27-45  8-27-45  Blood  Chemistry  8-27-45 

40  30  (2:00  p.  m.)  Sulfadiazine  9.5 

Blood  Serology  8 25-45 

Kline  — Negative 
Mazzini  — Negative 
Kolmer  Wass.  — Negative 

Tile  patient  was  admitted  to  the  Dep.'irtment  of 
Otolaryngology  and  a diagnosis  of  acute  follicular 
tonsillitis  and  cervical  adenitis  made.  He  was 
treated  with  sulfadiazine  and  soda  bicarbonate  by 
mouth,  sulfathiazole  gum,  aspirin  and  hot  saline 
gargles. 

Suddenly,  on  .August  27,  1945,  about  9:00  a.  m., 
while  the  patient  was  gargling,  he  experienced  a 
sharp  pain  in  the  epigastrium.  He  stated  that  he 
fainted  following  this  attack  of  pain.  He  also  had 
pain  in  the  left  and  right  hypochondrium  and  pain 
in  both  shoulders. 

On  examination  the  skin  was  cold  and  clammy. 
The  pulse  w'as  rapid,  regular,  but  of  very  pmir 
quality.  The  abdomen  W'as  soft  but  there  was 
marked  tenderness  and  rebound  tenderness  in  the 
epigastrium  and  in  both  flanks.  .According  to  state- 
ments made  by  the  nurse  and  the  intern  the  patient’s 
general  condition  had  apparently  improved  some- 
what since  the  attack  of  pain. 

The  most  likel)’  diagnosis  w.is  spontaneous  rup- 
ture of  the  spleen.  Possible  perforation  of  a peptic 
ulcer,  or  a septic  arterial  thrombus  had  to  be  ex- 
cluded. The  patient’s  general  condition  was  very 
poor  at  the  time  of  examination  and  it  was  thought 
advisable  to  observe  bim  closely  and  treat  him  for 
shock. 

He  was  transferred  to  the  surgical  service,  the 
sulfadiazine  discontinued,  and  penicillin,  30,000 
units  ever)-  three  hours,  started.  He  was  given  250 
cc.  of  blood  plasma  immediately,  followed  by  500  cc. 
of  blood.  Hykinone,  2 ampules  intravenously,  was 
given  and  W'^angensteen  suction  instituted.  The 
patient  was  prepared  for  surgery.  Blood  pressure 
and  pulse  were  to  be  recorded  every  half  hour  and 
close  observation  of  the  patient  was  advised.  Hema- 
tocrit was  ordered. 

.At  2:30  p.  m.  of  the  same  day  the  patient  ap- 
parently experienced  continued  internal  hemorrhage. 
He  became  cyanotic,  had  extreme  pain  in  the  left 
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upper  quadrant  of  the  abdomen,  and  had  the  ap- 
pearance of  being  in  deep  shock.  Five  cc.  of  adrenal 
cortex  was  given  immediately,  morphine  sulphate, 
grains  1/6,  was  given  and  an  ice  cap  was  applied 
to  the  epigastrium.  An  additional  500  cc.  of  blood 
was  started.  At  ^his  time  the  blood  pressure  was  not 
obtainable. 

Towards  evening  the  patient’s  general  condition 
improved  so  that  an  exploratory  laparotomy  could  be 
undertaken.  His  blood  pressure  was  about  90 
systolic  and  60  diastolic;  his  pidse  about  110  and 
of  fair  quality. 

Under  cyclopropane  anesthesia  the  abdomen  was 
explored  through  a left  upper  rectus  incision.  A 
large  amount  of  brownish  liquid  blood  and  large 
blood  clots  were  encountered.  The  spleen  was  en- 
larged to  about  four  or  five  times  its  normal  size 
and  was  friable  and  soft.  The  internal  bleeding 
apparently  came  from  this  source.  Removal  of  the 
spleen  was  rather  difficult  but  was  carried  out  in 
the  routine  manner. 

During  the  operation  the  patient  received  500  cc. 
of  blood,  500  cc.  of  blood  plasma,  vitamin  K 1 cc., 
and  50,000  units  of  penicillin  intravenously.  He 
stood  the  operation  fairly  well.  Toward  the  end 
of  the  operation  his  pulse  became  stronger  and  the 
blood  pressure  was  obtainable  and  recorded  as  120 
systolic  and  80  diastolic.  He  was  returned  to  the 
ward  in  fair  condition  and  placed  in  an  oxygen  tent. 

REPORT  OF  PATHOLOGIST 

“Extirpated  spleen  20  by  9 to  11  by  3 cm. 
and  weighing  570  grams.  There  has  been  exten- 
sive hemorrhage  beneath  the  capsule.  There  are 
multiple,  mostly  horizontal  ruptures,  especially  on 
the  upper  pole  and  near  the  posterior  margin.  In 
large  areas  the  capsule  is  missing,  especially  near  the 
lower  pole.  On  section  the  tissue  is  dark  greyish 
red,  moderately  soft,  with  somewhat  indistinct 
follicles.  In  addition  to  the  above,  dark  red  clots 
altogether  forming  a mass  14  by  7 by  2 cm.  were 
present. 

“Lymph  follicles  are  very  large  and  indistinct. 
There  are  no  germinal  centers  present.  Pulpa  is 
partly  hyperemic,  partly  anemic.  There  is  a mod- 
erate amount  of  lymphatic  infiltration.  Besides  this 
many  eosinophils  are  present,  as  well  as  plasma  cells. 
It  is  believed  that  this  is  an  early  lymphatic  leukemia. 

Diagnosis;  Spleen  with  multiple  ruptures  and 
early  lymphatic  lukemia. 

W.  Putschar,  M.  D.” 


The  patient  had  an  uneventful  piostoperative 
course  and  was  discharged  in  good  general  condi- 
tion September  7,  1945. 

SUMMARY  AND  CONCLUSIONS 

1 . A brief  review  of  the  embryology,  anatomy 
and  physiology  of  the  spleen  is  given. 

2.  The  s\  mptomatology  and  the  diagnosis  are  dis- 
cussed. The  difficulty  of  early  correct  diag- 
nosis is  pointed  out,  explaining  the  relatively 
high  mortalitv  rate  encountered  in  the  review 
of  the  literature. 

3.  In  quite  a few  of  the  cases  reported  as  spon- 
taneous rupture  of  the  speen,  minimal  injuries 
may  have  been  inflicted  on  the  spleen  follow- 
ing coughing,  sneezing,  bending,  or  lifting. 
Change  of  the  nomenclature  is  therefore  sug- 
gested. “Atraumatic”  or  “nontraumatic” 
rupture  of  the  spleen  probably  would  be  the 
more  logical  name. 

4.  An  analytical  review  of  the  literature  on 
spontaneous  rupture  of  the  normal  and  abnor- 
mal spleen  is  given. 

5.  Two  of  our  own  cases  of  spontaneous  rupture 
are  reported,  one  of  an  abnormal  spleen,  the 
other  of  a normal  one. 

6.  Immediate  surgical  intervention  is  the  only 
rational  treatment. 


REFERENCES 

1.  Susman,  M.  P. : Spontaneous  Rupture  of  the  Spleen. 
Brit.  J.  Surg..  15:47  (July)  1927. 

2.  Ledderhose.  G..  In  Billroth.  C.  A.,  and  Luecke. 
G.  A.:  Deutsche  Chirurgie,  Stuttgart,  1890*  pt.  45b, 
p.  147. 

J.Whol  M.  G.:  Spontaneous  Rupture  of  the  Spleen. 
Ann.  Surg.,  82:246  (Aug.)  1925. 

4.  Atkinson.  E. : Death  from  Idiopathic  Rupture  of 
the  Spleen.  Biit.  M.  J.,  2:403,  1874. 

5.  Skerritt.  E.  M. : Spontaneous  Rupture  of  the  Spleen. 
Brit.  M.  J..  1 :641,  1878. 

6.  Shorten,  W.  W. : Apparent  Spontaneous  Rupture 
of  a Normal  Spleen.  Brit.  M.  J..  2 844,  (Dec.  27) 
1919. 

7.  Connors.  J.  F.:  Ruptured  Spleens.  Ann.  Surg., 

74:1,  (July)  1921. 

8.  Metcalfe.  R.  F.,  and  Fletcher,  L.  Z. : Ruptured 
Spleen.  Ann.  Surg.,  75:186,  (Feb.)  1922. 

9.  Capecchi,  E.:  Spontaneous  Rupture  of  the  Spleen. 
Policlinico  (sez.prat.)  32-665,  (May  1 1)  1925. 

10.  Stretton.  J.  L. : Abnominal  Cases  Illustrating  Im- 
portant Surgical  Principles.  Brit.  M.  J.,  1:901. 
(May  29)  1 926. 

11.  Rhame.  J.  S.:  Spontaneous  Rupture  of  the  Spleen 
with  Venous  Thrombosis.  Ann.  Surg.,  88:212, 
(Aug.)  1928. 

12.  Underwood.  W.  E.;  Spontaneous  Rupture  of  the 
Spleen.  Brit.  W.  J..  1:1118,  (June  22)  1928. 

13.  Stockard,  C.  R.:  The  Trend  of  Morphology. 

Science,  69:363,  (Apr.  5)  1929. 


October  y 1946 


The  West  Virginia  Medical  Journal 


255 


14  Harvey  T.  W..  Jr.:  Spontaneous  Rupture  of  the 
' Spleen.  J.A.M.A..  9J:987.  (Sept.  28)  1929. 

15.  Bailey.  H.:  Spontaneous  Rupture  of  the  Normal 
Spleen.  Brit.  J,  Surg.,  17  :417,  (Jan.)  1930. 

16.  Byford,  W.  H.:  Spontaneous  Rupture  of  the  Normal 
' Spleen.  Arch.  Surg..  20:232,  (Feb.)  1930. 

17  Nixon.  P.  I.:  Spontaneous  Rupture  of  the  Normal 
' Spleen.  J.A.M.A..  96:1767,  (May  23)  1931. 

18.  Black,  J.  M.:  Spontaneous  Rupture  of  the  Spleen. 
Brit.  J.  Surg.,  20:526.  (Jan.)  1933. 

19.  Dardi'ski.  V.  J.:  Spontaneous  Rupture  of  an  Ap- 

parently Normal  Spleen.  J. A.M.A.,  99  : 83  1 , (Sept. 
3)  1932.  , , 

20.  Nobel.  E..  and  Wagner,  R.:  Die  Thrombose  and 
Phlebitis  der  Wiizvene  in  Kindersalter  (Wilz- 
vencstenose) . Ergebn.  d.  inn.  Med.  u.  Kmderk, 
45:1.  1933. 

21  Kaspar  M.:  Ein  Eall  von  Spon'anruptur  der  ges- 
unden  Milz.  Beitr,  z.  klin.  Chir,  156:97,  1932 

2 2 H.’lliwell.  A.  C. : Spontaneous  Rupture  of  Normal 

Spleen.  Brit.  M.  J.,  1:919.  (May  27)  1933. 

23.  Abell.  I.:  Wandering  Spleen  with  Torsion  of  the 
Pedicle.  Ann  Surg.,  98:722,  (Oct.)  1933. 

24.  Smith,  A.  H.  D.,  Morrison.  W.  J.:  and  Sladden, 
A F.:  Spontaneous  Rupture  of  the  Spleen  in  a 
Pregna't  Woman.  Lancet.  1 :694,  (April  1 ) 1933. 

25.  Lundell,  G.:  Ueber  spontane  Milzruptur.  Acta 
chir.  Scandinav.,  75:547,  1934. 

26.  Dahle.  M.:  Rupture  von  normaler  Milz  ohne 

bekannte  Ursache-Spontanruptur.  Acta  chir. 

Scandinav.  75:519.  1934. 

27.  Basso,  R.:  Rottura  spontanea  della  milza  ncl  decorso 
di  un'angina.  Gior.  veneto  di  sc.  med.,  8:275, 
(March)  1934. 

28.  Burnett.  E.  C.,  and  McMenemey.  W.  H.:  Rupture 
of  the  Normal  Spleen  in  Pregnancy.  Brit.  M.  J., 
1 :1  122,  (June  1)  1935. 

29  Young,  R.  D.:  Spontaneous  Rupture  of  a Normal 
'spleen.  Ann.  Surg..  1 01  : 1 389.  (June)  1935. 

30.  Vance,  B.  M.:  Subcutaneous  Injuries  of  the  Abdomi- 
nal Viscera:  Anatomic  and  Clinical  Characteristics. 
Arch.  Surg.,  16:631,  (March)  1928. 

31.  Trendelenburg,  in  Discussion  on  Finsterer,  H.:  Zur 
Diagnose  and  Therapie  der  Stumpfen  Bauchverlet- 
zu"'gen.  Wien.  med.  Wchnschr.,  68:1217,  1918. 

32.  Wright,  L.  T.  and  Prigot,  A.:  Traumatic  Sub- 
cutaneous Rup'ure  of  the  Normal  Spleen.  Arch 
Surg..  39:55  1,  1939. 

3 3.  Die  Morphologic  der  Missbidungen  des  Merschen 

und  der  Tier.  Part  111.  Die  Einze  Missbildungen. 
Chapter  11-12  Die  Entwicklungsstoeringen  der  Milz. 

34.  MacDonald,  R.:  Blood  Changes  Eollowing  Splenec- 
tomy. Am.  J.  Surg.,  23:514,  1934. 

35.  Mann,  F.  C. : Functions  of  the  Spleen,  Indiana 

Univ.  Seminar,  (March)  1932. 

36.  Meindoe,  A.  H.:  Delayed  Hemorrhage  Following 
Traumatic  Rupture  of  the  Spleen.  Brit.  J.  Surg., 
20:249,  1932. 

37.  Penberthy,  G.  C.,  and  Cooley,  T.  B.:  Results  of 
Splenectomy  in  Childhood.  Ann.  Surg.,  102:645, 

1935. 

38.  Pfeiffer.  D.  B.  and  Smyth,  C.  M.:  Late  Results  of 
Splenectomy  for  Traumatic  Rupture  of  the  Spleen. 
Ann.  Surg.,  80:562,  1924. 

3 9.  Susman.  M.  P,:  Spontaneous  Rupture  of  the  Spleen. 
Brit.  J.  Surg.,  15:47.  1927. 

40.  Kupperman,  Von  W.:  Nebenmilzen  nach  Trauma- 
tische  Milzrupture.  Zentralbl.  f.  Chir.,  63:3601, 

1936. 

41.  Wollstein,  M.  and  Kreidel,  K.  V.:  Blood  Picture 
after  Splenectomy  in  Children,  Am.  J.  Dis  Child., 
5 1 :765,  1936. 

42.  Zuckerman,  C.  and  Jacobi,  M.:  Spontaneous  Rup- 
ture of  the  Normal  Spleen.  Arch.  Surg.,  34:917, 

1937.  and  Rankin,  L.  M. : Rupture  of  the  Spleen 
from  Muscular  Action.  Am.  J.  Surg.,  45:598, 
1939. 


43.  Bier,  A,,  Braun,  H..  and  Kummell,  H. : Bd.  3, 

P.  565.  Operationslehre.  Leipzing,  1923,  Barth. 

44.  Callender,  C.  L.;  Surgical  Anatomy,  Philadelphia, 
1939.  W.  B.  Saunders  Co. 

45.  Burke,  W.  F.  and  Madigan,  J.  P. : The  Roent- 
genologic Diagnosis  of  Rupture  of  the  Liver  and 
Spleen  as  Visualized  by  Thorotrast,  Radiology, 
21:580,  1 933. 

46.  Conners,  J.  F. : Ruptured  Spleens,  So'^ntancous  and 
Subcapsular.  Am.  J.  Surg.,  73:1,  1921. 

47.  Da  Costa,  J.  C.:  Textbook  of  Modern  Surgery. 
10th  ed.,  Philadelphia,  1933.  W.  B.  Saune'ers  Co. 

48.  Dodd,  H. : Rupture  of  the  Spleen  after  Trifling 
Mishaps.  Two  Cases.  Brit.  M.  J.,  3858:1094, 

1934. 

49.  Dretzka,  L.:  Rupture  of  the  Spleen:  A Report  of 
27  Cases.  Surg.,  Gynec.  W Obst.,  5 1:258.  1930. 

50.  Gardiner,  R.:  Delayed  Hemorrhage  from  Ruptured 
Spleen.  Brit.  M.  J..  3869:416,  1935. 

51.  Hitzrob,  J.  M.:  The  Effects  of  Splenectomy  on  Nor- 
mal Individuals  and  in  Certain  Pathological  Condi- 
tions. Ann  Surg.,  69:543,  1918. 

52.  Hunter.  E.  A.:  Traumatic  Rupture  of  the  Spleen 
with  Delayed  Hemorrhage.  Brit.  M.  J.,  3892:256, 

1935. 

5 3.  Holman,  E.:  Significance  of  Temporary  Elevation 
of  Blood  Pressure  Following  Splenectomy,  with 
Particular  Reference  to  Role  of  Spleen  as  Regulator 
of  Circulation.  Surgery.  1:688,  1937. 

54.  Johnson.  P. : Autotransfusion  in  Traumatic  Rupture 
of  the  Spleen.  West  Virginia  M.  J.,  36:127,  1940. 

55.  Barcroft,  J.,  et  al.:  Rhythmical  Contractions  of  the 
Spleen.  J,  Physiol.,  74:294-298,  1934. 

56.  Best,  C.  H.  and  Taylor,  N.  B. : The  Physiological 
Basis  of  Medical  Practice.  Chapter  VIIL  P.  83. 
Baltimore,  1937.  Wm.  Wood  Co. 

57.  Dodd,  H. : Rup*^ure  of  the  Spleen  after  Trifling 
Mishaps.  Brit,  M.  J.,  3858:  1094,  1934. 

58.  Muller.  J.  X.:  Die  Traumatische  Spatblutung  der 
Milz.  Beitr.  z.  Klin.  Chir..  171:  376-41  1,  1940. 
Quoted  by  Zabinski  and  Harkins. 

59.  Orator.  Zweizeitige  Milzrupturen.  Zentralbl.  f. 
Chir.,  66:  2121-2124,  1939.  Quoted  by  Zabinski 
and  Harkins. 

60.  Roettig,  Louis  C.,  Nausbaum.  W.  D.,  and  Curtis, 
George  M.:  Traumatic  Rupture  of  the  Spleen.  Am. 
J.  Surg.,  59:  292-319,  1943. 

61.  Stetton,  J.  Lionel:  Abdominal  Cases  lllustra'^ing 
Important  Surgical  Principles.  Brit.  M.  J.,  1:901, 
1926. 

62.  Zabinski.  Edward  J..  and  Harkins.  Henry  N. : 
Delayed  Splenic  Rupture,  a Clinical  Syndrome  Eol- 
lowing Trauma.  Arch.  Surg.,  46:  186-213,  1943. 

63.  Bailey,  Hugh  A.,  and  Schreiber,  Samuel  L.:  De- 
layed Rupture  of  the  Spleen.  Am.  J.  Surg.,  Vol. 
LXVI.  No.  1,  (October)  1944. 

64.  Gunnar.  Lundejl:  Ueber  Spontane  Milzruptur. 

Acta.  chir.  Scandinav.,  Vol.  75,  1934. 

65.  Magnus,  Dahle:  Ruptur  von  Normaler  Milz  ohne 
bekannte  Ursache-Spontanruptur.  Acta  Chir. 
Scandinav.,  Vol.  75,  1934. 

66.  Kaspar,  Max:  Ein  Fall  von  Spontanruptur  der 

gesunden  Milz.  Beitr.  z.  Klin.  Chir.  Vol.  156, 
1932. 

67.  Nobel,  E.,  and  Wagner,  R.:  Die  Thrombose  and 
Phlebitis  der  Milz,  im  Kindesalter.  Ergebn.  d. 
Inn.  med.  u.  Kinderh.,  Vol.  45,  1933. 

68.  Lubarsch,  O. : Henke-Lubarsch's  Handbuch  der 

Spez.  Patholog.  Anatomie  and  Pathologie,  Band 

I,  Teil  2. 

69.  Lange,  W.:  Ueber  Spontanrupturen  der  Milz.  Diss. 
Berlin,  1927. 

70.  Grey,  Henry:  Anatomy,  Descriptive  and  Surgical 
Philadelphia,  1905.  Lea  Brothers  CJ  Co. 

71.  Roettig,  Louis  C.,  Curtis,  George  M,,  and  Nusbaum, 
W.  D. : Traumatic  Rupture  of  the  Spleen.  Am. 

J.  Surg.,  Vol.  59.  1943. 


2S6 


The  West  Vircunia  Medical  Journal 


October,  1946 


7 2.  Berger,  I;.:  Quoted  by  Dardinski.  Sajous’s  Analytic 
Cyclopedia  of  Practical  Medicine  Philadelphia. 
P,  A.  Davis  Co.  SAOC  1901. 

7 5.  Attlee,  \V.:  Spontaneous  Rupture  of  an  Abnormal 

Spleen.  Lancei.  1:291,  1952. 

”4.  Geill.  C. : \ rtljschr.  f.  gerichtl.  med.,  1 8205.  1899. 

75.  Bciger.  E.:  Quoted  by  \'ance,  Arch.  f.  Klin.  Chir.. 

68-768.  1902. 

76.  Kellner.  Aaron.  Hochstein.  Elliott,  a^d  Tillman. 

A J.  B : Spcntanecus  Rupture  of  the  Spleen  in 

Malaria.  J.  A.  M.  A..  128:17.  (Aug.  25)  1 945. 

77.  De  Saran.  G.  S.  W . and  Townsend.  R.  F.:  Spon- 

tanc'  us  Rupture  of  the  Spleen  in  Malignant  Tertian 
Malaria.  Lancet.  1:584.  (May)  1945. 

78.  Z egPr.  E E.:  Infect  ous  .Mononucleosis:  Report  of 
a Fatal  Case  wi  h Autopsy.  Arch.  Path..  57:1  96. 
1944, 

79.  King.  R.  B.:  Spontaneous  Rupture  of  the  Spleen 
in  Mononucleosis.  New  England  J.  Sled.,  224: 
1058,  1941. 

80.  Fricsleben.  M.  : Splenectomy  for  Spontaneous  Rup- 
ture. Dcut  die  Zeitschr.  f.  Chir..  175:45.  1 922. 

81.  Doan,  C.  A.  and  Wright.  Claude-Starr : Blood. 

Vol.  1..  No.  1,  10:26.  (Jan.)  1 946. 

82.  Bailey,  Himilri.n:  Traumatic  Rupture  of  the  Spleen. 
Brit.  J.  Surg  . 15:40-46.  1927. 

8 5.  Blocker.  T.  G..  Traumatic  Rupture  of  the  Spleen. 

Teecas  State  J.  Med..  55:  478-485.  1 959. 

84.  F*onfield.  J.  P. : Rup  ure  of  the  Spleen.  CanaJ. 
M.  A.  J..  56:  290-291.  1 957. 

85.  Bronaujh,  W. : Traumatic  Rupture  of  the  Spleen: 
Case  Showing  Delayed  Rupture  with  Operation  and 
Recovery.  W'est  Virginia  M.  J.,  3 1:  363-367, 
1 935. 

86.  Butler,  E 'mund.  and  Birnbaum.  William:  Trau- 
matic Rupture  of  the  Spleen.  California  8 Western 
Med.  46:  407-409.  1938. 

87.  Delannoy.  E.:  Rupture  de  la  rate  avec  hemorragie 
retardee.  .Mem  Acad,  de  chir.,  65:  279-286.  1 939. 
Quoted  bv  Zabinski  and  Flarkins. 

88.  Henderson.  Frances  f*. : Traumatic  Splee"s.  Report 
of  Case  History  With  Discussion  and  Summarv. 
Bos-on  M.  b S.  J..  1 85:  599-602,  1 920. 

89.  Mazcl.  M.  S.:  Traumatic  Rupture  of  the  Spleen. 
Illinois  M.  J..  62:  170-1  75.  1 952, 

90.  McCar.ney.  J.  S.:  Quoted  by  Roettigg  et  al. 

91.  Pruestow.  Charles  B. : Traumatic  Rupture  of  the 
Spleen  with  Delayed  Hemorrhage.  Surg.  Clin.  North 
America.  20:  195-205,  1 940. 

92.  Webb.  R.  C.:  Traumatic  Rupture  of  the  Normal 
Spleen  with  Delayed  Hemorrhage.  Case  Report. 
Minnesota  Med..  22:  505-506,  1 959, 


STRABISMUS 

Few  diseases  lead  to  blindness  in  the  early  years 
of  life,  meningitis  and  other  blood  borne  infections 
only  rarely  giving  rise  to  involvement  of  the  eyes. 
The  greatest  loss  of  vision,  while  not  leading  to 
blindness,  but  to  great  reduction  of  sight  in  one 
eye,  is  strabismus.  It  is  frequently  difficult  to  make 
parents  understand  that  the  chief  problem  in  the 
treatment  of  this  condition  is  the  conservation  and 
development  of  vision,  the  cosmetic  defect  being  a 
poor  second  in  importance.  Only  by  forcing  the 
use  of  the  deviating  eye  can  sight  be  developed. 
This  may  occasionally  be  accomplished  by  blurring 
the  straight  (fixing)  eye  with  atropine,  slightly 
more  often  by  the  use  of  occluders  of  one  type  or 
other,  but  infinitely  more  satisfactory  by  cover- 
ing the  fixing  eye  with  a complete  adhesive  type 
dressing.  The  latter,  treatment  results  in  the  de- 
velopment of  good  sight  in  a very  short  time  in 
young  children,  but  requiring  correspondingly 
longer  time  with  increasing  years. — Eugene  M. 
Blake,  M.  D.,  in  Conn.  St.  Med.  J. 


HERNIA* 

By  JOHN  E.  CANNADAY,  M.  D. 

Charleston,  West  Virginia 

I'liere  arc  infinite  varieties  and  classifications  in 
connection  with  the  complex  subject  of  hernia. 
However,  I assume  that  a brief  review  of  the  more 
fret|uentlv  seen  tvpes  would  be  of  more  general 
interest. 

CAUSES  OF  INGUINAL  HERNIA 

Indirect  Hern'ui. — This  condition  is  thought  to  be 
due  primarily  and  solely  to  the  persistence  in  whole 
or  in  part,  of  the  embrvonic  structure  known  as  the 
processus  vaginalis  testis,  as  no  other  developmental 
defect  regularlv  accompanies  this  type  of  inguinal 
hernia.  Incidentally,  no  one,  so  far  as  I can  learn, 
has  offered  any  proof  that  any  amount  of  force  or 
trauma  can  pioduce  a protrusion  of  this  type.  The 
chief  evidence  on  which  this  statement  is  based  lies 
in  the  constant  position  and  attachment  of  the  hernial 
sac  with  reference  to  the  cord  structures.  This 
sac  lies  in  the  middle  of  the  cord,  immediately 
anterior  to,  and  in  direct  apposition  with,  the  vas 
dejerens,  and  is  covered  by  the  cremasteric  and 
internal  spermatic  fascial  layers.  An  areolar  type 
of  connective  tissue  binds  the  sac  to  the  other  com- 
ponents of  the  cord.  Unless  modified  bj'  pressure 
or  inflammation  these  anatomical  findings  do  not 
change.  Thev  are  too  constant  to  be  the  result 
of  an  accidental  rupture  through  the  abdominal  wall 
and  can  be  explained  only  on  the  basis  of  the  per- 
.sistence  of  a normal  embryological  structure. 

.Although  the  imlividual  has  a congenital 
peritoneum  lined  process  communicating  with  the 
peritoneal  cavit\  and  extending  into  the  inguinal 
canal,  it  is  possible  for  the  sac  to  remain  empty 
throughout  life,  the  internal  sphincter  preventing  the 
entrance  of  bowel  or  omentum.  However,  in  such 
a case  hernia  may  develop  more  or  less  suddenly 
following  strain  or  injury.  In  other  words,  the 
stage  has  been  .set  from  birth  so  that  when  exactl)' 
the  right  conditions  coincide  the  hernia  may  develop 
rathei'  suddenly,  associated  with  pain,  or  very 
gradualff-  and  painlessly,  in  which  event  the  inner 
ring  enlarges  slowly  and  gradually,  after  which  the 
continued  pressure  of  intestine  or  omentum,  or  both, 
plus  obesity  in  many  cases,  slowly  but  surely  en- 
larges not  only  the  hernial  sac  but  often  the  size 
of  the  internal  ring  .so  that  the  contents  piston  back 
and  forth  without  interference. 

''Presented  beforp  the  79th  annual  meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  Huntington,  May  15,  1946. 
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h Lirtlieniiore,  in  cases  of  old,  large  hernias,  alscj 
in  cases  in  vvhicti  tlie  jiatient  wears  a truss  for  any 
great  length  of  time,  ati'oph)  ina\  ensue  from  pro- 
longed stretchimi  as  well  as  from  jiressure  so  that 
eventually  the  conditions  present  may  be  somewhat 
similar  to  those  found  in  a direct  hernia. 

Direct  Hernia. — This  type  begins  in  a manner 
very  different  from  the  indirect  variety.  It  also 
is  baseil  on  a congenital  anomaly  of  development 
that  is,  however,  (|uite  different  from  that  which 
has  to  do  with  the  causation  of  indirect  hernia,  the 
predisposing  cause  often  being  weakness  or  absence 
of  the  lower  fibers  of  the  internal  oblique  muscle. 
If,  in  addition  to  the  muscular  defect  such  as  the  one 
just  mentioned,  the  transversus  structures  prove  to 
be  inadequate,  direct  hernia  will  result,  usually  in 
the  shape  of  a broad,  bulging  defect.  .After  opera- 
tive repair  this  type  of  hernia  occasionally  recurs. 

TREATMENT 

A word  of  warning  about  the  treatment  of 
strangulated  hernia.  Do  not  use  force.  Elevate 
the  hips,  place  the  legs  in  a position  of  relaxation,  or 
even  bring  about  complete  relaxation  by  general  or 
spinal  anesthesia,  lower  the  rest  of  the  body,  after 
which  spontaneous  reduction  may  take  place.  But 
do  not  use  force  under  any  circumstances.  In  case 
spontaneous  reduction  does  not  occur,  prepare  for 
an  emergency  operation,  and  if  the  bowel  has  been 
firmly  incarcerated  in  the  sac  for  any  great  length  of 
time,  be  prepared  to  do  a bowel  resection  if  indicated. 
Unfortunately,  I have  had  the  opportunity  of  seeing 
the  disastrous  results  following  the  use  of  ap- 
parently very  moderate  force  in  attempts  at  reduc- 
tion, the  sac  containing  blood,  the  intestine  also 
showing  marketl  evidence  of  trauma. 

'I'he  logical  treatment  of  indirect  inguinal  hernia 
obviously  would  be  the  removal  of  the  sac  plus  the 
narrowing  of  the  ring  to  its  normal  size.  When 
dealing  with  the  sac,  after  freeing  it  from  its  at- 
tachments to  the  cord,  it  is  opened  for  reduction  of 
contents,  and  inspection.  In  the  interest  of  safet)' 
and  especiall)’  in  case  the  base  is  at  all  wide,  we 
usually  close  the  sac  with  sutures  applied  from  the 
inside. 

On  the  other  hand,  when  dealing  with  direct 
hernia,  we  have  a protrusion  through  an  over- 
stretched fascial  wall.  Here  is  indicated  the  repair 
of  the  opening  in  the  fascial  Hoor,  also  its  reenforce- 
ment, made  with  a view  to  the  prevention  of  a re- 


current herniation.  It  is  believed  by  many  that 
there  is  no  advantatfc  to  !)e  gained  by  opening  the 
sac  in  cases  of  direct  hernia,  tlie  return  of  the  un- 
opened sac  to  the  abdominal  cavity  followed  by  the 
closure  and  reenforcement  of  the  opening  being  the 
better  procedure.  Exception  should,  of  course,  be 
made  in  case  the  sac  is  long  and  finger-like. 

In  dealing  with  direct  hernias  the  aponeurotic 
edges  surrounding  the  opening  should  be  carefully 
brought  together  by  interrupteil  sutures  of  a 
permanent  type,  after  which  the  area  should  be 
amply  reenforced  ami  buttressed  with  whatever 
“white  tissue”  aponeurosis  there  may  be  available 
in  the  vicinity. 

In  dealing  with  femoral  hernia  after  the  excision 
and  closure  of  the  sac,  the  portion  of  the  inguinal 
ligament  underneath,  likewise  the  whole  area,  can 
be  reenforced  by  the  use  of  the  external  oblique  as 
well  as  by  use  of  the  transversalis  aponeuroses.  The 
suturing  of  the  ischiopubic  tract  to  the  undersurface 
of  the  overlying  inguinal  ( Poupart’s)  ligament  often 
makes  the  best  and  strongest  closure. 

Rather  rarely'  an  inguinal  hernia  will  be  seen 
in  which  the  immediate  surrounding  structures  are 
so  poor  that  the  surgeon  may  feel  that  a re- 
enforcing patch  of  cutis  may  be  in  order.  This 
material  will  be  found  to  be  superior  to  fascia  lata 
in  many  ways.  Likewise,  in  case  living  suture 
material  is  desired,  cutis  strips  are  very  satisfactory. 

Incisional  Hernia. — The  majority  of  cases  of  in- 
cisional hernia  can  be  satisfactorily  repaired  after 
free  mobilization  of  the  sac  and  the  immediately 
adjacent  aponeurotic  structures  b)'  the  usual  method 
of  overlapping  and  closure  with  multiple  interrupted 
sutures  of  cotton,  stainless  steel  wire,  or  silk.  It 
may  be  advisable  in  some  of  these  cases  to  apply  a 
cutis  graft  as  a reenforcement  patch.  W'^hether  or 
not,  in  making  the  repair  of  the  abdominal  wall, 
limited  lipectomy  should  be  done,  also  as  to  the  direc- 
tion of  the  incision,  whether  the  closure  should  be 
vertical  or  transverse,  are  matters  for  the  judgment 
of  the  operating  surgeon. 

Suture  Methods. — Most  of  the  deep  sutures  are 
interrupted,  usually  about  No.  1 5 cotton  thread 
being  used  for  the  peritoneum  and  posterior  fascia. 
No.  70  or  80  for  the  subcutaneous  fat;  or  No.  30 
to  32,  or  34  to  38  alloy  stainless  steel  wire. 

Babcock's  OperatioJi  for  the  Repair  of  Inguinal 
Hernia. — F rom  among  the  various  standard  technics 
I have  selected  Babcock’s  as  a typical  example  since 
it  includes  the  better  features  of  many  of  them. 
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A transverse  incision  is  made  in  the  line  of  the 
normal  skin  lines,  centering  over  the  abdominal 
inguinal  ring.  The  aponeurosis  of  the  external 
oblique  is  split  over  the  inguinal  canal  between  the 
fibers  from  the  subcutaneous  ring  to  a point  well 
beyond  the  abdominal  ring.  The  inner  layer  of 
the  sheath  of  the  rectus  muscle  is  exposed.  The 
internal  oblique  and  transversalis  muscles  are  re- 
tracted and  the  sac  is  located.  In  case  it  is  not 
readily  found  the  peritoneum  is  incised  just  above 
the  abdominal  ring,  after  which  the  sac  can  be 
located  by  the  finger,  introduced  through  the  ab- 
dominal incision.  After  emptying  and  separating 
the  sac  from  the  cord  it  is  excised,  or  if  scrotal  and 
very  large,  or  if  of  the  congenital  type,  it  may  be 
divided  at  the  neck  and  retained.  Hesselbach’s  tri- 
angle is  reenforced  by  uniting  the  edge  of  the  rectus 
with  the  deep  layer  of  its  sheath  and  conjoined 
tendon  in  front  of  the  cord  to  the  pubic  (Cooper’s) 
ligament  along  the  edge  of  the  pubis  and  pubic 
ramus.  The  edge  of  the  deep  layer  of  the  rectus 
sheath  lateral  to  this  is  approximated  to  the  shelving 
portion  of  the  inguinal  (Poupart’s)  ligament  after 
which  the  aponeurotic  edges  of  the  internal  oblique 
and  transversalis  are  sutured  to  the  same  area.  The 
neck  of  the  sac  is  transplanted  to  a higher  level  be- 
hind the  rectus  muscle  by  carrying  the  ligature  ends 
through  the  nearby  shelving  edge  of  the  inguinal 
ligament;  after  this  the  lower  portion  of  the  inguinal 
ligament  is  drawn  over  the  previously  made  suture 
lines.  Finally,  the  aponeurosis  of  the  external 
oblique  is  brought  down  over  the  above  described 
suture  lines  and  united  below  the  inguinal  ligament 
to  the  fascia  lata  at  the  point  of  the  inner  angle. 
Stainless  alloy  steel  wire  sutures,  size  No.  30  to  38, 
interrupted  and  tied  square  knot  style,  the  ends  cut 
close,  are  used. 

In  this  operation  the  closed  neck  of  the  sac  (but 
not  the  cord)  is  transplanted.  The  conjoined 
tendon  is  reenforced  by  uniting  the  inner  sheath  of 
the  rectus  to  the  very  strong  pubic  (Cooper’s)  liga- 
ment and  by  two  additional  fascial  layers.  Infec- 
tions following  this  method  have  been  less  than  1 
per  cent  and  recurrences  less  than  2 per  cent. 

The  Babcock  operation  utilizes  the  transplanta- 
tion of  the  neck  of  the  sac  as  advocated  by  Kocher 
and  Halsted,  also  the  layer  imbrication  of  the 
latter  surgeon.  Bloodgood’s  transplantation  is  made 
more  secure  by  suturing  the  sheath  of  the  rectus 
muscle  not  only  to  the  lower  shelving  portion  of  the 
inguinal  ligament  but  to  the  pubic  (Cooper’s)  liga- 
ment as  well,  thereby  carrying  out  some  of  the 
technic  advocated  by  McVay  and  many  others. 


LATER  METHODS 

Lich  and  Samson  recently  have  published  what 
is  apparently  a new  and  simplified  technic  for  repair 
of  inguinal  hernia. 

After  exposing  the  spermatic  cord,  dealing  with 
the  sac,  and  suturing  a small  portion  of  the  lower 
edge  of  the  external  oblique  muscle  underneath  the 
inguinal  end  of  the  spermatic  cord,  the  surgeon 
takes  a suture  bite  near  the  lower  edge  of  the  ex- 
ternal oblique  aponeurosis,  also  a small  plicating  bite 
in  the  transversalis,  after  which  a deep  bite  is  taken 
in  the  lower  edge  of  the  pubic  (Cooper’s)  ligament. 
These  sutures  are  spaced  at  .5  cm.  intervals  along 
Cooper’s  ligament  from  the  pubic  tubercle  to  the 
iliopectineal  eminence,  taking  care,  of  course,  not  to 
constrict  the  femoral  vein.  The  remaining  portions 
of  the  flap  of  the  external  oblique  and  the  trans- 
versalis are  sutured  in  like  manner  to  the  shelving 
portion  of  the  inguinal  ligament. 

In  one  of  the  more  recent  studies  of  the  anatom- 
ical relations,  also  the  technic  of  inguinal  hernia 


Fig.  1 

repair,  Clark  and  Hashimoto  observed  that  the  ma- 
jority of  hernias  (75  per  cent)  had  recurred  as  direct 
hernias  superior  to  the  pubic  tubercle  and  posterior 
to  the  external  abdominal  inguinal  ring,  while  the 
remainder  had  recurred  as  indirect  hernias  probably 
from  incomplete  obliteration  of  the  sac.  They  call 
attention  to  three  very  important  fibrous  structures 
that  reenforce  the  transversalis  fascia  (Figs.  1,  2, 
3,  4) : the  iliopubic  tract,  Henle’s  ligament,  and 
the  aponeurosis  of  the  transversus  abdominis. 


Note:  Figs.  1,  2,  3,  4 from  Clark,  John  H.,  and  Hashimoto, 
Edward  I.:  Surg.,  Gynec.,  and  Obst,  82:481-482. 
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The  Iliofubic  Tract. — is  a band  of  fibrous 
tissue  paralleling  the  inguinal  ligament;  tin’s  tract 
is  a tough,  fibrous  structure  posterior  to  and  separate 
from  the  inguinal  ligament.  It  is  of  considerable 


Henle's  Ligament. — This  is  a definite  fibrous 
structure,  apparently  derived  in  part  from  the  lower 
portion  of  the  lateral  border  of  the  rectus  sheath 
nnd  in  part  from  the  lowermost  portion  of  the  trans- 
versus  abdominis.  The  major  portion  of  these  fibers 
insert  into  the  pecten  of  the  pubis.  Cooper’s  liga- 
ment extends  from  the  pubic  tubercle  along  the 
pecten  of  the  pubis  and  continues  posteriorly  along 
the  iliopectineal  line  at  an  angle  of  about  30  degrees 
to  the  inguinal  ligament.  It  disappears  near  the 
iliopectineal  eminence  by  blending  with  the  peri- 
osteum. Harkins  and  Swenson,  after  reviewing  the 


Fig.  2 
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strength,  passes  below  the  internal  abdominal 
inguinal  ring  and  may  be  traced  from  the  psoas 
fascia  in  the  area  of  the  anterior  inferior  iliac  spine 
to  the  pubic  tubercle.  It  blends  also  with  Henle’s 


Fig.  3 


ligament,  the  aponeurosis  of  the  transversus  ab- 
dominis, and  less  prominent  portions  of  the  trans- 
versalis  fascia;  the  fibers  of  this  tract  insert  into  the 
pubic  tubercle  and  Cooper’s  ligament. 


Fig.  4 

literature,  observed  that  the  suturing  of  the  trans- 
versalis  fascia  and  attached  structures  to  Cooper’s 
ligament  had  been  advocated  and  practiced  by 
numerous  surgeons  from  1898  up  to  the  present 
time. 

Among  the  varied  types  of  hernia,  one  of  the 
most  annoying  is  prolapse  of  the  uterus,  often  asso- 
ciated with  cystocele.  Following  repair  of  the  cysto- 
cele  I have  found  that  suspension  of  the  cervix  with 
a strip  of  cutis  passed  through  the  strong  fibrous 
tissue  in  the  region  of  the  tuberculum  pubis,  and 
again  around  the  cervix  a short  distance  below  its 
junction  with  the  body  of  the  uterus,  gives  a strong 
and  durable  support  that  usually  is  very  satisfactory 
to  the  patient. 
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DISCUSSION 

^ J'he  numerous  coiitrnvcrsial  slatcinents  publislied 
relative  to  the  treatment  of  liernia  can  be  taken  to 
indicate  that  no  one  of  the  many  methods  described 
is  all  that  might  he  desired. 

As  to  the  use  of  the  conjoined  tendon  which  has 
been  stressed  by  many  in  regard  to  repair,  McVay 
I'.as  stated  that  usually  it  is  an  artifact  of  dissection. 
RheinhotfJ  who  did  a number  of  cadaver  dissections, 
found  difficulty  in  demonstrating  it. 

■Mattson  states  that  in  the  treatment  of  recurrent 
inguinal  hernias  he  ;it  times  cuts  a flap  from  the 
anterior  sheath  of  the  l ectus  and  pyramidalis  muscles. 
He  indicates  that  the  rectus  usually  is  equally  strong 
throughout  and  can  stand  a little  robbing.  This 
riap  is  then  sutured  to  the  pubic  ligament  with  inter- 
lupted  sutures,  each  one  taking  bites  in  the  peri- 
osteum. 'J'his  usually  gives  a good,  strong  closure 
underneath  the  cord.  ^Vith  this  procedure  in  mind, 
a reenforcement  of  cutis  graft  material  should  be 
at  least  equally  effective,  if  not  more  so. 

According  to  Clark,  the  classical  conjoined  tendon 
is  supposed  to  be  made  up  from  fibers  of  internal 
oblique  and  transversus  abdominis  muscles,  and 
forms  an  arch  over  the  spermatic  cord,  inserting 
into  the  pubic  tubercle  and  the  pecten  of  the  pubis. 
■More  careful  analysis  indicates  that  this  so-called 
tendon  is  composed  of  two  sheets  of  tissue  lying 
anterior  to  the  rectus  abdominis  insertion. 

In  closing  the  aponeurotic  structures  of  the 
hernial  opening  we  have  made  some  use  of  the 
e.xternal  oblique  ( which  is  said  to  be  the  strongest 
and  most  resistant  of  any  of  the  muscles  in  the 
hernial  area  since  it  is  made  up  entirely  of  aponeuro- 
tic tissue)  in  accordance  with  the  method  described 
by  Lich  and  Samson.  In  the  performance  of  this 
technic  interrupted  sutures  of  a permanent  type  are 
used.  After  the  aponeurosis  of  the  external  oblique 
has  been  incised  over  the  cord,  the  hernial  sac  ex- 
posed and  dealt  with,  interrupted  sutures  are  placed 
as  follows:  \ bite  is  taken  in  the  undersurface  of  the 
external  oblique,  thence  into  the  edge  of  the  trans- 
versalis  fascia  and  thence  into  the  lower  border  of 
Cooper’s  ligament;  the  sutures,  about  size  No.  15 
six  cord  thread  made  from  long  fiber  Sea  Island 
cotton,  are  spaced  a little  less  than  J4  '^ich  apart; 
or,  stainless  steel  wire  may  be  used.  The  most 
critical  part  of  the  operation  comes  in  the  placing 
of  the  suture  adjacent  to  the  iliac  vein.  The  sutures 
are  carried  deeply  enough  to  take  a bite  in  the  under- 
lying periosteum. 


At  the  outer  portion  of  the  hernial  opening  in  the 
operative  incision,  the  previously  mentioned  apo- 
neurotic structures  are  sutured  to  the  inguinal  liga- 
ment. 

Results  in  a large  group  (1,956)  of  cases  studied 
b\  Babcock  in  which  catgut  and  silk  sutures  were 
used  showed  an  infection  rate  of  5.1  per  cent  with 
silk,  and  1 5.04  per  cent  with  catgut,  or  from  2 to  3 
times  tile  rate  for  silk;  likewise,  with  catgut  there 
were  12.5  per  cent  recurrences,  with  silk  3.5  per 
cent  ( 1,4(S4  cases).  The  smallest  incidence  of  in- 
lections  and  recurrences,  1 per  cent  or  less,  followed 
the  use  of  alloy  steel  wire  sutures. 

Dr.  J.  Bankhead  Banks,  Dr.  R.  E.  Pence,  Dr. 
H.  A.  Bailey  and  I have,  during  the  past  several 
years,  made  rather  extended  use  of  cotton  thread  as 
suture  material  in  hernia  repair  and  feel  that  it  is 
generally  satisfactory  and  easy  to  handle;  that  the 
percentage  of  recurrences  following  its  use  is  very 
low.  I am  of  the  opinion,  however,  that  stainless 
allov  steel  wire  sutures  may  have  some  definite  ad- 
vantages, with  cotton  running  a good  second.  Since 
1940  we  have  repaired  in  round  numbers  700 
hernias  in  which  silk  or  cotton  thread  has  been  used 
as  suture  material,  with  a recurrence  rate  not  in 
excess  of  1 per  cent. 

There  have  been  6 cases  of  epigastric  hernia  and 
29  cases  of  abdominal  incisional  hernia  in  which 
! eenforcement  has  been  made  with  cutis  graft  ma- 
terial; likewise,  in  38  cases  of  uterine  prolapse  the 
cervix  has  been  suspended  with  a strip  of  cutis  in 
the  manner  previously  described,  w'ith  apparent  good 
results  for  the  most  part. 

SUMMARY 

A brief  review  of  some  of  the  commonly  observed 
types  of  hernia  has  been  made.  The  causes  are 
embryological  anomalies,  also  other  congenital  de- 
fects, and  the  part  they  play  is  of  considerable  im- 
portance; likewise,  the  effects  of  long  continued 
and  repeated  strain  are  to  be  considered. 

The  anatomy  of  the  structures  involved  in  re- 
gard to  both  direct  and  indirect  inguinal  hernia, 
also  femoral  hernia,  is  reviewed  in  the  light  of 
anatomical  studies  of  the  present  day. 

In  the  making  of  a satisfactory  hernial  repair 
it  is  believed  that  the  surgeon  should  make  full  use 
of  “white”  fascia,  also  strong  fibro-aponeurotic 
structures  such  as  Henle’s  ligament,  the  pubic  liga- 
ment, and  the  iliopubic  band. 
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Incisional  types  of  hernia  are  best  dealt  with  by 
imbrication  or  definite  overlapping,  if  possible.  In 
case  the  surgeon  cannot  be  reasonably  sure  of  the 
permanency  of  the  repair,  reenforcement  with  an 
adequate  sized  cutis  graft  will  contribute  greatly  to- 
ward the  permanency  of  the  result.  Likewise,  a 
strip  of  cutis  tissue  makes  a very  satisfactory  support 
for  the  prolapsed  uterus,  especially  when  this  pro- 
cedure is  carried  out  after  adequate  cystocele  and 
rectocele  repair. 

It  is  believed  that  sutures  of  a nonabsorable  type 
are  most  likely  to  give  enduring  results  and  that 
sutures  of  stainless  alloy  steel  wire  have  certain  ad- 
vantages. 
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CANCER  OF  THE  COLON 

I have  always  been  envious  of  the  obstetrician. 
Around  a birth  the  mother  is  happy,  the  father  is 
happy,  the  doctor  is  happy  (provided  he  has  not 
lost  too  much  sleep),  and  for  once  in  her  life,  even 
the  mother-in-law  is  happy.  Contrast  that  with 
cancer  of  the  rectum — when  gloom  pervades — yet 
I can  visualize  a brighter  picture  if  we  were  a little 
more  practical.  For  instance:  (1)  Everyone  knows 
that  75  per  cent  of  all  cases  of  cancer  of  the  colon 
are  located  where  they  can  be  felt  with  the  finger 
or  easily  seen  with  the  proctoscope;  (2)  the  roent- 
genologist knows  that  the  rectum  is  a blind  spot  for 
early  diagnosis;  (3)  We  all  know  that  it  is  easier 
to  order  an  x-ray  of  the  colon  than  to  think. 

Now  suppose  that  the  roentgenologist  had  to 
have  an  affidavit  to  moke  or  the  moral  courage  to 
refuse  to  ^ colon  x-ray  before  a digital  and 
proctoscopic  examination  had  been  done.  Who 
would  be  happy?  (1)  The  patient,  because  it  was 
discovered  early,  easily,  and  without  much  ex- 
pense; (2)  the  doctor,  in  taking  just  pride  in  his 
accomplishment;  (3)  the  roentgenologist,  because 
he  didn’t  make  a mistake  or  cause  an  impending 
obstruction  by  filling  the  colon  with  barium.  A few 
rules  among  ourselves  may  avert  rules  made  for  us 
by  people  on  the  outside,  and  we  know  that  a lot 
of  people  are  trying  to  do  just  that. — Thomas  E. 
Jones,  M.  D.,  in  Rhode  Island  Medical  Journal. 


TREATMENT  OF  BURNS 

The  early  systemic  disturbance  following  a burn 
is  shock.  This  may  be  mild  or  it  may  be  severe.  It 
accounts  for  nearly  all  of  the  deaths  in  the  first 
twenty-four  to  forty-eight  hours.  There  are  certain 
things  about  the  shock  in  burns  that  should  be 
emphasized. 

First,  it  is  pretty  well  agreed  that  the  develop- 
ment of  shock  is  dependent  more  upon  the  surface 
area  of  the  body  involved  than  on  the  degree  of 
the  burn.  That,  I think,  is  readily  understandable. 
Second,  the  signs  of  shock  may  not  be  present  early 
and  may  not  present  themselves  until  shortly  be- 
fore collapse  occurs.  As  treatment  is  more  effective 
if  started  early,  it  is  best  to  assume  that  shock  ex- 
ists in  all  severe  burns,  that  is,  if  more  than  10  per 
cent  of  the  body  surface  is  involved.  If  one  waits 
for  the  classical  signs  of  shock  such  as  rapid, 
thready  pulse,  low  blood  pressure,  and  cold,  clammy 
skin  to  appear,  one  may  not  be  able  to  effect  a 
reversal  of  the  pathologic  physiologic  disturbance. 
Third,  it  should  be  emphasized  that  burns  of  cer- 
tain areas,  particularly  the  face,  abdomen,  and 
genitalia,  produce  more  shock  than  burns  on  other 
parts  of  the  body. 

The  most  important  part  of  the  treatment  of. 
burn  shock  is  the  administration  of  plasma.  The* 
decrease  in  circulating  blood  volume  and  the 
hemoconcentration  are  due  solely  to  the  loss  of 
plasma  and  will  be  corrected  by  adequate  amounts 
of  plasma  administered  intravenously.  The  amount 
given  should  be  adequate  as  judged  by  the  clinical* 
response  of  the  patient  and  a reduction  in  the 
hematocrit  to  the  normal  of  45  and  the  hemoglobin 
to  the  normal  of  100  per  cent  or  15  grams  per  100 
cc.  of  blood. 

In  cases  of  extreme  shock  rather  large  amounts 
of  plasma  can  be  given  quickly,  but  it  should  be 
remembered  that  the  increased  capillary  permea- 
bility lasts  for  some  time  and  that  a considerable 
portion  of  the  plasma  given  may  be  lost.  The 
amount  computed  to  be  necessary  can  be  given  in 
divided  doses  at  intervals  of  three  to  four  hours  or 
slowly  by  the  continuous  drip  method. 

If  plasma  therapy  has  been  adequate,  it  is  rarely 
necessary  after  the  first  forty-eight  hours. — Howard. 
I.  Down,  M.  D.,  in  J.  Iowa  St.  Medical  Society. 


immunization  in  typhoid 

It  is  apparent  that  immunization  against  typhoid 
fever — like  virtually  all  other  immunizations — 
affords  a marked  but  not  absolute  degree  of  pro- 
tection. As  one  would  anticipate,  numerous  reports 
of  typhoid  fever  in  immunized  persons  have  ap- 
peared during  recent  years.  All  reports  stress  the 
atypical  nature  of  the  disease  in  immunized  per- 
sons, and  two  observers  report  a relatively  high 
incidence  of  complications  in  such  cases — a finding 
that  may  well  be  related  to  the  difficulty,  and 
hence  the  delay,  experienced  in  making  the  diag- 
nosis.— Geoffrey  Edsoll,  M.  D.,  in  New  England 
Journal  of  Medicine. 
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The  President’s  Page 


Medicine  is  an  institution  established  and  dedicated  for  real 
service.  While  approximately  eight  hundred  of  our  doctors  have 
signified  a willingness  to  cooperate  one  hundred  per  cent  with  the 
request  of  the  Veterans  Administration  to  furnish  good  medical  care 
to  the  veteran  in  his  home  community,  with  free  choice  of  doctor  and 
hospital,  a few  have  declined  to  proffer  their  services  and  have  pre- 
sented objections  to  the  program.  I,  for  one,  do  not  see  how  any 
doctor,  or  any  institution,  could  fail  to  make  heroic  response  to  this 
opportunity,  this  immense  need.  Our  obligation  to  the  boys  in  West 
Virginia  who  were  compelled  to  take  up  arms  in  defense  of  our 
country  should  stir  each  and  every  one  of  us  to  new  energies  of 
helpfulness. 

I am  sure  we  all  agree  that  over  the  last  decade  the  initiative  in 
medical  care  has  passed  almost  completely  from  our  hands  into  the 
clutches  of  the  politician.  To  us  it  is  nothing  short  of  miraculous  that 
General  Bradley  and  his  co-workers  now  offer  to  us  a glorious  oppor- 
tunity to  assume  again  the  leading  role  in  the  drama  that  can  mean  the 
full  restoration  of  lost  confidence  for  free  medicine  in  West  Virginia 
and  America.  In  carrying  through  with  the  VA  program,  both  the 
doctor  and  the  veteran  are  free  to  choose  and  reject  at  will. 

In  addition  to  providing  good  medical  care  to  the  veterans  seeking 
our  services,  we  have  the  opportunity  to  inspire  strength  of  character 
and  loftiness  of  ideals.  Not  only  is  it  our  duty,  but  it  should  be  our 
pleasure  to  cooperate  in  every  way  to  the  end  that  our  veterans  of 
World  War  II  may  be  made  physically  and  mentally  fit  to  fight  life’s 
battle  with  some  reasonable  assurance  of  success.  It  is  my  fervent 
hope  that  all  of  our  members  will  participate  in  this  program.  We 
should  never  forget  that  we  are  permanently  indebted  to  the  veteran. 


President. 
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STATE  SHORTSIGHTEDNESS 

An  intelligent  and  healthy  citizenry  is  a necessity 
not  only  for  the  improvement  of  a democracy  but 
even  for  its  actual  survival.  Mr.  Raymond  Brewster, 
president  of  the  State  Board  of  Education  and  edi- 
tor of  the  Huntington  Herald  Dispatch,  has  recently 
emphasized  in  his  editorial  columns  the  absolute 
necessity  of  paying  those  engaged  in  the  education 
of  our  youth  the  actual  value  of  their  services  as 
compared  to  the  pecuniary  reward  afforded  those 
in  other  lines  of  endeavor  requiring  education  and 
skills  on  a par  with  those  of  laborers  in  the  vineyard 
of  education.  The  Richmond  Times-Dispatch,  in 
an  editorial,  presumably  from  the  incisive  pen  of  its 
brilliant  editor,  Mr.  Virginius  Dabney,  bewails  an 
error  of  shortsightedness  on  the  part  of  the  Old 
Dominion  in  not  paying  sufficient  salaries  to  psy- 
chiatrists to  keep  the  mental  hospitals  of  that  state 
supplied  with  sufficient  medical  personnel  to  staff 
them  adequately. 

The  attitude  of  the  two  Virginias  toward  pro- 
fessional and  scientific  servants  is  not  uncommon 
among  the  states  of  the  union.  In  fact,  we  are 
probably  about  on  an  average  with  the  other  states. 
The  recent  publicity  given  by  the  lay  press  to  the 
mental  hospitals  generally,  although  somewhat  over- 
drawn we  believe,  will  probably  arouse  the  members 
of  the  state  legislatures  to  the  necessity  of  appropri- 


ating more  for  the  care  of  the  mentally  ill.  The 
number  of  teachers  leaving  education  for  more 
lucrative  occupations  likewise  may  jolt  our  legis- 
latures into  larger  appropriations  for  teachers’  sal- 
aries. Certainly  those  builders  who  erect  the  living 
edifice  of  our  future  citizenship  deserve  as  much 
pay  for  their  services  as  the  carpenters,  bricklayers 
and  plumbers  who  construct  our  material  edifices. 
And  while  we  are  at  it,  we  bespeak  also  greater 
appropriations  for  our  tuberculosis  hospitals.  O, 
would  some  beneficent  deity  open  the  eyes  of  our 
legislators  to  the  human  needs  of  the  various  states 
and  move  them  to  appropriate  sufficient  funds  to 
meet  adequately  these  human  needs! 


THE  NEW  HEALTH  COMMISSIONER 

The  medical  profession  generally  approves  Gov- 
ernor Clarence  W.  Meadows’  appointment  of  Dr. 
Newman  H.  Dyer  as  state  health  commissioner  to 
succeed  Dr.  John  E.  Offner,  who  resigned  to  de- 
vote his  full  time  to  private  practice  at  Fairmont. 

It  is  encouraging  to  note  that  Doctor  Dyer  will 
not  only  continue  but  endeavor  to  expand  the  vari- 
ous activities  initiated  by  Doctor  Offner  during  his 
term  of  office.  The  public  is  undoubtedly  more 
health-minded  than  at  any  time  before,  and  Gov- 
ernor Meadows  has  alreadv  proved  that  he  believes 
in  divorcing  from  politics  all  matters  concerned 
with  public  health;  so.  Doctor  Dyer  finds  a fertile 
field  in  which  to  begin  his  activities  as  state  health 
commissioner. 

The  new  commissioner  has  long  been  identified 
with  practice  in  and  near  the  coal  finds  of  southern 
West  Virginia,  and  has  always  taken  a keen  interest 
in  matters  pertaining  to  public  health  problems.  His 
experience  as  a member  of  the  Council  of  the  West 
Virginia  State  Medical  Association,  and  as  a mem- 
ber of  Governor  Meadows’  advisory  committee  to 
the  legislative  interim  committee  studying  public 
health  problems,  will  be  of  inestimable  aid  to  him 
in  his  w’ork  at  the  Capitol. 

Doctor  Dyer’s  duties  wall  be  anything  but  light. 
He  will  follow  a heavy  schedule  for  several  months. 
He  inherits  the  tremendous  job  of  supervising  a hos- 
pital survey  in  this  state  to  determine  our  needs 
under  the  provisions  of  the  recently  enacted  Hill- 
Burton  Hospital  Construction  Bill.  The  new  com- 
missioner knows  how  to  meet  people,  and  already 
has  enlisted  on  his  side  in  public  health  work  the 
aid  of  hundreds  of  forward-looking  and  progressive- 
thinking citizens  of  the  state. 
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CHILD  HEALTH  SURVEY 

Attention  is  called  to  a news  item  in  this  issue  of 
the  Journal  in  which  Dr.  Russell  C.  Bond,  of 
^^d^eeling,  state  chairman  of  the  American  Acad- 
emy of  Pediatric’s  Study  of  Child  Health  Service, 
asks  for  the  immediate  return  of  schedules  hereto- 
fore mailed  to  all  doctors  in  \\’est  V’irginia.  'The 
study  initiated  by  the  Academy  is  nationwide  and 
covers  all  factors  involved  in  child  health  services. 
The  LTPHS  and  the  Children’s  Bureau  are  par- 
ticipating in  the  Academy  survey,  and  doctors  over 
the  entire  United  States  are  being  asked  to  do  their 
part  by  supplying  the  information  requested  on  the 
schedules. 

The  purpose  of  the  survey  is  to  assemble  facts 
concerning  infant  and  child  care,  and  information  is 
being  obtained  from  all  cbildren’s  organizations, 
hospitals,  clinics,  laboratories,  etc.,  to  combine  with 
the  data  supplied  by  tbe  members  of  tbc  medical 
profession. 

It  is  important  that  schedules  he  returned  to  Doc- 
tor Bond  without  delay,  and  we  urge  every  member 
of  the  State  Medical  Association  to  do  his  part  in 
this  important  survey  by  completing  and  returning 
without  delay  the  blank  schedules  mailed  out  some 
time  ago. 


THE  BITUMINOUS  SURVEY 

'The  survey  of  health  and  medical  aspects  of  the 
mining  situation  now  being  conducted  in  eastern 
Kentucky  and  southern  West  Virginia  under  the 
supervision  of  .Admiral  Joel  T.  lioone  of  the 
Navy  Medical  Corps  bids  fair  to  be  productive  of 
much  good.  Inasmuch  as  considerable  uncertainty, 
not  to  say  apprehension,  has  been  present  in  the 
minds  of  many  doctors  serving  these  areas,  .Admiral 
.Moreell  has  issued  a memorandum  explaining  the 
objects  of  the  survey.  This  we  reproduce  else- 
where in  this  issue  and  we  commend  it  to  our  read- 
ers. 

The  survey  in  ^Vest  Virginia  and  Kentucky  is 
progressinc:  according  to  schedule.  We  have  come 
in  rather  close  contact  with  the  medical  officer  di- 
recting this  team  and  are  favorably  impressed  with 
him  personally  and  with  his  earnestness  and  fairness 
in  attempting  to  do  a good  job  and  collect  factual 
data  which  present  actual  facts  only. 


THAT  SUBCOMMITTEE  REPORT 

Commenting  editorially  on  a report  that  the  sub- 
committee of  the  Committee  on  Education  and 
Labor  of  the  United  States  Senate  issued  a state- 
ment favoring  compulsory  sickness  insurance,  the 
.August  .3  issue  of  The  Journal  of  the  American 
Medical  A ssociatio7t  says: 

“.Man}'  iloctors  throughout  the  nation  were  startled 
by  a widely  circulated  newspaper  report  to  the  effect 
that  a subcommittee  of  the  Committee  on  Education 
and  Labor  of  the  L’nited  States  Senate  had  issued  a 
report  favoring  compulsor}-  sickness  insurance.  Ac- 
companying the  report  when  issued  was  a news- 
paper release  of  considerable  length  which  indicated 
that  it  was  the  belief  of  this  subcommittee  that  pri- 
vate medical  insurance  plans  have  failed;  also  that 
the  report  represented  ‘substantial  approval  of  Presi- 
dent Truman’s  health  message  and  the  \\'^agner- 
.Murray-Dingtll  health  hill  by  a bipartisan  group  of 
Senators;  but  neither  are  specificall}'  endorsed.’  The 
report  was  signed  by  Senators  Pepper,  Florida; 
.Aiken,  Vermont;  Thomas,  L^tah;  and  .Murray, 
Montana.  It  was  stated  that  Senators  Taft,  Ohio, 
and  Smith,  New  Jeisey,  dissented  from  some  of  the 
findings  and  conclusions  of  the  report  and  that 
Senators  Hill,  .Alabama,  T'unnell,  Delaware,  and 
Morse,  Oregon,  ‘have  not  completed  their  study 
of  the  subject  of  this  report.’ 

“On  July  23  Senator  Donnell,  Missouri,  took 
Senator  Pepper  severely  to  task  before  the  Senate, 
charging  that  the  subcommittee  had  no  right  to  issue 
such  a report  to  the  press  before  it  had  been  sub- 
mitted to  the  entire  committee.  He  charged  that 
the  press  release  contained  misstatements  of  fact  and 
that  the  entire  procedure  was  improper. 

“On  Jid\'  24  Senator  Pepper  replied,  claiming 
that  he  had  been  trying  to  get  action  on  his  report 
because  his  committee  was  to  be  discharged  on  Aug- 
ust 1 . He  admitted  the  misstatements  of  fact  in  the 
press  release  and  he  admitted  that  it  was  not  proper 
to  saj’  ‘bipartisan’  when  only  one  member  of  the 
minority  oarty  had  given  his  assent.  He  admitted 
that  there  ‘might  be  some  technical  delinquencies  on 
the  part  of  himself  as  chairman’  hut  stated  that  ‘it 
was  not  intentional,’  and  he  apologized  in  the  words 
‘I  am  e.xceedingly  sorry  that  inadvertently  such  a 
thing  may  have  occurred.’  The  Senate  was  so 
greatly  concerned  with  the  extension  of  price  con- 
trol that  the  debate  was  halted. 

“This  comment  is  published  to  reassure  physicians 
that  the  Senate  Committee  on  Education  and  Labor 
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has  not  actrd  on  iIk-  Wagner-M urray-1  )inL>;ell  hill. 
'J'hc  rL-leasL-  of  the  report  h\'  Senator  Pepju'r  to- 
srether  with  the  press  release  may  well  he  considered 
propaganda  of  the  same  type  as  has  regidarly  charac- 
terized the  actions  of  Senators  Pepper  and  .Murray.” 


CARE  OF  THE  AGED 

Dr.  Marjory  W.  Warren,  in  a recent  issue  of  the 
Lancet,  has  presented  the  case  of  the  chronic  aged 
sick,  in  who,  so  often,  “dull,  apathetic,  helpless  and 
hopeless,  life  lingers  on  sometimes  for  years,  while 
those  round  them  whisper  arguments  in  favor  of 
euthanasia.”  This  is  not  the  picture  that  should  be 
presented,  nor  will  it  be  when  we  fully  awaken  to 
( ur  responsibilities,  which  are  new  in  their  present 
magnitude.  The  aged  infirm  we  have  always  had 
Vv^ith  us,  but  owing  largely  to  the  triumphs  of 
medicine,  the  span  of  life  has  steadily  lengthened, 
and  because  of  the  war  and  the  entrance  of  women 
into  industry,  there  is  a shortage  of  young  persons 
available  to  care  for  the  aging  population. 

The  aged,  in  their  hospitalization,  need  wards 
that  are  designed  to  meet  their  physical  circum- 
stances, that  stimulate  their  accustomed  surround- 
ings and  that  are  near  their  homes.  They  need  diets 
suited  to  their  age,  and  equipment  adapted  to  their 
infirmities.  They  need  floors  that  are  not  highly 
polished,  handrails  about  their  wards  and  elevators 
or  suitably  graded  stairways. 

Geriatrics  should  be  as  useful  a specialty  for  the 
latter  end  of  life  as  pediatrics  is  for  the  beginning 
years.  In  the  words  of  the  editorial  accompanying 
Dr.  Warren’s  paper,  “Given  domestic  help,  nursing 
care  and  medical  attention  when  needed,  many  old 
people  who  now  die  after  years  in  hospital  could 
live  interesting  and  possibly  useful  lives  at  home, 
finally  dying  triumphantly  in  their  own  beds.” — 
New  England  Journal  of  Medicine. 


TB  AND  THE  WAGE  EARNER 

When  the  wage  earner  is  stricken  with  tubercu- 
losis, a tremendous  adjustment  is  required  in  the 
living  habits  of  the  other  members  of  the  family. 
The  steady  income  usually  ceases  abruptly,  and  the 
family  provider  is  reluctant  to  enter  a sanatorium, 
leaving  his  family  unprovided  for.  A mother  con- 
tracting tuberculosis  is  also  loath  to  enter  a sana- 
torium until  reasonable  provision  has  been  made 
for  the  care  of  her  children. 

Many  of  these  social  and  economic  factors,  which 
inhibit  the  control  of  tuberculosis,  may  be  over- 
come if  the  welfare  agency,  in  cooperation  with  the 
health  authorities,  takes  a liberal  and  generous  atti- 
tude toward  the  other  members  of  the  family  who 
are  potential  cases  of  tuberculosis.  Money  spent  in 
this  manner  should  not  be  looked  upon  as  charity, 
but  as  an  investment  or  insurance  by  the  state  or 
municipality  against  future  and  large  expenditures, 
which  will  undoubtedly  follow  if  a niggardly  policy 
is  followed.  Penny-wise  policies  will  only  add  to 
the  burden  of  the  future  taxpayer.  It  must  never 
be  overlooked  that  every  case  of  tuberculosis  pre- 
vented is  not  only  money  saved  to  the  treasury  but 
a life  to  the  nation. — Can.  Jour.  Pub.  Health,  Jan., 
1946,  as  reported  in  Tuberculosis  Clip  Sheet. 


General  News 


OBJECTIVES  OF  COAL  FIELDS  SURVEY 

CLARIFIED  BY  ADMIRAL  MOREELL 

Admiral  Ben  Moreell,  CEC,  USN,  Coal  Mines 
Administrator,  has  issued  a memorandum  (Admin- 
istrator’s Memorandum  No.  7)  which  is  of  interest 
to  all  doctors  engaged  in  industrial  practice  in 
West  Virginia.  The  memorandum  follows: 

1.  The  Krug-Lewis  Agreement,  dated  29  May 
1946,  provides  among  other  things  for  a survey  of 
medical  and  sanitary  facilities  in  the  following 
manner: 

"5.  SiirvcL/  ot  Medical  and  Sanitary  Faciliues: 

The  Coal  Mines  Administrator  undertakes  to  have 
made  a comprehensive  survey  and  study  of  the  hos- 
pital and  medical  facilities,  medical  treatment,  sani- 
tary, and  housing  conditions  in  the  coal  mining  areas. 
The  purpose  of  this  survey  will  be  to  determine  the 
character  and  scope  of  improvements  which  should 
be  made  to  provide  the  mine  workers  of  the  Nation 
with  medical,  housing,  and  sanitary  facilities  con- 
forming to  lecognized  American  standards.” 

2.  Reports  which  have  recently  come  to  the 
attention  of  the  Coal  Mines  Administrator  indi- 
cate that  some  misunderstanding  may  exist  as  to 
the  mechanics  and  objectives  of  such  a survey. 
The  intent  of  this  memorandum,  therefore,  is  to 
set  forth  cleaily  the  fundamental  objectives  of  this 
survey  in  order  to  eliminate  misunderstanding. 

(a)  The  medical  and  sanitary  survey  is  a fact- 
collecting and  fact-finding  activity.  It  aspires  to 
collect  all  of  the  facts  which  relate  to  hospital  facili- 
ties, medical  treatment,  sanitary  and  housing  con- 
ditions in  the  coal  mining  areas. 

(b)  The  collection  of  this  data  is  pursued  solely 
on  a technical  basis  and  is  not  in  any  way  influenced 
or  prejudiced  by  pteconceived  opinions,  conclusions, 
or  theories. 

(c)  The  survey  will  explore  all  of  the  principal 
factors  which  contribute  to  the  conditions,  and  stand- 
ards of  living  in  the  coal  mining  areas. 

(d)  Time  will  not  permit  the  survey  of  every 
bituminous  coal  mining  community  in  the  United 
States.  Everv  effort  has  been  made,  however,  to  in- 
clude in  the  survey  properties  of  all  types  in  order  that 
the  data  thus  collected  may  be  truly  representative  of 
co.’'ditions  obtaining  within  the  industry.  Sampling 
has  been  conducted  on  the  basis  of  relative  popula- 
tion of  miners  of  each  coal  district,  and  in  accordance 
with  usual  technical  sampling  methods. 

(e)  Initially,  visits  were  made  by  the  headquarters 
staff  to  selected  areas  throughout  the  country  in  order 
to  gain  an  over-all  picture  and  to  lay  the  groundwork 
for  later  detailed  surveys. 

(f)  Field  groups  are  now  making  detailed  surveys 
at  mines  selected  by  an  approved  scientific  sampling 
procedure.  The  selection  of  an  individual  mine  does 
not  by  any  means  indicate  that  living  conditions  at 
that  property  are  substandard,  normal,  or  above 
standard.  The  findings  at  this  location,  along  with 
the  data  collected  in  many  other  locations  by  personal 
visit  or  by  questionnaire,  will  be  compiled  statisti- 
cally. without  reference  to  name  of  mine  or  owner, 
for  further  study,  and  to  be  used  as  a basis  for 
arriving  at  conclusions. 

(g)  Extreme  care  has  been  taken  in  the  selection  of 
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the  personnel  connected  with  the  entire  survey  ac- 
tivity. This  personnel,  composed  principally  of  naval 
officers,  has  an  outstanding  record  of  experience  in 
preventive  medicine,  medical  research,  sanitation, 
housing,  recreation,  welfare  and  allied  and  pertinent 
subjects.  They  have  been  instructed  to  be  absolutely 
objective  in  the  execution  of  their  unusual  assign- 
ment. 

(h)  At  all  times,  the  conduct  and  scope  of  the 
survey  will  be  restricted  to  impartial  fact-finding. 
The  final  report,  including  the  compiled  data  so 
collected  will  likewise  be  restricted  to  the  facts  ob- 
tained through  the  survey. 

(i)  Section  5 of  the  Krug-Lewis  Agreement  does 
not  contemplate  nor  provide  for  any  enforceme"t  of 
improvements  to  rectify  or  alleviate  any  conditions 
which  may  be  found  to  be  substandard  and  are  so 
reported  by  the  survey.  The  survey  can  only  hope  to 
establish  the  facts  of  existing  conditions  and  the  con- 
clusions based  thereon,  in  order  that  future  programs 
to  raise  health  standards  and  to  improve  living  con- 
ditions in  the  coal  mining  industry  may  be  planned 
by  other  agencies. 

3.  Such  a survey,  with  factual  establishment  of 
data  reflecting  the  conditions  influencing  health 
and  living  standards  of  employees  of  the  coal 
mining  industry  is  a forward  looking  project  and 
one  that  should  have  beneficial  influence  on  the 
future  planning  of  the  industry. 

4.  The  demonstrated  cooperation  afforded  to  the 
personnel  of  the  survey  group  by  both  Operators 
and  representatives  of  the  United  Mine  Workers  of 
America  has  been  gratifying,  and  has  been  of 
material  assistance  in  the  collection  of  this  data. 


HOSPITAL  SURVEY  PLANNED 

Plans  for  a general  hospital  survey  in  West 
Virginia  have  progressed  to  the  extent  that  an 
effort  is  now  being  made  to  obtain  the  services  of 
experienced  officials  to  complete  the  work  at  the 
earliest  possible  date.  The  survey  is  being  ar- 
ranged by  Governor  Clarence  W.  Meadows  as  the 
result  of  the  passage  by  Congress  of  the  Hill- 
Burton  Hospital  Construction  bill.  Members  of 
the  legislative  interim  committee  studying  public 
health  problems,  the  state  health  department,  and 
the  West  Virginia  State  Medical  Association  are 
cooperating  in  the  survey. 

Under  the  bill  passed  by  Congress,  $75,000,000  a 
year  will  be  appropriated  for  five  years  for  hos- 
pital construction  and  maintenance.  The  govern- 
ment will  provide  two-thirds  of  the  amount  re- 
quired, and  the  other  third  will  be  supplied  by  the 
state,  political  subdivisions  or  private  non-profit 
hospital  organizations. 

Tentative  figures  compiled  by  the  United  States 
Public  Health  Service  show  that  West  Virginia 
will  be  entitled  to  $1,555,000  per  year  for  a build- 
ing program.  In  addition,  probably  $20,000  will  be 
available  for  survey  and  planning  purposes. 

Under  the  provisions  of  the  bill.  Governor 
Meadows  will  appoint  an  advisory  committee  to 
confer  with  officials  of  the  state  health  department 
concerning  this  program.  In  1945,  the  legislature 
designated  that  department  as  the  sole  agency  to 
cooperate  with  the  government  in  a hospital  con- 
struction program. 


OVER  300  PHARMACIES  PARTICIPATING 
IN  VETERANS  CARE  PROGRAM  IN  STATE 

The  agreement  which  has  been  formally  executed 
by  the  Veterans  Administration  and  the  West 
Virginia  State  Pharmaceutical  Association  names 
the  association  as  the  agency  through  which  phar- 
macists are  to  be  paid  for  prescriptions  filled  under 
the  program. 

All  prescriptions  must  be  written  by  doctors  in 
duplicate.  After  filling  the  prescription,  the  origi- 
nal is  to  be  mailed  by  the  participating  pharmacy 
to  the  State  Pharmaceutical  Association,  which 
will  total  the  prescriptions  and  bills  for  services 
and  submit  the  same  for  payment  to  the  Veterans 
Administration  Regional  Office,  at  Huntington. 

In  issuing  prescriptions,  doctors  must  use  an 
original  written  prescription  on  his  own  printed 
prescription  blank.  The  prescription  must  bear  the 
date  written,  the  name  and  address  of  the  patient 
and  be  signed  by  the  prescribing  physician  over  the 
statement  “I  am  authorized  to  treat  and  prescribe 
for  the  above-named  Veterans  Administration  pa- 
tient.” The  Veterans  Administration — state  phar- 
macy service  plan  prescriptions  are  subject  to  re- 
imbursement only  if  (1)  dated  by  the  physician, 
and  (2)  filled  by  the  pharmacy  within  ten  days  of 
the  date  written. 

Copies  of  narcotic  prescriptions  showing  the 
authorization  and  name  of  the  prescribing  physi- 
cian and  the  acknowledgment  of  receipt  and  name 
of  the  beneficiary  and  the  signature  of  the  com- 
pounding pharmacist  under  the  following  state- 
ment, “I  certify  that  this  is  a true  copy  of  pre- 
scription No on  file  at  the 

(name  of  pharmacy)”  will  be  accepted  as  evidence 
in  supporting  claim  for  payment  of  narcotic  pre- 
scriptions. 

According  to  Roy  Bird  Cook,  secretary  of  the 
State  Board  of  Pharmacy,  over  300  pharmacies  in 
West  Virginia  are  now  participating  in  the  veterans 
care  program. 


DECREASE  IN  MEASLES  MORTALITY 

According  to  records  compiled  by  the  state 
health  department,  there  has  been  a marked  de- 
crease in  measles  mortality  during  1945  and  the 
first  6 months  of  1946.  During  this  period,  there 
has  been  but  one  death  for  every  225  cases  re- 
ported, as  compared  with  one  death  for  every  90 
cases  reported  over  the  past  15-year  period. 

The  decrease  is  attributed  by  Doctor  Dyer,  state 
health  commissioner,  to  the  free  distribution  on  a 
state-wide  basis  of  gamma  globulin,  the  preventive 
serum  for  measles.  During  that  period,  the  de- 
partment has  distributed  over  4,000  doses  of  the 
serum.  The  American  Red  Cross  has  released  to 
state  departments  of  health  surplus  supplies  of  the 
serum  which  were  accumulated  during  the  war  for 
use  in  the  arm.ed  forces.  The  distribution  is  being 
made  to  physicians  by  local  city  and  county  health 
officers. 
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PEDIATRIC  SCHEDULES  OVERDUE 

Dr.  Russell  C.  Bond,  of  Wheeling,  state  chairman 
of  the  American  Academy  of  Pediatric’s  Study  of 
Child  Health  Services,  reports  that  the  results  of 
the  survey  at  the  present  time  show  that  West 
Virginia  physicians  are  not  cooperative  to  the 
extent  desired. 

Full  cooperation  of  every  member  of  the  West 
Virginia  State  Medical  Association  is  needed  if 
this  state  is  to  be  at  the  top  or  near  the  top  of 
the  forty-eight  states  participating  in  the  study. 

Doctor  Bond  requests  that  every  member  make 
a special  effort  to  return  the  schedule  immediately, 
and  all  members  are  also  requested  to  check  with 
the  doctors  in  their  home  communities  to  encour- 
age them  to  make  prompt  return  of  their  sched- 
ules. 

A report  prepared  by  Doctor  Bond  as  of  Sep- 
tember 12  shows  that  nearly  1,000  physicians  in 
this  state  have  not  yet  returned  their  schedules  to 
the  Pediatric  Survey  group.  The  help  of  all  doctors 
is  needed  immediately  if  this  survey  is  to  be  com- 
pleted so  far  as  West  Virginia  is  concerned.  The 
report  prepared  by  Dr.  Bond  is  as  follows: 

Series  I 

Schedule  1-A.  General  Hospitals. 

(To  be  handled  by  the  State  Health  Department 
and  just  now  getting  underway.) 

Schedule  I-D.  Hospitals — Pediatric  Survey 40% 

Series  II 

Schedule  II  through  G.  Health  Jurisdictions. 

(State  Health  Department  has  not  reported  on 
number  returned  and  reviewed.) 

Series  III 

Schedule  III-A.  Physicians  in  Private  Practice...43% 
Schedule  III-B.  Pediatricians  in  Private 

Practice 8% 

Schedule  III-C.  Dentists  in  Private  Practice 40% 


TB  ASSOCIATION  ELECTS 

Dr.  W.  P.  Bittinger,  of  Summerlee,  was  elected 
president  of  the  West  Virginia  Tuberculosis  and 
Health  Association  at  the  annual  meeting  at  Clarks- 
burg September  20-21.  He  has  been  a member  of 
the  board  of  directors  since  1942,  and  has  served 
as  vice  president  since  1943.  He  succeeds  Dr.  Leo 
H.  Mynes,  of  Charleston,  who  has  served  as  presi- 
dent since  1940. 

Other  officers  were  elected  as  follows:  Vice 

president.  Dr.  W.  L.  Cooke,  Charleston;  secretary, 
Dr.  J.  L.  Patterson,  of  Holden;  and  treasurer, 
Robert  C.  Hawkins,  of  Charleston.  E.  P.  Wells,  of 
Charleston,  continues  as  executive  secretary. 

It  was  announced  that,  during  the  term  of  office 
of  Doctor  Mynes,  annual  sales  of  Christmas  Seals 
increased  from  $49,253  (1940)  to  $117,000  (1945). 
Sixteen  new  county  associations  were  organized 
during  that  five-year  period. 


DEAN  GRAY  RESIGNS 

Dr.  Jacques  P.  Gray,  dean  of  the  Medical  Col- 
lege of  Virginia,  at  Richmond,  since  1942,  has  re- 
signed to  accept  appointment  as  dean  of  the 
Oklahoma  University  School  of  Medicine.  No 
successor  has  been  named. 


PROGRAM  ON  CARE  OF  THE  HEART 

Interest  in  the  control  of  heart  disease  is  cur- 
rently being  enhanced  by  the  efforts  of  many  pro- 
fessional and  lay  groups.  This  attention  to  heart 
ailments  has  long  been  warranted.  The  public  is 
becoming  more  acutely  aware  of  cardiac  hygiene 
than  ever  before — a growing  interest  that  should 
be  cultivated  and  guided  with  judgment  as  well  as 
vigor. 

During  the  past  third  of  a century,  the  improve- 
ment in  mortality  from  heart  disease  was  not  pro- 
nounced in  the  younger  age  groups  and  decreased 
progressively  with  advance  in  age.  The  death  rate 
from  diseases  of  the  heart  and  arteries,  corrected 
for  the  ageing  of  the  population,  dropped  virtually 
30  percent  between  1911-15  and  1940-44,  according 
to  experience  among  the  Industrial  policyholders 
of  the  Metropolitan  Life  Insurance  Company.  This 
reduction  in  mortality  from  the  principal  cardio- 
vascular-renal diseases  has  been  particularly 
marked  among  white  females — 37  percent  in  the 
above-mentioned  period.  Among  the  males,  the 
decrease  in  mortality,  while  not  as  marked  as 
among  the  females,  was  25  percent,  still  a quite 
substantial  reduction.  This  still  leaves  much  to  be 
desired  in  the  field  of  early  diagnosis  and  im- 
mediate initiation  of  adequate  cardiac  regimes  in 
order  to  reduce  to  a minimum  incapacity  and  mor- 
tality from  these  conditions.  Concentration  of  ef- 
fort must  now  be  placed  on  teaching  the  public 
what  is  known  about  prevention,  early  recog- 
nition, and  care  of  cardiac  lesions. 

In  order  to  assist  in  the  attainment  of  this  goal, 
the  Metropolitan  Life  Insurance  Company  is  con- 
ducting a special  campaign  on  heart  disease  during 
the  fall  and  winter  months.  At  that  time,  the 
Company’s  more  than  20,000  Field  Representatives, 
in  cooperation  with  official  and  voluntary  agencies, 
will  reach  the  homes  of  millions  of  policyholders 
with  a recently  published  pamphlet,  YOUR 
HEART,  developed  in  cooperation  with  the  Ameri- 
can Heart  Association.  A lay  educational  film  on 
heart  disease  is  also  being  prepared.  Distribution 
will  be  made  to  physicians  of  a packet  in  which 
will  be  included  material  of  special  interest  to 
doctors,  and  a scientific  exhibit  on  heart  disease, 
first  shown  at  the  A.  M.  A.  meeting  in  San  Fran- 
cisco, is  available  for  State  and  local  professional 
meetings. 


RELOCATIONS 

Dr.  E.  O.  Wright,  of  Fairmont,  has  moved  to 
Clarksburg,  where  he  has  offices  at  518  South  Fifth 
Street. 

* * 

Dr.  E.  R.  Cooper,  who  has  been  in  charge  of  the 
female  section  at  Southwestern  State  Hospital  in 
Marion,  Virginia,  for  the  past  several  months,  has 
resigned  and  will  engage  in  general  practice  at 
Man. 

* * * 

Dr.  Meryleen  Bailey  has  moved  from  Williamson 
to  Rock. 
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NEW  HEALTH  COMMISSIONER 

Dr.  Newman  Houghton  Dyer,  of  Bartley,  has 
been  appointed  State  Health  Commissioner  by 
Gov.  Clarence  W.  Meadows  to  succeed  Dr.  John 
E.  Offner,  resigned.  He  assumed  his  new  duties 
September  1. 

Doctor  Dyer  is  a native  West  Virginian,  having 
been  born  at  Webster  Springs.  He  received  his 
academic  education  at  West  Virginia  Wesleyan 
College  and  West  Virginia  University,  graduating 
from  the  latter  institution  with  the  degree  of  B.  S. 
He  completed  the  first  two  years  of  his  medical 
education  at  the  West  Virginia  University  School 
of  Medicine,  and  received  his  M.  D.  degree  from 
the  University  of  Maryland  School  of  Medicine  in 
1926.  He  was  licensed  to  practice  in  West  Virginia 
the  same  year  and  opened  offices  at  Raysal.  A 
short  time  afterwards,  he  moved  to  Bartley,  where 
he  was  engaged  in  practice  at  the  time  of  his 
appointment. 

Doctor  Dyer  spent  several  months  during  1945-46 
at  the  University  of  Michigan,  in  Ann  Arbor, 
taking  a postgraduate  course  leading  to  a master’s 
degree  in  public  health.  He  expects  to  complete 
his  work  there  in  the  near  future.  Doctor  Dyer 
has  been  a member  of  the  Council  of  the  West 
Virginia  State  Medical  Association  for  the  past 
three  years  and  is  also  serving  as  a member  of  the 
advisory  committee  to  the  legislative  interim  com- 
mittee appointed  by  Governor  Meadows  to  study 
public  health  problems. 


BLOOD  PLASMA  STILL  AVAILABLE 

The  State  Health  Department  is  continuing  to 
receive,  store,  and  distribute  blood  plasma  to  doc- 
tors and  hospitals  in  West  Virginia.  Requests  for 
plasma  should  be  made  by  mail  or  wire  addressed 
to  the  department  at  Charleston.  Shipment  will 
be  made  without  delay. 

Blood  plasma  was  made  available  to  West  Vir- 
ginians without  charge  in  February,  1946,  through 
the  American  Red  Cross.  According  to  Dr.  N.  H. 
Dyer,  state  health  commissioner,  3,710  units  have 
already  been  distributed,  3,304  units  having  been 
shipped  to  hospitals,  and  406  units  to  doctors.  While 
neither  the  American  Red  Cross  nor  the  state 
health  department  charges  for  the  plasma,  doctors 
are  entitled  to  a fee  for  their  services. 

The  plasma,  collected  during  the  war  for  use  by 
the  armed  forces  was  declared  surplus  by  the 
Army  and  Navy  and  returned  to  the  American 
Red  Cross,  which,  in  turn,  has  been  making  distri- 
bution of  it  through  state  health  departments.  At 
the  beginning  of  the  program,  1,250,000  units  were 
available,  an  amount  estimated  to  be  sufficient  to 
meet  civilian  needs  for  two  years. 


CLEVELAND  HOST  TO  APHA 

The  74th  annual  meeting  of  the  American  Public 
Health  Association  will  be  held  at  Cleveland,  No- 
vember 12-14.  Joint  headquarters  for  delegates  will 
be  maintained  at  the  Hotels  Statler,  Cleveland, 
Hollander,  and  Carter.  All  meetings  will  be  held 
in  the  Cleveland  Auditorium. 


DR.  ROWNTREE  RECEIVES  AWARD 

Dr.  Leonard  G.  Rowntree,  chairman  of  the 
American  Legion  Advisory  Board,  became  the 
seventeenth  civilian  to  be  recognized  by  Presiden- 
tial order  for  wartime  service  when  the  medal  of 
merit  was  bestowed  on  him  “for  meritorious  con- 
duct in  the  performance  of  outstanding  services  to 
the  United  States.”  Doctor  Rowntree  served  as 
chief  of  the  Selective  Service  Medical  Division 
during  World  War  II.  The  award  was  made  on 
September  12  by  Gen.  Lewis  B.  Hershey,  Selective 
Service  Director,  in  the  name  of  the  President. 

Doctor  Rowntree  was  a guest  speaker  at  the 
rehabilitation  dinner  sponsored  by  the  American 
Legion,  Department  of  West  Virginia,  in  connec- 
tion with  the  79th  annual  meeting  of  the  West 
Virginia  State  Medical  Association,  at  Huntington, 
May  14,  1946. 


NURSES  MEET  AT  CLARKSBURG 

Dr.  C.  O.  Sappington,  of  Chicago,  industrial 
health  consultant  of  the  USPHS,  and  editor  of 
Industrial  Medicine,  has  been  named  a panel 
speaker  for  the  industrial  nurses  section  at  the 
annual  convention  of  the  West  Virginia  State 
Nurses  Association,  to  be  held  at  Clarksburg, 
October  31,  at  2;00  P.  M.  A panel  discussion  has 
been  arranged  on  “The  Activities  of  Industrial 
Nurses.”  Others  participating  are  Mr.  H.  L.  Byrnes, 
assistant  industrial  relations  supervisor.  Carbon 
and  Carbide  Chemical  Corporation,  South  Charles- 
ton; Mrs.  Rachel  Ferguson,  nutrition  consultant. 
State  Health  Department;  and  Miss  M.  E.  Ingolds- 
by,  industrial  nursing  consultant,  bureau  of  indus- 
trial hygiene,  state  health  department. 

All  physicians  interested  in  industrial  health  are 
invited  to  attend  the  meeting. 


EMIC  CASES  EXCEED  14,000 

During  August,  1946,  213  applications  for  obstet- 
rical care  under  the  EMIC  program  were  filed 
with  the  state  health  department,  according  to 
Dr.  N.  G.  Angstadt,  acting  director  of  the  division 
of  maternal  and  child  hygiene.  Of  this  number,  a 
total  of  176  applications  were  approved  and  376 
cases  were  completed  during  the  month.  For  the 
same  month,  50  applications  were  received  for 
infant  care,  36  being  approved.  A total  of  72  infant 
cases  were  completed  during  August. 

Since  the  program  was  inaugurated  in  May, 
1943,  16,664  applications  for  maternal  care  have 
been  filed,  and  a total  of  12,696  approved.  Deliv- 
eries by  doctors  total  9,359,  osteopaths  409,  and 
midwives  7. 

For  every  child  born  in  the  home,  four  have 
been  born  in  West  Virginia  hospitals. 

A total  of  2,416  applications  for  infant  care  have 
been  filed  sinde  May,  1943,  and  2,079  cases  ap- 
proved. As  cf  September  1,  1,959  infant  cases 
have  been  completed. 

The  amount  paid  doctors  under  the  EMIC  pro- 
gram for  maternal  and  child  care  for  May,  1943, 
through  August,  1946,  exceeds  half  a million  dol- 
lars. The  exact  total  is  $586,892.36.  The  total 
amount  paid  hospitals  under  this  program  for  the 
same  period  amounts  to  $471,782.11.  The  amount 
paid  for  hospital  and  m.edical  care  during  that 
period  totals  $1,058,674.47. 
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CHANGES  AND  LIBERALIZATIONS 

ANNOUNCED  IN  STATE  VA  PLAN 

The  headquarters  office  of  the  West  Virginia 
State  Medical  Association  at  Charleston  has  re- 
ceived a communication  from  Dr.  Leo  F.  Steindler, 
chief  medical  officer  at  the  Veterans  Administra- 
tion Regional  Office,  at  Huntington,  in  which  cer- 
tain changes  and  liberalizations  of  the  veterans 
care  program  in  this  state  are  discussed. 

As  the  contents  of  the  letter  will  be  of  interest  to 
all  doctors  who  have  qualified  as  fee-designated 
physicians  under  the  West  Virginia  plan,  the  letter 
is  reproduced  in  its  entirety  as  follows: 
Authorization  for  Treatment 

Attention  is  directed  to  the  submission  of  Vet- 
erans Administration  Form  2690  requesting  author- 
ization for  treatment  rendered.  If  this  should  be 
an  emergent  condition  or  a condition  not  emergent 
but  requiring  prompt  treatment,  there  will  be  per- 
mitted 15  da>s  for  the  submission  of  this  Form 
2690  without  the  request  becoming  delinquent, 
instead  of  five  days  notice  required  previously. 
This  does  not  in  any  way  alter  the  fact  that  noti- 
fication for  emergency  hospitalization  must  be 
made  within  72  hours. 

Eligibility 

There  has  also  been  a change  in  the  request  for 
authorization  for  out-patient  treatment  or  emer- 
gency hospitalization.  Previously,  the  eligibility  of 
entitlement  to  treatment  on  prima  facie  evidence 
was  after  a claim  on  P’orm  526  had  been  submitted 
for  pension  purposes,  but  action  by  the  adjudica- 
tion section  had  not  been  completed  as  to  entitle- 
ment to  monetary  benefits  and  service-connection. 
The  provisions  of  the  acceptance  of  prima  facie 
evidence  has  been  liberalized,  and  prima  facie 
eligibility  has  been  generally  defined  as  that  evi- 
dence which  is  considered  sufficient  to  justify  the 
conclusion  of  medical  officials  of  the  Veterans  Ad- 
ministration that  the  disability  for  which  the  vet- 
eran desires  treatment  will,  at  all  probability,  be 
rated  as  service  connected,  and  that  the  character 
of  the  veteran’s  discharge  permits  such  authoriza- 
tion. 

For  the  authorization  of  out-patient  treatment 
or  emergent  hospitalization  by  private  physicians 
and  hospitals,  it  is  necessary  that  the  following  pro- 
visions be  observed.  First,  that  out-patient  medical 
or  dental  treatment  be  rendered  at  a Veterans 
Administration  field  station  such  as  a regional 
office  or  hospital,  if  feasible  and  available.  Sec- 
ondly, that  out-patient  medical  or  dental  treat- 
ment can  be  rendered  on  a fee  basis  by  private 
physicians  or  hospitals  when  conditions  do  not 
permit  veteran’s  treatment  at  a Veterans  Admini- 
stration field  station,  regional  office  or  hospital. 

In  the  event  of  emergent  hospitalization  the 
same  criteria  will  apply:  emergency  hospitaliza- 
tion in  Veterans  Administration  hospital  or,  if 
this  is  not  available,  emergency  hospitalization  in 
a private  or  contract  hospital.  All  that  is  required 
of  a veteran  in  order  to  make  application  for 
treatment  is  any  document  in  writing  signed  by 
the  veteran  in  which  he  claims  a servdce-connected 
disability.  His  statement  should  include  the  loca- 
tions where  treatment  was  rendered,  the  time  that 
treatment  was  given  during  military  service  and 


any  other  facts  that  might  help  to  establish  the 
assumption  that  service  connection  may  be  eventu- 
ally established  by  the  rating  agency. 

In  the  event  of  extreme  emergency  where  delay 
would  be  hazardous,  authorization  should  be  se- 
cured for  treatment  or  hospitalization  by  telephone 
or  by  letter  forwarded  before  the  expiration  of 
72  hours  in  the  case  of  hospitalization  and  15  days 
in  the  event  of  out-patient  treatment. 

Should  treatment  or  hospitalization  be  authorized 
on  a prima  facie  determination  of  eligibility,  it  is 
essential  that  the  physician  note  on  Form  2690A, 
which  is  a form  submitted  at  the  end  of  each 
month  indicating  the  number  of  treatments  and  the 
type  of  treatments  rendered,  the  explicit  facts  as  to 
the  above  and  the  diagnosis,  and,  if  possible,  a few 
clinical  symptoms  to  substantiate  the  diagnosis 
and,  also,  note  the  type  of  treatment  rendered. 

This  is  important,  as  following  the  authorization 
of  the  treatment  for  presumption  of  service  con- 
nection, a determination  must  be  made  by  the 
rating  board  as  to  the  actual  existence  of  service- 
connected  disability,  before  eligibility  for  con- 
tinued out-patient  treatment  can  be  established 
and  any  further  authorization  on  subsequent  re- 
currence of  the  disability  can  be  approved.  Once 
the  determination  of  non-service-connection  has 
been  made  by  the  rating  agency,  no  authorization 
for  further  out-patient  treatment  or  subsequent 
hospitalization  in  a private  or  contract  hospital  can 
be  approved.  Should  a veteran  be  found  ineligible 
for  hospitalization  following  authorization  for 
emergent  hospitalization  on  prima  facie  evidence 
determination,  the  Veterans  Administration  is 
liable  until  the  veteran’s  condition  permits  his  dis- 
charge from  the  private  or  contract  hospital  or  his 
transfer  to  a Veterans  Administration  hospital. 

Physicians,  in  requesting  hospitalization  for 
treatment  of  veterans  who  have  not  filed  claims 
or  their  claims  have  not  been  rated,  should  keep 
in  mind  that  disabilities  due  to  any  intercurrent 
diseases  or  injuries  or  acute  conditions  without  evi- 
dence of  previous  pathology,  or  diseases  having  a 
short  period  of  incubation  and  conditions  requiring 
surgical  treatment  of  optional  or  purely  corrective 
type  without  evidence  of  service  connection,  are 
ones  that  cannot  possibly  be  considered  disabilities 
that  can  be  accorded  out-patient  treatment. 

C-Number  Necessary 

Physicians  requesting  authorization  for  any  treat- 
ment whether  out-patient  or  hospitalization  should, 
if  possible,  supply  the  C-number  or  claim  number  of 
the  veteran,  as  this  assists  materially  in  rapid  iden- 
tification of  the  veteran  and  enables  prompt  man- 
agement of  his  case.  It  is  called  to  the  attention 
of  all  that  the  existence  of  a C-number  has  no 
bearing  on  the  service-connection  or  non-service - 
connection  of  the  veteran’s  disability,  as  all  corre- 
spondence, reports  and  papers  of  any  type  re- 
ceived in  a regional  office  are  given  a C-number  to 
facilitate  identification  and  not  for  the  purpose  of 
the  establishm.ent  of  any  claim. 

Female  Veterans 

Female  veterans  are  eligible  for  emergency  hos- 
pitalization for  service-connected  or  non-sei’vice- 
connected  disabilities  at  private,  contract  or  Vet- 
erans Administration  hospitals  upon  proper  prior 
authorization  being  obtained  or  notice  within  72 
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hours  of  their  admission  in  writing,  except  for 
pregnancy  or  childbirth.  In  reference  to  out-patient 
treatment  of  female  veterans,  the  requirements 
must  be  in  accord  with  principles  outlined  above, 
service-connected  or  prima  facie  evidence  of  pre- 
sumption of  service-connection  must  exist. 


PHC  LICENSES  67  DOCTORS 

The  number  of  doctors  licensed  to  practice  medi- 
cine in  West  Virginia  as  a result  of  the  examination 
held  in  Charleston,  July  15-17,  set  a modern,  if 
not  an  all-time  record  for  licenses  granted  by  the 
Public  Health  Council  following  an  examination 
called  for  that  purpose.  According  to  figures  re- 
leased by  Dr.  N.  H.  Dyer,  state  health  commis- 
sioner, the  number  licensed  by  examination  and 
reciprocity  totaled  67.  This  compares  with  38 
for  the  entire  year  1945. 

Already  this  year  132  doctors  have  been  licensed, 
and  another  examination  is  scheduled  for  October 
7-9.  The  highest  total  for  any  previous  year,  at 
least  during  the  past  ten  years,  was  reached  in 
1937,  when  123  doctors  were  granted  licenses. 

The  number  of  applications  already  filed  for  the 
October  examination  exceeds  35,  and  it  is  now 
thought  probable  that  the  year’s  total  number  of 
licensees  will  reach  at  least  175  when  the  results 
of  that  examination  are  known. 

The  following  doctors  were  licensed  by  examination: 
George  Stephen  Appleby.  Martinsburg:  Charles  Wade 

Asbury.  Slab  Fork:  Gareth  Bonsack  Barnes.  Eglon;  Wil- 
liam Mark  Bruch,  Bluefield;  Robert  Luikart  Chamberlain. 
Philippi;  Robert  Thornhill  Coffman,  Keyser:  William 
Edgar  Copeland,  Huntington;  Robert  Stanley  Cunning- 
ham, Wheeling. 

Charles  Emmett  Davis,  Jr.,  Beckley;  Karl  Anton  Dillin- 
ger.  Weston:  Paul  Spiro  Gotses.  Eairmont;  Charles  Henry 
Hagan.  Jr.,  Huntington;  Richard  Franklin  Hawkins. 
Lewisburg:  George  Douglas  Hayden,  Huntington;  Alfred 
Joseph,  Whitesville;  Brown  McDonald,  Jr.,  Martinsburg; 
John  Strother  McKee,  Jr.,  Martinsburg. 

Joseph  Luke  Ponka,  Morgantown:  William  Harry 

Robinson,  Morgantown:  Daniel  Jack  Schlesinger,  Ham- 
mond, Indiana:  Melvin  Andrew  Schmutz.  Alderson; 

Charles  Judy  Sites.  Parsons;  Raymond  Sorenson,  Hunt- 
ington: Fae  Hedrick  Spurlock,  Oak  Hill;  John  Early 
Stone.  Huntington:  Chris  Arthur  Voelker,  Morgantown. 

Those  licensed  by  reciprocity  were:  Esta  Ross  Allen. 
Clarksburg:  Julius  Lyons  Berkley.  Charleston:  Robert 
Martin  Biddle,  Parkersburg:  George  Henderson  Brown, 
Wheeling;  Samuel  Jacob  Bucher,  Harman:  John  Harold 
Burke.  Elbert:  Eli  Carl  Clair.  Belle:  Karl  Peter  Conklin. 
Huntington:  Richard  Wylie  Corbitt.  Parkersburg. 

John  Lee  Crites,  Charleston:  Sam  Paul  Davidson, 
Boomer:  James  John  Del  Vecchio,  Wheeling;  Martin 
Donelson,  Jr.,  Glen  Perris:  Albert  Charles  Esposito,  Hunt- 
ington; James  Allen  Parley,  Delbarton;  Richard  Edward 
Flood,  Hollidays  Cove:  Rodgers  Winters  Harshbarger. 
St.  Albans:  Howard  Allen  Hoffman,  Elkins:  Jack  Willison 
Hunter,  Buckhannon. 

Barnett  Morton  Hyman.  Montgomery;  Edgar  Wilson 
Kirby.  Jr.,  Bluefield:  Beatrice  Hart  Kuhn.  Charleston: 
Richard  Allen  Lewis.  Charleston;  George  Roy  Mullins, 
Logan:  Thompson  Pearcy,  Charleston:  Prank  Earl  Poole. 
Huntingdon:  Edward  Burl  Randolph.  Lost  Creek:  John 
Otto  Robben,  Wheeling. 

Richard  Jarrett  Sexton,  Charleston;  John  Franklin 
Sinnett.  Superior;  James  Floyd  Slaughter.  Charleston: 
Paul  McLachlin  Stoddard.  Wharton;  Jay  Edwin  Stoeckel, 
Charleston;  Margaret  Louise  Thomas,  Charleston;  Anne 
Wight,  Montgomery:  Reuben  Franklin  Wohlford.  South 
Charleston;  Edward  Andrew  Zepp,  Martinsburg. 


SOUTHERN  MEDICAL  ASSOCIATION 

MEETS  IN  MIAMI  NOVEMBER  4-7 

West  Virginia  will  be  well  represented  at  the 
40th  annual  meeting  of  the  Southern  Medical 
Association,  which  will  be  held  at  Miami,  Florida, 
November  4-7,  1946.  Headquarters  will  be  opened 
at  the  McAllister  Hotel,  and  rooms  are  available 
at  the  bay  front  hotels  and  those  located  else- 
where in  Miami  and  Miami  Beach. 

Meetings  will  be  held  in  the  municipal  audi- 
torium, on  Biscayne  Boulevard,  and  all  the  techni- 
cal and  scientific  exhibits  will  be  set  up  there.  Most 
of  the  downtown  hotels  are  located  within  walking 
distance  of  the  auditorium.  Room  reservations 
should  be  made  without  delay. 

Dr.  M.  Y.  Dabney,  of  Birmingham,  is  president, 
and  will  preside  at  the  general  sessions.  Dr.  E.  L. 
Henderson,  of  Louisville,  is  the  president  elect.  Dr. 
Lucien  A.  LeDoux,  of  New  Orleans,  the  first  vice 
president,  and  Dr.  Oscar  W.  Frickman,  of  Newport, 
Kentucky,  second  vice  president.  The  general 
arrangements  are  in  charge  of  Mr.  C.  P.  Loranz  of 
Birmingham,  who  has  served  for  many  years  as 
secretary-treasurer  and  general  manager  of  the 
Association. 

Dr.  Ray  M.  Bobbitt,  of  Huntington,  will  preside 
as  chairman  of  the  section  on  urology.  Two  other 
Huntington  doctors.  Dr.  R.  J.  Wilkinson  and  Dr. 
.1.  J.  Brandabur.  will  take  nart  in  the  program. 
Dr.  Wilkinson  is  .secretary  of  the  section  on  surg- 
ery. and  Dr.  Brandabur  is  secretary  of  the  section 
on  industrial  medicine  and  surgerv.  Dr.  Rav  M. 
Bobbitt  is  also  a member  of  the  Council  of  the 
Southern  Medical  Association. 

The  Woman’s  Auxiliary  to  the  Southern  Medical 
Association  will  meet  in  Miami  at  the  same  time. 
Mrs.  John  P.  Helmick.  of  Fairmont,  immediate  oast 
president,  is  now  parliamentarian  of  the  Auxiliary. 


DR.  JAMES  R.  BLOSS  HONORED 

At  the  regular  annual  meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists, 
held  Sept.  5-7.  at  Hot  Springs.  Virginia.  Dr.  James 
R.  Bloss.  of  Huntington,  was  reelected  secretary. 
Other  officers  were  elected  as  follows:  President. 
Dr.  Archibald  D.  Campbell.  Montreal.  Quebec;  vice 
president.  Dr.  Adam  P.  Leighton.  Portland.  Maine: 
president-elect.  Dr.  Robert  D.  Mussey,  Rochester, 
Minnesota;  assistant  secretary.  Dr.  Leroy  A.  Cal- 
kins. Kansas  City.  Kansas;  treasurer.  Dr.  Ward  F. 
Seeley,  Detroit,  Michigan. 

The  meeting  was  the  most  largely  attended  of 
any  held  in  recent  years.  The  1947  meeting  will 
also  be  held  at  the  Homestead,  at  Hot  Springs. 
September  4-6. 


PHA  MEETINGS  IN  OCTOBER 

The  regular  fall  district  meetings  of  the  West 
Virginia  Public  Health  Association  will  be  held 
early  in  October.  The  southern  district  meeting 
will  be  held  at  the  West  Virginian  Hotel,  at  Blue- 
field, October  4,  with  the  northern  district  meet- 
ing following  at  the  Hotel  Fairmont  in  Fairmont. 
October  11.  The  general  sessions  will  be  convened 
at  10:00  A.  M.,  and  section  meetings  are  scheduled 
to  begin  at  2:00  P.  M. 
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A METHOD  OF  APPROACH  TO 
PSYCHOSOMATIC  PROBLEMS  IN  ALLERGY* 

By  JOHN  H.  MITCHELL,  M.  D.,  and 
CHARLES  A CURRAN,  Ph.  D. 

Columbus,  Ohio 

Early  in  our  experience  with  patients  suffering 
from  allergy,  we  realized  that  they  could  be  sepa- 
rated into  two  groups.  I feel  sure  that  many  phy- 
sicians have  had  a similar  experience  in  treating  other 
types  of  illness  as  well  as  allergy  and  will  readily 
recognize  the  distinctive  features  of  the  two  groups. 

In  Group  A were  those,  who  followed  the  rides  of 
allergy,  giving  a typical  clinical  history  either  seasonal 
or  perennial,  wherein  one  could  strongly  suspect 
some  extrinsic  factor  such  as  pollen,  mold  spores, 
dusts,  animal  danders,  drugs  or  foods,  as  the  cause 
of  the  symptoms.  The  patient  relates  the  historj'  of 
his  illness  in  a very  matter-of-fact,  objective  manner, 
usually  not  making  an)'  attempt  to  exaggerate  or  to 
impress  the  physician  with  the  degree  of  suffering 
he  has  to  endure.  Consistently  our  records  show 
brief,  clear  and  concise  statements  whicli  later  can 
be  correlated  with  laboratory  findings  and  clinical 
observations. 

Characteristically,  the  reactions  to  exposure  are 
prompt  and  as  a rule  it  is  not  difficult  to  obs.erve  the 
connection  between  cause  and  effect.  These  patients 
give  immediate  positive  wheal  reactions  to  skin  Tests 
made  by  the  scratch  or  prick  method.  Exceptions 
are  certain  synthetic  chemicals  such  as,. aspirin, 
phenolphthalein  and  other  drugs  wherein  the  mech- 
anism of  the  allergy  is  not  yef- clearly- understood. 

' Presented  before  the  79th  Annual  Meeting  of  the- West  .Virginia 
State  Medical  Association,  at  Huntington,  May  15,  1946. 


'Ehe  relationship,  however,  between  the  ingestion  of 
the  drug  and  the  appearance  of  clinical  symptoms 
such  as  hives  and  various  eruptions  is  quite  clear  and 
can  be  reproduced  at  will  if  the  patient  is  willing  to 
ingest  the  drug  again  as  a clinical  trial.  In  cases  in 
which  dermatitis  is  due  to  external  contact  with 
allergenic  substances  like  plant  oils,  solvents,  dyes 
and  chemicals,  the  patch  or  open  contact  test  re- 
produces in  miniature  the  original  lesion  usually 
within  twelve  to  forty-eight  hours.  In  those 
patients  with  hay  fever,  asthma  or  atopic  eczema 
one  will  frequently  discover  that  other  members  of 
the  family  suffer  from  one  or  mi're  of  these  mani- 
festations. This  familial  I'elationship,  however,  is 
not  present  in  contact  dermatitis  or  drug  allergy. 

Once  the  etiological  agent  has  been  identified  and 
removed  from  the  environment  the  symptoms  usu- 
ally subside  within  a few  days.  \\^hen  avoidance  is 
impractical  or  impossible,  gradually  increasing  immu- 
nizing innoculations  will  build  up  sufficient  tolerance 
to  naturall)’  occurring  substances  so  that  approxi- 
mately 80  per  cent  of  cases  will  obtain  80  per  cent  or 
more  satisfactory  results.  The  clinical  manifestations 
of  allergy  in  this  group  of  patients  are  not  difficult  to 
understand  and  since  they  follow  certain  recog- 
nized’courses,  the  diagnosis  and  treatment  consti- 
tute a very  satisfying  .and  pleasing  nrocedure  for 
both  patient  and  physician. 

In  contrast',  however,  there  is  another  large 
group  'comprising  about  SO  per  cent  of  our  non- 
; seasonal  patients  who  consult  us  because  of  symp- 
toms which  closelv  resemble  or  may  be  identical 
r.witlT  those  described  in  Group  A.  These  shall  be 
designated  as  Group  B,  or  the  ‘mukiple  complaint’ 
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group.  These  patients  have  asthma,  persistent  nasal 
obstruction,  sneezing  and  clear,  watery  nasal  dis- 
charge, eczema  (which  may  be  identical  in  appear- 
ance with  the  socalled  atopic  type),  gastro-intestinal 
symptoms,  headaches  (which  may  be  simple  or  may 
be  classified  as  migraine  or  histaminic  cephalalgia), 
chronic  urticaria,  and  dermatographism. 

Characteristically,  these  symptoms  are  perennial 
and  recur  for  periods  of  weeks,  months,  or  years, 
often  with  unexplained  intervening  periods  of  remis- 
sion. Usually,  there  are  predictable  daily  variations 
in  severity  so  that  the  patient  may  come  to  anticipate 
that  his  hives  will  be  worse  on  arising  in  tbe  morn- 
ing, or  at  4:00  p.  m.,  or  just  before  bedtime.  His 
asthma  may  come  on  during  sleep  or  he  may  fear  to 
see  the  sun  go  down  because  he  knows  wheezing  will 
begin  about  dusk,  or  he  may  wheeze  continuously. 
Nasal  symptoms  are  characteristically  worse  as  soon 
as  he  gets  out  of  bed  in  the  morning  or  lies  down 
at  night. 

A careful  and  critical  clinical  history  fails  to  give 
any  significant  clue  to  specific  etiological  causative 
agents  such  as  those  described  in  Group  A.  Skin  tests 
by  scratch  or  prick  method  are  negative.  Not  in- 
frequently, however,  when  tests  are  made  by  the 
intracutaneous  technique,  minor  increases  in  wheal 
size  may  be  interpreted  as  positive  and  the  further 
assumption  made  that  the  test  substance  is  the  cause 
of  symptoms. 

We  have  called  Group  B also  the  “multiple  com- 
plaint” group  because  there  is  sharp  contrast  in  the 
history.  The  majoritv  of  this  second  group  complain 
very  bitterly,  and  seemingly  out  of  proportion  to  the 
severity  of  the  illness.  If  permitted  to  talk  about 
themselves  freely,  they  recount  many  other  com- 
plaints and  symptoms  in  addition  to  the  chief  aller- 
gic complaint,  such  as  fatigue,  nervousness,  head- 
i'Che,  sleeplessness,  chilliness,  nightmares,  muscular 
aches  and  tenderness  at  the  point  of  bony  attachment 
of  tendons,  pain  over  the  sinuses,  gastro-intestinal 
symptoms  referable  to  stomach  and  colon,  and 
“heart  consciousness.”  From  a psychological  point 
of  view,  these  patients  have  temporary  difficulties 
of  memory,  and  a foggy  and  confused  feeling.  They 
are  readily  upset,  their  feelings  are  easily  hurt,  and 
they  have  all  kinds  of  difficulties  which  can  be  re- 
lated to  the  functional  level.  Spontaneous  state- 
ments such  as  the  following  are  often  made  during 
the  first  interview:  “My  home  life  was  not  the  best.” 
“I  did  not  agree  with  my  parents.”  “I  did  not  agree 
with  my  parents’  way  of  rearing  children.”  “I 


worried  all  during  pregnancy  for  fear  I might  have 
an  allergic  child”,  ad  infinitum. 

In  addition,  while  the  patient  is  giving  the  his- 
tory, the  physician  often  observes  a wide  variety  of 
abnormalities  of  bodily  function  and  of  behavior.  He 
may  note  one  or  more  of  the  following:  flushing 
areas  of  the  neck  which  come  and  go,  hyperactivity 
of  the  hands  or  fingers,  affectations  of  speech  or 
facial  expression,  frequent,  short,  affected  laughter 
between  statements,  sighing  respirations,  coughing 
and  throat  clearing  which  often  disappear  as  the 
interview  progresses,  and  many  other  evidences  of 
anxiety.  Or  the  patient  may  be  shy,  uncommuni- 
cative, and  withdrawn,  making  history-taking  a 
slow, tiresome  procedure.  It  is  not  unusual  for  the 
severity  of  an  asthmatic  attack  to  subside  as  the  pa- 
tient discusses  his  feelings.  In  brief,  there  is  a very 
sharp  contrast  in  total  personality  between  the  pa- 
tients in  Group  A and  those  in  Group  B,  and  this 
great  basic  difference  is  usually  so  obvious  that  one 
can  often  anticipate  even  while  taking  the  history 
that  the  patient  will,  or  will  not,  show  positive  skin 
tests.  There  are  a few  exceptions,  of  course,  but  the 
general  rule  seems  definitely  to  apply. 

Our  observations  indicate  that  it  was  obvious  that 
physical  treatment  was  almost  useless  even  though 
occasionally  someone  would  benefit  by  suggestion. 
Many  patients  stated  that  they  were  made  worse 
by  treatment  of  any  kind.  Various  psychotherapeu- 
tic approaches  were  tried.  Direct  questioning  and 
interpretation  seemed  only  to  create  resistance,  hos- 
tility, or  a refusal  to  accept  the  view  that  psychic 
conflict  or  confusion  could  produce  bodily  changes. 

Late  in  1943  we  learned  of  the  work  which  Carl 
R.  Rogers  and  Charles  A.  Curran  were  carrying  on 
in  the  department  of  psychology  at  Ohio  State  Uni- 
versity. Rogers  and  Curran  were  analyzing  minute- 
ly the  statements  of  the  therapist  and  the  patient  as 
recorded  phonographically.  The  combined  research 
of  Rogers,  Curran  and  others  resulted  in  the  de- 
velopment of  a predictable,  teachable  technique 
which  has  come  to  be  known  as  ‘nondirective  psy- 
chotherapy’. Dr.  Curran’s  recently  published  book, 
“Personality  Factors  in  Counseling”^  complements 
Rogers’  work=  and  outlines  the  nondirective  method 
and  the  dynamics  by  which  adjustment  and  psycho- 
logical growth  occur. 

Since  August,  1945,  we  have  employed  this 

'Curran,  Charles  A.,  Personality  Factors  in  Counseling,  Grune  & 
Stratton,  1946. 

‘Rogers,  Carl  R.,  "Counseling  and  Psychotherapy,"  Houghton  & 
Mifflin,  1942. 
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technique  in  obtaining  over  1 00  histories.  These 
histories  are  not  “taken”;  rather,  the  patient  is  made 
to  feel  at  ease  and  is  permitted  to  talk  about  him- 
self in  any  wav  and  in  any  order  that  he  wishes. 
The  first  interview  may  require  from  thirty  min- 
utes to  one  hour,  and  subsequent  interviews  are 
limited  to  thirty  minutes  each.  The  patient  is  en- 
couraged to  talk  not  only  about  his  complaints  but 
also  about  his  inner  feelings.  The  asking  of  direct 
questions  is  avoided.  When  the  patient  is  allowed 
to  express  his  feelings  freely,  one  is  amazed  at  the 
amount  of  information  which  can  be  obtained. 
I'here  is  no  hostility  and  no  resistance  when  the 
patient  is  made  to  feel  at  ease  and  is  free  to  talk 
about  himself.  B\’  this  method  not  only  do  we 
obtain  excellent  histories,  but  the  procedure  has  a 
therapeutic  value  for  the  patient  which  is  often  sur- 
prising. Not  infrequently,  after  one  or  two  inter- 
views without  any  other  form  of  therapy,  patients 
will  remark  that  they  feel  better  generally  and  that 
their  symptoms  have  abated.  In  other  instances,  it 
may  require  ten  or  twenty  interviews  to  achieve  the 
desired  result. 

Previous  to  our  use  of  the  nondirective  technique, 
we  were  reticent  in  blaming  psychogenic  factors 
unless  all  possible  physical  tests  and  examinations 
had  been  made  and  found  to  be  negative.  Now,  we 
feel  that  it  is  not  necessary  to  make  such  a diagnosis 
by  exclusion,  and  we  are  quite  willing  to  diagnose  the 
maladjusted  state  from  the  information  obtained  in 
the  history.  Of  course,  it  is  necessary  and  wise  to 
make  a complete  physical  examination  so  as  to  rule 
out  significant  organic  disease  or  to  note  any  ana- 
tomical changes  which  may  be  present,  even  though 
one  may  not  feel  that  they  have  a part  in  the  pro- 
duction of  symptoms.  Allergy  skin  tests  are  still 
made  on  this  group  since  it  is  usually  necessary  to  use 
this  means  of  convincing  the  patient  that  he  is  not 
sensitive  to  certain  foods,  dusts,  or  any  other  causa- 
tive factor,  and  that  he  need  not  diet  himself.  Some 
allergists  have  discontinued  skin  testing  in  cases  of 
chronic  urticaria  and  chronic  gastro-intestinal  symp- 
toms, but  the  majority  continue  to  investigate  all 
cases  of  respiratory  allergy  by  accepted  allergy  tech- 
niques. This  seems  to  be  the  wisest  course,  but 
one  must  be  on  guard  lest  he  give  the  patient  the 
impression  that  every  case  of  asthma  and  perennial 
rhinitis  must  be  on  an  allergic  basis  and  therefore 
I hat  the  skin  tests  will  designate  the  causative  factor. 

This  new  point  of  view  has  had  a noticeable  effect 
on  our  ability  to  diagnose  many  cases  which  hereto- 
fore were  always  unsolvable  frustrations.  We  have 


been  able  to  help  a considerable  number  who,  had 
they  come  previously,  would  have  been  eventually 
turned  away  with  little  or  no  improvement,  or  may 
even  have  been  made  worse  by  the  use  of  physical 
treatment  or  nonspecific  injections  which  would 
have  tended  only  to  fix  the  neurosis  more  deeply, 
and  to  build  up  additional  resistance  to  any  sug- 
gestion that  the  symptoms  could  possibly  arise  as 
the  result  of  emotional  disturbances. 

W e question  now  our  natural  tendency  to  blame 
all  the  patient’s  symptoms  on  some  minor  patho- 
logical change  which  we  may  be  able  to  demon- 
strate, or  to  feel  that  we  have  solved  the  problem 
if  some  minor  deviations  from  the  normal  are  indi- 
cated either  in  the  physical  examination,  laboratory 
tests  or  the  skin  tests.  Actually  these  findings  do 
not  solve  the  problem  but  usually  complicate  the 
picture  all  the  more.  On  the  other  hand,  when  we 
approach  these  patients  from  the  psychological  point 
of  view,  we  find  that  a large  number  prove  to  be 
maladjusted  and  may  receive  noticeable  help  from 
psychotherapy. 

The  second  part  of  this  paper,  written  by  Dr. 
Curran,  will  describe  the  various  psychological  fac- 
tors that  enter  into  these  cases.  He  will  present,  too, 
in  brief  form,  some  pointers  in  the  nondirective 
method  as  applied  to  physicians. 

A great  aid  to  research  in  psychosomatic  problems 
and  psychological  factors  has  been  the  development 
under  the  direction  of  Dr.  Carl  R.  Rogers,  of  a 
technique  of  phonographically  recording  interviews. 
As  a result,  we  have  available  for  further  study 
and  analysis  many  cases  which  are  accurate  word 
for  word  typescripts  of  all  that  transpired  in  the 
interviews.  This  is  a vast  improvement  over  the 
previous  methods,  i.  e.,  sketchy  notes  which  the 
counselor  jotted  down  during  the  interview,  or  the 
vague  memory  of  certain  points  after  the  interview 
was  over.  We  will  use  excerpts  of  these  typescripts 
for  illustration  They  are  the  exact  statements  of 
the  patients  themselves. 

The  following  is  the  opening  statement  of  a 
young  Army  officer  which  is  typical  of  civilian  as 
well  as  army  psychosomatic  problems: 

(C  ^ patient;  T = counselor). 

C:  I’ll  tell  you,  until  about  a month  ago,  I felt 
as  if  my  trouble  was  entirely  physical.  In  fact,  I 
guess  it  is  a natural  tendency  to  hope  it  is.  I had 
severe  headaches  for  about  eight  years,  and  for  the 
past  year  and  a half  I’d  say  they’d  become  much 
worse,  and  I became  extremely  nervous  and  I was 
in  the  hospital  for  a month  last  winter,  and  they 
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diagnosed  it  there  as  allergic  rhinitis,  and  when 
I came  here — I came  here  three  months  ago — I got 
a skin  test  out  here  and  tested  allergic  to  mold 
spores.  They  began  giving  me  shots,  but  it  didn’t 
affect  the  headache  in  any  way,  so  I went  to  see 
Dr.  M.,  and  after  I had  this  test  in  the  morning, 
I went  back  in  the  afternoon.  In  the  course  of  the 
conversation,  he  maneuvered  around  very  cleverly, 
and  asked  me  if  anything  had  happened  in  my  life 
which  I would  care  to  discuss.  He  said  “not  since 
you’ve  been  here — I mean — maybe  years  ago.”  I 
asked  him  point-blank  if  what  I tested  allergic  to 
could  have  caused  the  trouble  I mentioned.  He 
said  that  although  it  was  possible,  he  did  not  think 
it  probable  in  my  case  since  I had  it  the  year 
round,  (pause.)  I saw  Captain  A.  at  the  field. 
He’s  one  of  the  flight  surgeons,  and  I went  and 
talked  to  him  about  my  trouble,  and  I found  out  I 
knew  more  about  it  than  he  did.  I noticed  when  I 
was  talking,  my  headache  got  much  worse  and  for 
about  a week  later  I seemed  to  have  just  stayed 
that  way,  and  became  very  nervous.  I can  hear  a 
doorbell  and  someone  walk  heavily  and  all  sorts  of 
things  like  that.  I seem  to  be  constantly  on  a ten- 
sion. I become  very  nervous.  I’ve  gone  over  a 
week  without  eating.  I couldn’t  touch  anything, 
that  was  last  winter  when  it  was  positively  the 
worst,  and  although  the  weather  was  very  bad 
down  there,  it  was  very  damp,  and  one  of  the 
things  which  I tested  very  allergic  to  is  damp 
weather — at  least  three  months  ago  when  I was 
tested  at  the  army  base.  Dr.  M.  said  he  had  never 
heard  of  a case  where  dampness  caused  such  a 
violent  reaction.  I think  maybe  that  this  physical 
trouble  more  or  less  set  off  a nervous  condition  and 
resulted  in  the  extreme  nervousness  and  this  would 
explain  the  fact  that  I couldn’t  eat  and  I’d  throw 
up  and  a couple  days  I could  hardly  talk  last  win- 
ter, I was  so  nervous.  It  seems  very  logical  to  me, 
so  I’ve  been  trjdng  to  analyze  the  condition.  I can 
tie  up  a lot  of  things  that  happened  in  my  environ- 
ment with  present  day  occurrences.  In  other  words, 
although  the  condition  has  actually  disappeared, 
things  currently  remind  me  of  it,  and  the  reaction 
seems  to  be  just  the  same  as  it  would  be  had  the 
condition  remained  present. 

T;  I’d  like  you  to  feel  very  free  to  speak  of 
yourself.  I think  the  more  you  feel  free  in  this  rela- 
tionship, the  more  good  may  possibly  come  of  it. 

C;  Well,  I realize  that.  Dr.  M.,  I think,  was 
rather  hesitant  at  first,  because  he  didn’t  know 
how  I would  react,  but  I was  in  a way  relieved 
when  he  told  me  that  there  might  be  come  psych- 
logical  things  there.  Although  I guess  a state  of 
mind  sometimes  is  pretty  hard  to  change.  Well, 
anyway,  it  goes  back  to  home  life — I guess  many 
cases  do.  My  parents  never  got  along.  I’m  the 
oldest  of  six  children,  three  brothers  and  two  sis- 
ters. Well,  it’s  hard  to  find  a logical  beginning,  I 
guess,  but  the — I always  say  this,  I uh,  I really 
hated  to  go  home  when  I left  work — I hated  to  go 
home  because  I just  didn’t  know  what  to  expect. 
It  was  always  arguing,  and  constant  disagreements. 

A patient’s  opening  statement  like  this  raises  many 
tjuestions.  will  now  attempt  to  answer  three 


of  these  questions:  What  are  some  of  the  basic 
psychogenic  factors  in  illness?  What  happens  to 
these  factors  in  the  process  of  adjustment  when 
the  psychotherapy  is  successful?  And  finally,  is 
there  a method  of  approaching  and  aiding  these 
people  who  come  with  illnesses  which  involve  psycho- 
logical problems? 

The  first  question : What  are  ps\chogenic  jactors? 
It  is  necessary  to  remember  that  the  physical  and 
psychological  factors  in  an)'  personality  difficulty 
overlap  and  oftentimes  no  clearcut  line  can  be  drawn 
between  them.  It  is  true,  too,  that  many  times  the 
phychological  factors  have  physical  origin  and  when 
the  physical  causes  are  cleared  up  the  psychological 
and  personality  problems  disappear.  Thus  the  most 
accurate  kind  of  physical  examination  is  of  utmost 
importance.  But  there  are  many  instances  where 
the  causes  apparently  arc  not  physical,  where  the 
physical  organs  themselves  appear  not  to  be  diseased, 
or  where  there  are  few  or  no  positive  findings  from 
phy.sical  tests.  Here  then  we  seem  to  be  in  the  area 
of  psychogenic  factors  and  it  includes  all  those  things 
which  affect  the  personality  physically  but  which  are 
actually  due,  at  least  to  some  extent,  to  psycho- 
logical causes. 

How  then  might  we  clarify  these  psychogenic 
factors?  In  a recent  stiuly  we  found  eight  emo- 
tional factors  that  in  a greater  or  lesser  degree  were 
characteristic  of  psychologically  maladjusted  per- 
sons. In  the  first  place,  these  people  were  very 
unhappy  and  dissatisfied  with  themselves.  In  vary- 
ing degrees,  too,  maladjusted  people  were  very  de- 
pendent and  tended  to  lean  on  others  to  make  de- 
cisions for  them.  Fear  was  a common  factor:  these 
people  were  usually  surrounded  by  many  fears. 
They  were  also  very  hostile  to  certain  people, 
especially  in  the  home,  most  often  one  or  both  par- 
ents, and  they  felt  greately  rejected  by  them.  We 
noticed  this  in  the  statements  of  the  soldier  just 
quoted.  These  people  usually  were  socially  very 
inadequate.  They  did  not  mix  well  with  others. 
Many  were  escapists  often  by  phantasy  day  dreams 
of  great  achievement  or  by  putting  an  exaggerated 
emphasis  on  some  little  accomplishment,  for  example, 
keeping  their  rooms  in  perfect  order.  But  by  far 
the  highest  factor  was  that  of  conjmion  or  conjlict. 
It  w'as  rated  twice  as  high  as  any  of  the  other  fac- 
tors. These  people  were  always  faced  with  a whole 
series  of  unrelated  or  unsolved  problems  about  which 
they  felt  completely  confused — “in  a fog”  as  the 
soldier  later  described  it.  Because  of  this,  they  are 
never  sure  of  anything,  they  are  always  in  deep  con- 
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flict,  one  force  urges  them  to  do  a thing  one  way, 
another  force  pulls  in  the  opposite  direction.  Notice 
how  this  is  revealed  in  the  following  statement  made 
by  a patient: 

“Well,  here’s  something  else  that  probably — uh, 
for  one  thing  at  times  I seem  to  have  a conflict 
within  myself — uh,  last  night — well,  I will  start 
this  way.  I will  decide  within  myself  I am  not 
very  much  of  a man,  and  have  everything  all  fig- 
ured out  what  I should  do — I decide  I should  get 
out  and  mix  and  start  in,  and  start  over  and  de- 
velop myself  a little  bit  the  way  I should,  and 
then  I will  run  up  against  some  discussion  in  psy- 
chology class,  or,  uh,  like  it  was  mentioned  that 
some  people  have  conflicts  and  they  are  not  re- 
sponsible for  the  way  they  are  acting  and  they 
need  help  from  others.  And  then  I start  wondering 
maybe  I should  take  it  up  with  someone  and  have 
them  settle  it.  Uh — I seem  to  have  a constant 
swaying  of  opinion  along  that  line  in  different 
things.  Wondering  just  where  I stand  and  what  I 
should  do.” 

We  have  all  had  experience  in  tr\ing  to  tell 
these  people  what  to  do  and  finding  that  they 
quickly  grow  hostile  and  very  resistant  or,  on  the 
other  hand,  become  so  very  dependent  that  they’ve 
got  to  call  up  frequently  on  the  phone,  seek  very 
special  attention  and  constitute  a definite  annoyance. 
At  any  event,  they  do  not  carrv  out  what  they  are 
told  and  are  just  as  insecure  and  confused  as  they 
ever  were.  The  following  statement  of  a patient 
indicates  this  sort  of  reaction ; 

C:  Uh,  I’ll  try  to  explain  what  I think  you  mean. 
You  mean  someone.  I’m  afraid  will  just — is  just 
gonna  say,  this  is  the  way  to  do  it,  and  go  out  and 
do  it,  and  for  heaven’s  sake  do  the  way  I tell  you 
and  that’s  the  end  of  it,  be  a man — uh,  well,  that’s 
the  way  I thought  of  things,  (pause) 

T:  Yes,  you  don’t  want  that,  do  you? 

C:  Uh,  I’d  like  to  have — uh — I really  wouldn’t 
like  it.  I’d  rather — I’d  like  to  have  something  I 
could  build  on — I mean  a foundation,  for  one  thing, 
(pause) 

This  is  even  more  clearly  indicated  towards  the 
end  of  the  contacts  when  the  patient  has  attained 
great  insight  about  himself. 

C:  I don’t  believe  every  boy  should  be  pampered, 
but  if  you  put  the  pressure  on  someone  who  is  in  a 
bad  way  and  make  them  think  they’re  normal  and 
then  when  they  think  that  and  they’re  abnormal 
something  funny’s  going  to  happen  because  they’re 
going  to  try  to  m.ake  rules  that  have  no  reality  to 
them  and  it  doesn’t  work.  This  talking  it  over  is 
the  cure.  I — ah — you  could  have  answered  a lot 
of  my  questions  and  some  psychologists  still  do, 
but  the  way  I look  at  it,  it  won’t  work.  It’s  no  use 
bringing  them  up,  the  light  will  help  but  not  solve 
it. 


We  saw  the  same  thing  also  in  the  situation  of  the 
Army  officer  quoted  in  the  beginning  of  this  paper 
who,  after  he  went  to  Captain  A.,  felt  worse  and 
was  only  made  hostile. 

If,  as  these  studies  seem  to  show,  the  essence  of 
p.sychological  m.alad justment  is  confusion  and  con- 
flict, how  is  this  to  be  explained?  In  the  first  place, 
confusion  or  conflict  in  the  face  of  an  unsolved 
problem  is  a deep  fundamental  reaction.  One  way 
of  seeing  this  is  to  observe  how  a small  child  reacts 
to  a simple  problem.  Extensive  studies  of  small 
children  have  been  made  by  Kurt  Lewin.  One  of 
the  things  he  found  was  that  a small  child,  when  he 
cannot  solve  a situation,  grows  physically  tense, 
hyperactive  and  increasingly  confused.  The  small 
child,  in  seeking  a goal,  invariably  takes  a simple 
direct  path.  For  example,  a child  is  standing  on  one 
side  of  a rather  long  and  wide  table  that  he  cannot 
crawl  under  and  a piece  of  candy  is  placed  on  the 
opposite  side  of  the  table.  If  the  table  is  so  wide  that 
he  cannot  get  the  candy  he  will  become  frustrated 
and  confused.  It  is  a slow  process  by  which  the 
child  learns  that  he  must  go  away  from  the  candy 
around  the  table,  then  back  to  it  again  to  reach  his 
goal.  Hut  as  long  as  he  keeps  at  the  simple  solution 
of  stretching  across  the  table  he  grows  increasingly 
confused  and  irritated.  This,  I believe,  is  what 
happens  too,  in  the  case  of  a psychologically  mal- 
adjusted adult.  If  we  substitute  for  the  candy, 
some  intensely  desired  life  goals,  such  as  love, 
achievement,  or  social  acceptance,  and  for  the  table, 
all  those  barriers,  real  or  imagined,  which  keep  the 
adult  from  obtaining  the  things  he  wants,  we  have 
an  explanation  why  he  is  in  conflict  and  confusion. 
Tlie  reason,  too,  why  the  maladjusted  adult  often- 
times never  gets  any  better  without  help  from  a 
skilled  and  understanding  person,  is  that  the  simple 
paths  which  he  is  taking  to  overcome  these  barriers 
will  never  really  bring  liim  to  the  things  he  wants. 
'Ehis  only  leaves  him,  like  the  small  child,  the  more 
physically  tense  and  mentally  confused.  Note  the 
surprise  shown  by  the  patient  after  a period  of  coun- 
seling, at  how  he  first  looked  upon  his  problems, 
as  evidenced  by  the  following  statement: 

“The  only  one  strange  thing  I can’t  account  for  is 
that  I never  really  thought  of  the  thing  as  being 
any  deeper  than  just  a little  one  or  two  habits  that 
I should  correct.  Whenever  I found  myself  un- 
willing to  be  friendly  with  anyone  else,  I just — I 
thought,  “Well,  that’s  just  a little  habit  that  I’ll 
have  to  correct.” 

It  is  interesting  to  note,  too,  that  with  the  small 
child  as  witli  the  maladjusted  adult,  pushing  him  to 
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a solution  ( for  example,  offering  him  another  piece 
of  candy  if  he  gets  that  one),  does  not  help  him  but 
only  makes  him  more  confused.  Psychologically 
maladjusted  adults  are  faced  not  with  just  one  un- 
solved problem  like  the  candy,  but  with  a whole 
series  of  them.  .As  a rule,  they  have  very  little 
achievement.  Even  when  they  are  noticeably  suc- 
cessful in  cert:iin  things,  these  achievements  seem  to 
mean  little  in  the  face  of  their  insecurity  and  other 
failures. 

Our  next  question  is:  What  happens  to  these 

psychogenic  factors  ivhen  psychotherapy  is  success- 
\idt'  Here  again  a reference  to  Lewin’s  stiulies  with 
small  children  can,  I believe,  be  of  help  to  us.  The 
way  the  small  child  finall}'  reaches  the  candy  is  to 
withdraw  from  the  striving  to  reach  across  the 
table,  and  to  relax  physically,  so  that  he  can  get  an 
over-all  view  of  the  whole  table.  The  barrier  is 
then  seen  more  clearly,  and  with  his  over-all  view 
he  can  see  that  the  path  to  the  camly  is  not  directly 
across  the  table  but  temporarily  in  another  direction. 
Seeing  this  he  quickly  goes  around  the  table  and 
snatches  the  candy.  In  much  the  same  manner,  it 
seems  that  in  the  process  of  successful  psychotherapy, 
people  are  gradualU'  able  to  take  an  over-all  view  of 
themselves  and  the  barriers  which  keep  them  from 
reaching  desired  life  goals.  In  the  process  of  ad- 
justment they  slowly  begin  to  see  connections  be- 
tween their  various  problems  as  they  trace  them  back 
to  their  fundamental  sources,  usually  to  unsatisfy- 
ing values  accepted  from  the  home  or  from  some 
influential  person  in  the  home.  In  the  following  re- 
sponse the  patient  summarizes  the  residt  of  repeated 
insights  by  saying  that  he  now  has  a map  to  show  him 
where  to  go: 

“That’s  another  thing  I’ve  noticed,  all  these 
things  are  clear  now  even  though  they’re  still  real 
problems.  It’s  kinda  like — I don’t  know,  a person 
lost  out  on  the  highways.  They  can  get  out  a road 
map  and  see  where  they  are  now,  whereas  before,  I 
didn’t  have  a road  map.” 

d'his  (gaining  an  over-all  view  of  one’s  self  and 
the  joining  up  of  one’s  problems  is  called  insight. 
Once  this  has  been  achieved,  it  is  much  easier  for 
the  patient  to  make  choices  of  more  adequate  ways 
of  reaching  his  life  goals.  He  is  no  longer  completely 
lonfused  and  frustrated.  He  sees  his  way  clear  and 
step  by  step  he  can  begin  to  cope  with  the  barriers 
and  make  his  way  around  them.  In  other  words, 
psychotherapy  seems  to  he  the  same  process,  on  a 
much  larger  scale,  that  the  small  child  goes  through 
when  he  learns  how  to  get  the  candy.  The  patient 
gradually  acquires  a whole  series  of  new  perceptions 


about  his  problems  and  is  thus  able  to  plan  and  carry 
(!ut  much  more  adequate  .solutions.  One  of  the 
recurring  surprises  of  this  type  of  psychotherapy  is  the 
remarkable  solutions  to  what  appear  to  be  almost  im- 
possible problems  which  people  will  work  out  when 
they  are  aided  in  this  way — solutions  which  the 
counselor  himself  would  never  have  dared  suggest 
or  even  thought  of. 

\V  e come  then  to  the  final  question;  What  is  the 
method  by  which  this  process  of  adjustment  is 
brought  ahoutt'  It  is  necessary  to  realize  at  this  point 
a very  significant  difference  between  physical  and 
phychological  problems.  When  it  is  a case  of  physical 
illness  the  doctor  knows  far  more  about  the  patient’s 
body  than  the  patient  himself  and  it  is  normal  that 
the  patient  should  depend  on  and  trust  the  doctor’s 
diagnosis.  Hut  when  we  are  dealing  with  those  as- 
pects of  the  patient’s  illness  that  are  psychological, 
then  the  patient  himself  knows  more  than  anyone 
else  what  his  feelings  about  his  problems  really  are. 
Consequently,  over  a period  of  time,  he,  better  than 
anyone,  is  apt  to  be  able  to  figure  out  the  best  ways 
he  can  solve  them.  What  he  needs  most  often  is  not 
to  be  told  w'hat  to  do.  Even  if  the  advice  is  true, 
he  is  usually  either  made  hostile  by  it  and  cannot 
carry  it  out,  or  he  becomes  all  the  more  dependent 
on  the  adviser  and  his  feeling  of  insecurity  is  in- 
creased. He  needs,  rather,  the  opportunity  to  think 
his  problems  through  with  someone’s  help  so  that 
he  can  see  them  more  broadly,  trace  them  to  their 
fundamental  sources  and  plan  more  satisfying  solu- 
tions. This  is  where  the  title  ‘nondirective  psycho- 
therapy’ gets  its  name.  The  nondirective  interview 
offers  the  maladjusted  patient  a situation  in  which 
he  can  quietly  survey  his  problems,  in  which  he  is 
encouraged  to  talk  freely  about  them  without  feel- 
ing that  he  is  being  driven  to  solutions  by  the  coun- 
selor. The  counselor  does  not  give  solutions  but  his 
skill  can  set  up  a situation  by  which  obstacles  are 
removed  so  that  the  patient  is  able  by  degrees  to 
arrive  at  his  own  solutions. 

In  addition  a fearful  and  socially  inadequate  per- 
son needs  the  security,  sympathy,  and  social  ex- 
perience w'hich  the  counseling  relationship  offers. 
Hut  it  is  a social  experience  which,  rather  than  offer- 
ing a refuge  from  the  pressures  of  reality  and  thus 
increasing  dependency,  actually  aids  the  patient  in 
assuming  more  and  more  responsibility  for  himself. 

However,  the  term  ‘nondirective’  should  not  be 
interpreted  to  mean  that  there  are  no  limitations. 
Quite  the  contrar)-  is  true.  One  of  the  ways  that 
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the  counseling  relationship  differs  from  the  ordinary 
friendship  is  that  the  interview  involves  clearlv  de- 
fined limitations.  A definite  time  should  be  set  and 
ahered  to.  It  may  be  an  hour,  a half-hour,  or 
even  fifteen  minutes,  according  to  the  time  avail- 
able. Further,  it  is  gradually  made  clear  to  the 
patient  that  the  counselor  is  not  going  to  answer 
all  his  questions  and  tell  him  what  to  do,  but  rather 
that  it  is  a situation  in  which  he  can  talk  freely 
about  himself  and  with  the  counselor’s  aid  work 
out  his  own  solutions.  It  is  interesting  to  observe 
the  change  of  attitude  that  often  takes  place  when 
the  patient  learns  that  what  he  gets  from  the  inter- 
views depends  in  a large  measure  on  himself.  Actu- 
ally he  is  then  apt  to  be  far  more  stern  and  demand- 
ing with  himself  than  any  counselor  would  likely  be. 

W e have  attempted  to  condense  the  method  of 
setting  up  this  kind  of  psychotherapeutic  relationship 
into  eight  interrelated  steps.  The  first  and  by  far  the 
most  important  is  this:  The  patient  is  encouraged  to 
express  his  peelings  freely.  It  is  not  clearly  known 
why  the  opportunity  to  talk  freely  is  so  very  helpful 
to  the  patient,  but  whatever  the  reasons  it  seems 
that  an  emotionally  confused  person  can  gain  no 
real  insight  into  himself  and  can  make  no  steps 
toward  solving  his  problems  until  he  has  had  re- 
peated opportunities  to  verbalize  his  emotions  and 
conflicts.  Once  the  patient  realizes  he  is  allowed  to 
talk  freely  and  will  be  listened  to  sympathetically, 
he  literally  jumps  at  the  chance.  .\s  far  as  can  be 
known  now,  it  seems  unwise  to  interrupt  the  flow 
of  this  release.  When  the  patient  pauses  for  want 
of  breath,  or  to  regain  composure,  the  counselor 
should  not  quickly  respond,  but  after  a pause  should 
quietly  clarify  the  feelings  expressed,  and  the  patient, 
in  the  first  interviews  needing  more  releases,  will 
quickly  take  up  where  he  left  off. 

The  very  small  verbal  part  the  counselor  plays 
in  this  release  might  mislead  him  into  thinking  that 
he  is  not  doing  enough  for  the  patient.  This  would 
be  a grave  mistake.  The  counselor  can  do  nothing 
more  productive  of  therapy  in  the  early  interviews 
than  to  sit  quietly  and  listen  with  sympathy  and 
interest  during  these  long  releases.  The  more  diffi- 
cult the  counseling  case,  the  more  necessary  release 
appars  to  be.  The  counselor  may  begin  to  grow 
weary  during  these  long  releases  which  appear  each 
time  to  go  over  the  same  ground,  and  to  feel  that 
the  interviews  are  getting  nowhere.  Nothing  could 
be  farther  from  the  truth.  Careful  analysis  of  phono- 
graphic recordings  of  many  intcr\news  show  that 
definite  progress  often  follows  soon  after  these  re- 


leases. All  the  reasons  why  this  release  is  so  essen- 
tial are  not  known,  but  it  appears  to  be  a pre- 
requisite for  most  insight  and  growth  through 
counseling.  If  he  receives  this  release  and  is  not 
made  defensive  or  insecure,  the  patient  will  be  more 
than  satisfied  with  the  first  interview,  and  will  very 
willingly  want  to  return.  One  very  important  aspect 
is  that  it  gives  the  patient  a physical  activitv  which 
offers  some  outlet  for  the  high  degree  of  body  tension 
that  seems  to  accompany  most  cases  of  maladjust- 
ment. This  might  explain  why  the  patient  is  often 
physically  so  much  improved,  even  after  just  one 
such  releasing  interview. 

Step  number  two:  The  patient  is  left  with  the 
responsibiUt\  of  talkmg  about  anything  he  wishes. 
This  nbviouslv  follows  from  step  number  one  and 
allows  the  patient  to  survey  all  the  possible  factors 
that  might  be  involved  in  his  problems. 

Step  number  three;  When  the  patient  expresses 
hostile j negative,  or  guilt  feelings  as  well  as  socially 
approved  ones,  he  is  made  to  feel  that  he  need  not  he 
at  all  self-conscious  about  these  kinds  of  releases. 
This  is  very  important.  Most  people  like  to  present 
the  best  picture  of  themselves  and  their  families  to 
others.  Consequently,  patients  are  often  very  much 
embarrassed  the  first  few  times  they  speak  hostilely 
of  the  wife  or  the  family,  or  reveal  some  weakness 
in  themselves.  They  need  to  be  put  at  ease  bv  a 
quiet  response  that  assures  them  it  is  often  very 
helpful  to  speak  of  these  kinds  of  feelings  if  they 
w’ish.  It  is  interesting  to  note  too,  that  after  they 
have  released  strong  feelings  about  someone  in  the 
interview,  their  attitudes  often  become  much  more 
postive  and  they  get  along  better  w'ith  this  same 
person. 

Step  number  four:  Besides  being  encouraged  to 
express  his  emotions  freely,  the  patient  is  aided  to  see 
the  fundameyiial  drives,  needs,  and  values  which 
these  detailed  statements  often  contain.  This  is  done 
by  the  counselor’s  responding  to  the  emotions  con- 
tained in  the  patient’s  releases.  He  does  this  by  cut- 
ting through  the  content  and  holding  up  the  emo- 
tions of  fear,  or  hostility,  or  desire,  which  a long 
series  of  detailed  statements  often  expresses.  Usuall}' 
the  response  is  phrased  in  a brief  statement  somewhat 
as  follows; 

“You  fear  your  husband  will  leave  you.” 

“You  are  angry  with  your  daughter  for  marry- 
ing and  leaving  you  alone.” 

“You  would  like  to  have  more  friends  and  be 
able  to  mix  with  others.” 

“Your  wife  is  very  cold  towards  you.” 
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Step  number  five:  The  f attends  desire  for  inde- 
pendence is  accepted,  and  he  is  aided  to  see  that  this 
relationship  will  not  destroy  but  rather  will  further 
this  urge.  It  is  this  fundamental  desire  for  inde- 
pendence that  seems  to  be  the  basis  of  most  of  the 
resistance  which  patients  show  when  they  are  told 
what  to  do.  They  are  fearful  that  whatever  little 
self-determination  they  have  will  be  taken  from 
them.  They  know,  too,  that  all  the  “if  I were  you” 
kind  of  advice  which  they  received  repeatedly  from 
their  well-intentioned  friends,  has  not  helped  them. 
What  they  really  want  is  a chance  to  work  out  their 
own  problems  with  an  understanding  and  accepting 
person. 

Step  number  six:  Towards  the  end  of  the  inter- 
view the  patient  is  assured  that  his  talking  so  freely 
has  been  worthwhile  and  that  he  has  not  been  talking 
foolishly.  Because  this  relationship  seems  at  first 
rather  strange  and  because  patients  often  have  never 
talked  freelv  about  personal  matters  to  anyone  be- 
fore, they  are  apt  to  feel  quite  insecure  and  a little 
ridiculous.  Oftentimes,  they  will  end  a long  release 
with  the  phrase:  “I  suppose  this  sounds  silly  to  you, 
my  talking  like  this.”  They  need  to  be  assured  that 
this  kind  of  talking,  far  from  being  foolish  or  a waste 
of  the  counselor’s  time,  often  can  be  most  con- 
structive and  helpful. 

Step  number  seven:  A definite  time  limit  of  an 
hour,  a half-hour,  or  even  fifteen  minutes  ( depend- 
ing upon  the  time  available)  is  suggested  as  being 
more  helpful  to  the  patient  if  he  uses  it  in  successive 
interviews  than  his  talking  for  a longer  period  at  one 
time.  The  patient  usually  is  not  offended  by  this 
suggestion.  On  the  contrary,  it  helps  him  to  relax 
since  he  too  has  other  obligations  and  he  feels  more 
secure  in  having  a definite  time  to  use  repeatedly.  It 
is  often  very  helpful,  too,  if  the  patient  is  told  that 
he  can  use  these  interviews  as  long  as  he  feels  they 
are  of  value  to  him.  One  might  think  that  this  sort 
of  statement  might  cause  some  patients  to  keep 
coming  forever.  Actually,  with  perhaps  some  very 
rare  exeeptions,  this  does  not  seem  to  be  true.  The 
patient  himself  has  a fundamental  urge  to  psycho- 
logical independence  and  he  will  most  often  bring 
the  interviews  to  a close  himself  when  he  feels  they 
are  no  longer  needful.  One  might  think  too  that 
the  process  of  adjustment  would  always  be  very  long 
and  involved,  necessitating  interviews  over  a period 
of  two  or  three  years.  While  this  may  be  true  in 
some  cases,  one  is  often  surprirci  to  see  how  many 
people  receive  noticeable  help,  are  physically  better, 
and  psychologically  happier  after  as  few  as  five  inter- 
views, or  even  less. 


The  final  step:  A definite  time  is  offered  the  pa- 
tient for  the  next  interview  if  he  wishes  to  use  it.  This 
is  important  for  a number  of  reasons.  It  definitely 
establishes  the  fact  that  the  counselor  wants  to  see  the 
patient  again.  Otherwise,  the  patient  in  his  embar- 
rassment and  confusion  is  apt  to  not  ask  for  a definite 
time  himself  but  to  end  the  interview  with,  “Well, 
I’ll  drop  around  and  see  you  sometime  when  I’m 
feeling  low  again.”  Also,  the  setting  of  a definite 
time  gives  a fixed  and  stable  basis  to  the  relationship 
and  both  counselor  and  patient  can  feel  that  some- 
thing permanent  has  been  established,  that  it  is  no 
longer  a casual  contact. 

Corresponding  to  the  steps  by  which  the  counselor 
sets  up  the  psychotherapeutic  relationship,  the  pa- 
tient’s attitudes  also  undergo  a gradual  development. 
We  have  attempted  to  divide  this  change  into  six 
phases.  In  the  first  place,  the  patient  usually  does 
not  accept  the  psychogenic  factors  and  will  not 
readily  talk  about  anything  but  his  physical  ills. 

Second,  the  patient  has  his  own  physical  diagnosis 
of  himself  and  feels  that  there  is  nothing  else  wrong. 

Third,  because  he  is  encouraged  to  talk  freely 
and  is  not  made  defensive,  he  gradually  begins  to 
express  his  own  ideas  of  his  problem. 

Fourth,  as  he  talks  the  content  of  the  patient’s 
releases  ordinarily  becomes  broader  and  he  begins 
to  introduce  ideas  about  his  home,  family,  work,  per- 
sonality needs,  and  other  life  situations. 

Fifth,  the  patient  slowly  begins  to  accept  some  or 
all  of  these  factors  as  part  of  his  problem  and  sees 
them  as,  at  least,  somewhat  serious. 

And  finally,  the  patient  is  left  to  decide  whether 
or  not  he  wants  to  come  for  more  interviews.  The 
general  opinion  now  is  that  the  patient  must  have 
some  urge  to  work  out  his  problems  before  this  kind 
of  psychotherapy  is  possible. 

The  reader  may  feel  now  or  may  later  find  that 
it  is  not  possible  to  give  this  kind  of  help  to  everyone 
who  comes  and  seems  in  need  of  it.  But  even  when  a 
systematic  psychotherapy  is  not  possible,  this  point 
of  view  may  still  prove  to  have  definite  value.  Per- 
haps this  was  one  of  the  secrets  of  the  old  successful 
general  practitioner.  People  in  periods  of  greater  or 
lesser  confusion  do  need  someone  to  talk  to.  They 
spontaneously  seek  out  that  understanding  friend 
who  lets  them  release  their  feelings  without  criticism 
or  censure.  The  fact  that  he  accepts  them,  listens  to 
them,  but  does  not  try  to  make  them  follow  his 
ideas,  helps  them  but  still  leaves  them  with  a healthy 
sense  of  freedom  to  make  their  own  judgments.  In 
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the  same  way,  anyone  who  comes  to  the  physician 
would  seem  to  be  helped  by  an  awareness  of  these 
factors.  F urther,  these  persons  cannot  always  be 
referred  elsewhere.  Even  if  there  are  competent 
people  available,  once  the  patient  has  the  freedom 
and  confidence  to  speak  to  one  person,  he  does  not 
often  wish  to  go  to  another.  Often  tf)o,  he  has 
made  the  rounds  to  quite  a number  of  doctors  who 
have  not  been  able  to  help  him.  Ffe  is  apt  by  this 
time  to  be  so  discouraged  that  he  will  not  go  else- 
where. Consequently,  the  development  of  simpler 
techniques  of  psychotherapy  that  may  be  used  more 
generally  woidd  seem  to  be  of  great  value.  We  hope 
this  paper  may  have  made  some  small  contribution 
to  this  development. 


MIGRAINE 

Many  of  the  women  I see  every  week  complain- 
ing of  such  things  as  fatigue,  indigestion,  dizziness, 
nausea,  spells  of  vomiting  and  an  inability  to  stand 
up  to  any  strain  have  the  habit  of  forgetting  to 
tell  their  physicians  that  their  upsets  are  commonly 
preceded  by  a headache.  As  a result,  the  diagnosis 
of  migraine  is  usually  missed,  and  this  is  a tragedy 
because  if  it  were  made  it  would  throw  great  light 
on  all  of  the  woman’s  problems. 

In  most  cases  the  physicians  consulted  could 
have  made  the  diagnosis  if  they  had  only  been 
trained  to  recognize  the  attractive,  migrainous  type 
of  woman  with  her  expressive  eyes  and  mobile 
features,  and  her  quickness  of  thought  and  move- 
ment. Then  they  would  have  drawn  out  the  story 
of  the  headaches  with  the  typical  temperament:  the 
great  tendency  to  tenseness  and  fatigue,  and  the 
hypersensitiveness  to  light  and  sounds  and  smells. 

I have  rarely  seen  such  a migrainous  woman 
permanently  helped  by  any  operation  on  her  diges- 
tive tract,  but  I have  seen  many  of  them  almost 
cured  through  being  taught  to  live  with  their  handi- 
cap and  to  avoid  fatigue,  tension,  excitement, 
worry  and  annoyance.— Walter  C.  Alvarez,  M.  D., 
in  J.  Arkansas  Medical  Society. 


CULTURAL  INTERESTS  NEGLECTED 

Perhaps  in  the  long  run  the  defect  in  wartime 
education  most  to  be  regretted  will  be  that  arising 
from  the  lack  of  any  leisure.  The  student’s  life  was 
immersed  in  the  acquisition  of  medical  knowledge 
and  the  overcoming  of  obstacles  to  that  end;  there 
was  little  time  for  the  pursuit  of  those  cultural 
interests  that  make  a man  something  more  than 
an  efficient  technician.  This  tendency  has  been 
apparent  in  the  medical  profession  for  the  last 
twenty-five  years. 

Gray’s  Anatomy  conveys  no  philosophy  of  life 
except  perhaps  the  discipline  of  minute  observa- 
tion; and  hov.'ever  necessary  this  may  be  to  the 
medical  student  he  will  find  that  his  patients  will 
expect  him  to  be  not  only  acquainted  with  the 
innervation  of  the  tongue  but  also  able  to  put  that 
organ  to  such  good  use  that  he  may  be  regarded  as 
a man  of  uncommon  wisdom. — British  Medical 
Journal. 


MEDICAL  CARE  OF  VETERANS* 

By  EDMUND  EASTWOOD,  M.  D. 

Director,  Out-Patient  Service, 

Department  of  Medicine  and  Surgery, 

Veterans  Administration, 

Washington,  D.  C. 

It  IS  a great  privilege  to  address  any  group  that 
is  interested  in  and  can  contribute  to  the  medical 
care  of  veterans.  I woidd  like  to  present  to  you 
some  of  the  high  lights  of  our  medical  program,  and 
oui  need  for  the  support  and  active  cooperation  of 
the  civilian  doctor  in  solving  our  numerous  medical 
problems. 

When  General  Flawley  took  over  the  .Medical 
Service  of  the  Veterans  Administration  last  Aug- 
ust, he  established  as  his  longrange  objective,  “a 
medical  service  second  to  none.” 

An  easy  thing  to  say,  “a  medical  service  second 
to  none”,  but  wdiat  does  it  mean.?  It  means  a manv- 
faceted  goal  difficult  to  obtain. 

In  terms  of  medicine  and  surgery,  it  means  that 
in  all  of  the  special  branches  of  medicine  and  surgerv 
the  Veterans  Administration  will  provide  a service 
that  meets  the  highest  standards  set  for  each. 

In  terms  of  physical  equipment  it  means  hospital 
beds,  outpatient  clinics,  and  modern,  up-to-date 
scientific  equipment. 

In  terms  of  personnel,  it  means  that  adequate 
staffs  of  qualified  personnel  in  all  of  the  professional, 
subprofessional  and  nonprofessional  categories  of 
hospital  personnel  will  be  in  those  hospitals  and  out- 
patient clinics  to  serve  the  veteran. 

In  terms  of  professional  cooperation  it  means  that 
the  best  specialists,  physicians  and  dentists  in  civilian 
practice  in  the  country  will  be  serving  the  Veterans 
•Administration  on  a fee-for-service,  part  time,  or 
considtant  basis. 

In  terms  of  education  it  means  that  doctors  will 
be  training  for  specialty  board  e.xaminations  in  resi- 
dencies established  at  VA  Hospitals,  while  also 
giying  care  to  veterans. 

In  terms  of  the  Congress  it  means  that  our  legis- 
lators will  he  satisfied  that  the  funds  they  have  ap- 
propriated for  the  care  and  treatment  of  eligible 
veterans  are  being  wisely  administered  for  the  benefit 
of  veterans. 

In  terms  of  the  general  public,  it  means  that 
those  who  have  loved  ones  eligible  for  medical  or 

* Presented  belore 'the  79th  Annual'  Meeting  of  the  West  Virginia 
State  Medical  Association  at  Huntington,  May  14,  1946. 
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hospital  care  or  treatment  can  be  sure  the  veterans 
are  getting  that  care  or  treatment. 

In  terms  of  sick  or  disabled  veterans  it  means  the 
ultimate  in  physical  or  mental  rehabilitation  that  is 
possible  in  each  individual  case. 

You  have  heard  the  goals.  Now  let  us  see  how 
far  along  the  road  toward  these  goals  the  Veterans 
•Administration  has  come. 

.Although  the  broad,  overall  objective  for  the 
general  medical,  the  general  surgical,  the  tubercu- 
lous and  the  neuropsvchiatric  services  is  the  same, 
the  procedure  for  reaching  that  goal  varies  with 
each  service.  However,  the  general  pattern  of  pro- 
cedure is  sufficiently  similar  to  permit  the  citing  of 
one,  in  order  to  give  you  a glimpse  of  them  all. 

Let  us  take  a look,  for  instance,  at  the  general 
surgical  service.  The  goal  is  a surgical  service  that 
in  every  w'ay  meets  the  standard  for  general  surgeiT' 
that  has  been  set  by  the  .American  College  of  Sur- 
geons. 

It  is  inconceivable  that  General  Hawley  could 
accomplish  this  alone.  Therefore,  he  has  appointed 
a Board  of  Consultants,  composed  of  a representa- 
tive from  each  of  the  twelve  surgical  specialties,  to 
assist  him. 

They,  in  turn,  have  appointed  a representative  in 
each  of  the  twelve  surgical  specialties  to  advise  and 
work  with  the  Branch  Medical  Directors  in  the 
Vp-er.ans  ' dministration  Branch  Offices.  These 
Branch  Office  Consultant  groups  are  responsible 
for  surveying  and  evaluating  the  surgical  service  in 
each  V.A  Hospital  in  the  Branch  Office  area,  and 
for  making  such  changes  as  may  be  required  to  bring 
die  surgical  service  in  these  hospitals  up  to  the 
standard. 

It  should  be  remembered  that  the  problem  is  two- 
fold, because  certain  V.A.  Hospitals  have,  or  will 
have,  residence  training  programs,  while  others,  too 
far  removed  from  Medical  Centers  to  make  co- 
operation feasible,  will  have  no  residency  prop-ram. 

.At  the  present  time,  all  of  the  Branch  Office 
Surgical  Consultants  have  been  appointed,  and 
are  beginning  to  survey  the  hospitals  within  their 
areas.  The  hospitals  with  residency  programs,  either 
under  way,  or  in  the  formative  stage,  will  be  the  last 
to  be  surveyed  as  the  responsibility  for  the  standard 
of  residency  is  now  resting  with  the  "ledical  schools 
that  are  engaged  in  establishing  teaching  programs 
at  our  hospitals. 

It  is  self  evident,  of  course,  that  no  hospital  pro- 
gram can  succeed  without  hospital  beds. 


In  December,  1941,  the  Veterans  Administra- 
tion was  operating  ninety-two  hospitals  in  three  main 
clinical  types,  of  which  fifty  were  general  medical 
and  surgical,  thirty  neuropsychiatric,  and  twelve 
tuberculosis,  comprising  a total  of  72,000  beds.  In 
addition,  there  were  twelve  VA  Homes  with  ap- 
proximately 19,000  beds  for  the  use  of  ex-service 
men  and  women  permanently  disabled  to  a degree 
which  prevented  them  from  following  any  gainful 
occupation,  yet  whose  disabilities  had  reached  a 
static  condition  not  requiring  actual  hospital  care. 

As  the  war  progressed,  rapid  and  heavy  demands 
for  more  hospital  beds  had  to  be  met.  The  Veterans 
.Administration  attempted  to  solve  the  immediate 
problem  by  installing  in  existing  hospitals  emergency 
or  expansion  beds,  over  and  above  normal  standard 
capacity.  By  V-J  Day  11,000  expansion  beds  had 
been  added,  increasing  the  capacity  to  83,000  beds. 
Use  of  expansion  beds  will  be  discontinued  when 
new  units  to  existing  hospitals  or  new  hospitals  with 
sufficient  capacity  to  care  for  the  patient  load,  now 
provided  for  under  the  authorized  emergency  bed 
allocation,  can  be  acquired. 

Hospital  expansion  plans  call  for  the  construction 
of  new  hospitals  and  the  transfer  of  others  from  the 
.Army  and  Navy.  Under  the  present  building  pro- 
gram, the  Veterans  Administration  will  add  seventy- 
four  permanent  hospitals  of  all  types,  with  a bed 
capacity  of  52,1  10  beds.  .As  of  .April  4,  1946,  we 
had  101  hospitals  with  a total  of  85,302  authorized 
beds. 

In  addition  to  the  construction  and  acquisition  of 
new  V.A  Hospitals,  contracts  are  being  let  for  the 
use  of  beds  in  civilian  hospitals  and  other  federal 
hospitals  when  these  are  surplus,  over  and  above  the 
needs  of  the  respective  community  or  service,  as  it 
is  not  the  purpose  of  the  Veterans  .Administration  to 
hamper  civilian  hospitalization.  We  hope  soon  to 
have  20,000  contractural  civilian  hospital  beds,  al- 
though as  of  February  26,  1946,  only  approximately 
9,000  such  beds  were  under  contract.  The  exact 
total  beds  that  ultimately  will  be  available  in  civilian 
hospitals  is  not  known.  .At  the  present  time  hospital 
associations  in  Kansas,  Michigan,  Oregon  and  North 
Carolina  have  signed  contracts  and  thirty-six  other 
states  are  negotiating,  either  directly  or  indirectly, 
for  participation  in  this  program. 

The  goal  for  our  outpatient  service  does  not  differ 
in  the  standard  of  treatment  from  that  of  the 
hospitals.  But  the  problem  is  complicated  because 
of  the  tremendous  number  of  physical  or  mental 
examinations  which  must  be  given  on  an  outpatient 
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basis.  Examinations  are  required  to  determine  the 
need  for  medical  treatment  and  care,  for  the  ad- 
judication of  claims,  to  determine  need  for  hospital- 
ization, and,  to  provide  records  from  which  per- 
centage of  disability  may  be  evaluated  for  compen- 
sation and  pension  purposes.  It  is  estimated  that 
during  1947  more  than  two  million  veterans  will 
require  complete  physical  or  mental  examinations. 

Wh’th  a potential  veteran  population  of  more  than 
fifteen  million  from  World  War  II,  it  can  readily 
be  seen  that  there  will  never  be  enough  doctors  in 
the  Veterans  Administration  to  give  the  necessary 
e.xaminations.  Nor  will  there  be  enough  VA  out- 
patient clinics.  General  Hawley  has  appealed  to 
civilian  doctors  for  help  in  solving  this  major  prob- 
lem. He  has  received  magnificent  response  to  his 
appeal,  and  several  state  plans  for  outpatient  exami- 
nations and  treatment  have  been  worked  out.  The 
Kansas  State  Plan  is  a notable  example  of  this  co- 
operation, and  will  work  in  the  following  manner; 

'Ehe  Kansas  State  Medical  Society  has  submitted 
a list  of  its  qualified  members  who  desire  to  render 
service  to  the  VA  in  accordance  with  a predeter- 
mined schedule  of  fees.  From  this  list,  those 
vouched  for  by  the  Society  are  appointed  as  VA 
physicians  on  a fee  basis,  and  their  work  for  the  VA 
will  be  supervised  by  the  Society  in  the  various  zones 
throughout  the  state.  Medical  service  will  be  given 
to  the  veteran  by  the  nearest  qualified  physician 
under  authority  granted  by  the  VA  representative 
designated  for  that  purpose,  and  fees  for  treatments 
will  be  paid  by  our  agency  to  the  physician  who 
renders  the  service.  For  convenience  in  operating 
this  plan,  the  designated  VA  representative  is  located 
adjacent  to  the  office  of  the  Kansas  State  Medical 
Society  in  Topeka.* 

One  of  General  Bradley’s  and  General  Hawley’s 
first  objectives  has  been  attained:  the  passage  of 
legislation  to  enable  them  to  establish  educational 
and  professional  attractions  for  the  finest  calibre  of 
hospital  personnel,  and  permit  them  to  employ 
doctors,  dentists  and  nurses  without  reference  to  the 
rules  and  regulations  of  the  United  States  Civil 
Service  Commission. 

Public  Faw  No.  293,  79th  Congress,  created  a 
Department  of  Medicine  and  Surgery  in  the  Veter- 
ans Administration,  effective  January  3,  1946. 


*Ed.:  The  program  of  the  West  Virginia  State  Medical  Associa- 
tion for  medical  care  of  veterans  wcis  approved  by  the  Veterans 
Administration  April  27,  1946,  effective  immediately. 


Since  then,  educational  programs  in  the  form  of 
residencies  have  been  established  for  doctors,  and 
standards,  independent  of  the  Civil  Service  Commis- 
sion, have  been  set  for  personnel  in  what  are  called 
the  Auxiliary  Services,  that  is,  dietetics,  social  service, 
etc. 

Long  range  estimates  of  personnel  needs  are, 
to  mention  a few,  7,000  full  time  VA  physicians, 
750  dentists  and  30,000  nurses.  Although  still  a 
long  way  from  meeting  these  goals,  the  VA  has 
added  hundreds  of  full  time  doctors  to  its  staff  since 
the  first  of  the  year.  A net  gain  of  about  100  nurses 
a week  is  helping  to  alleviate  our  need  for  nurses, 
and  the  Dental  Service  reports  more  applications  on 
hand  than  it  will  have  positions  to  fill  in  the  next 
eighteen  months. 

When  General  Hawley  said,  “Without  the  assist- 
ance of  class  A medical  schools,  it  would  be  im- 
possible for  the  Veterans  Administration  to  operate 
its  present  hospitals  at  a satisfactory  standard”,  he 
made  reference  to  the  residency  program  in  process 
of  establishment  at  Veterans  Administration  Hospi- 
tals that  are  located  near  medical  schools  or  teach- 
ing centers,  and  to  the  selection  of  physicians  who 
are  teachers  in  class  A medical  schools  or  outstand- 
ing specialists,  to  act  as  consultants  on  a part  time, 
or  fee  basis. 

The  ultimate  goal  of  these  programs  is  1,000  full 
time  resident  physicians  and  500  part  time  attend- 
ing consultants. 

On  April  18,  1946,  sixty-three  out  of  the  seventy- 
seven  class  A medical  schools  in  the  United  States 
were  cooperating  in  the  residency  program,  224 
resident  physicians  were  on  full  time  duty  in  twelve 
Veterans  Administration  Hospitals,  and  535  con- 
sultants and  attending  specialists  were  serving  seven- 
teen Veterans  Administration  Hospitals.  For  de- 
tailed information  about  the  residency  or  con- 
sultant programs,  doctors  should  consult  the  Dean 
of  any  class  A medical  school. 

One  of  the  most  interesting  and  important  phases 
of  the  General  Hawley  program  is  the  medical 
rehabilitation  of  patients  in  Veterans  Administra- 
tion Hospitals.  The  goal  for  this  service  is  the 
ultimate  physical  and  mental  rehabilitation  possible 
in  each  individual  case.  It  is  an  interesting  challenge 
because  of  the  necessity  of  meeting  the  special  prob- 
lems involved  in  the  rehabilitation  of  the  tuberculous 
patient,  the  neuropsychiatric  patient,  the  amputee  or 
otherwise  disabled,  and  the  paraplegic,  or  spinal  cord 
cases. 
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IJecause  there  had  been  no  comparable  program 
in  the  Veterans  Administration,  a completely  new 
section  or  service  had  to  he  created.  Today,  we 
have  come  a long  way  down  the  road.  The  Medical 
Rehabilitation  Service  has  been  established.  Field 
person iiel  is  just  beginning  to  be  appointed,  but  the 
■Medical  Rehabilitation  Service  already  has  become 
an  integral  part  of  the  medical  program. 

Of  major  importance  to  the  whole  program  of 
the  Veterans  Administration  is  General  Bradley’s 
decentralization  plan  for  streamlining  the  operations 
of  all  of  th  efunctions  of  the  agency.  Where 
previously  all  activities  were  administered  from 
Washington,  under  decentralization  they  will  be 
administered  on  an  area  basis  from  thirteen  Branches 
of  Central  Office,  with  headquarters  in  each  of  what 
are  roughly,  the  thirteen  Civil  Service  Districts 
throughout  the  country. 

’Fhere  has  not  been  sufficient  time,  as  yet,  to  detei'- 
mine  the  effectiveness  of  decentralization,  but  the 
thirteen  Veterans  Administration  Branch  Offices  are 
open,  having  begun  to  function  officiallv  as  of 
April  1,  1946. 

General  Hawley  is  sincere  in  his  praise  of  the 
■American  doctor,  both  individuallv  and  collectively. 
He  has  repeatedlv  said,  “There  is  no  substitute  for  a 
good  doctor.”  .And  he  means  it. 

In  an  address  before  the  House  of  Delegates  of  the 
■American  .Vledical  .Association,  General  Hawley 
recognized  .and  paid  tribute  to  the  medical  teaching 
centers  of  this  country.  He  recognized  them  as  the 
source  from  which  the  .American  doctor  has  drawn, 
and  is  drawing,  his  medical  knowledge  and  skill, 
knowledge  and  skill  so  gloriously  reflected  in  the 
saving  of  a higher  percentage  of  w'ounded  during 
World  War  II  than  ever  has  been  possible  in  the 
whole  history  of  previous  warfare. 

Toda)',  General  Hawley  is  leaning  heavily  upon 
'he  qualified  .American  doctor  engaged  in  civilian 
practice.  He  needs  his  help  in  giving  outpatient 
treatment.  He  is  dependent  upon  the  civilian  physi- 
cian for  assistance  in  Veterans  .Administration 
Hospitals.  He  needs  the  help  of  the  organized  state 
medical  societies  in  encouraging  communities  in 
which  there  are  unused  hospital  beds  to  make  these 
beds  available  to  the  Veterans  .Administration.  In 
this,  he  needs  \our  help  in  providing  for  veterans 
“a  medical  service  second  to  none”. 


We  don’t  love  people  so  much  for  the  good  they 
have  done  us  as  for  the  good  we  have  done  them. 
— Sterne. 


TUBERCULOSIS  PROBLEMS  IN 
WEST  VIRGINIA* 

By  E.  P.  WELLS,  Executive  Secretary, 

West  Virginia  Tuberculosis  and  Health  Association, 
Charleston,  West  Virginia 

1 ubercidosis  took  the  lives  of  692  people  in  West 
Virginia  last  year.  I ifty-three  per  cent  were  persons 
between  1 5 and  45  years  of  age.  In  this  age  group 
( with  the  exception  of  accidental  deaths)  tubercu- 
losis took  the  greatest  toll  of  lives.  Of  the  692 
deaths,  only  .53  occurred  under  15  years  of  age. 
There  were  1,830  new  cases  reported  last  year. 
-According  to  tested  estimate,  the  formula  of  nine 
active  cases  for  each  annual  death,  there  are,  then, 
6,228  active  cases  of  tuberculosis  in  the  state  today. 

The  tuberculosis  problem  is  of  utmost  major 
importance.  Indication  of  the  size  of  the  problem 
is  presented  by  figures  compiled  by  the  West  Vir- 
ginia State  Department  of  Health.  Over  a six- 
tear  period,  1940-1945  inclusive,  their  figures  show 
reported  tuberculosis  to  be: 

1940  1941  1942  1943  1944  1945  Total 

1,682  1,893  1,602  1,643  1,680  1,830  10,330 

The  tuberculosis  deaths  for  the  same  period  were: 

865  832  765  769  754  692  4,677 

The  latest  estimate  of  the  number  of  active  cases 
per  death  in  a community  is  nine  cases. ‘ Therefore, 
the  actual  record  of  cases  known  against  the  prob- 
abilities would  be  as  follows: 

1940  1941  1942  1943  1944  1945 

Probabilities  . ■ 7,885  7,488  6,885  6,921  6,786  6,228 

Actually 

Reported 1,682  1,893  1,602  1,643  1,680  1,830 

Unknown  6,203  5,595  5,283  5,278  5,106  4,398 

The  number  of  tuberculosis  deaths  which  have 
been  undiscovered  or  unreported  prior  to  issuance 
of  a death  certificate  is  alarmingly  great.  In  1944 
and  1945,  receipt  of  death  certificates  constituted 
the  first  record  of  tuberculosis  in  773  (55%)  of 
the  1,407  deaths  reported  in  these  years. 

CASE  FINDING  BRINGS  RESULTS 

'The  experience  of  two  counties  in  connection 
with  case-finding  is  worthy  of  notice.  Up  to  and 
including  part  of  1941,  the  tuberculosis  association 
in  Fayette  County  had  not  carried  out  an  active 
case-finding  program.  During  this  year  the  asso- 

•Submitted  to  and  approved  by  the  West  Virginia  Tuberculosis 
and  Health  Association  at  the  annual  meeting  at  Clarksburg,  Sep- 
tember 20,  1946. 

'National  Tuberculosis  Association. 
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ciation  was  reorganized,  physicians  interested,  and  a 
tuberculosis  field  worker  placed  in  charge  of  the 
work.  Regular  x-ray  clinics  were  instituted.  The 
average  number  of  new  cases  reported  for  the  five 
vears  following  1941  was  122.25  cases  against 
58.60  for  the  five  years  preceding  1941.^ 

Although  the  city  and  county  health  departments 
and  the  tuberculosis  association  in  Kanawha  County 
had  been  active  for  many  years,  a regular  diagnostic 
clinic  service  was  not  instituted  until  1 942.  The 
average  number  of  cases  reported  in  Kanawha 
County  for  this  year  and  the  subsequent  three  years 
(1942-1945)  was  267.50  against  144.25  for  the 
four  previous  years. = 

A comparison  of  the  most  recent  provisional 
figures  available, 2 those  of  1945,  show  the  following 
relationship  between  West  Virginia  and  the  United 


States: 

New  Cases  Number  of 

Reported^  Deaths  Death  Rate 

West  Virginia  1,830  692  40.2 

United  States  117,400  52,398  39.7 


Of  the  48  states,  only  1 7 have  higher  rates  than 
West  Virginia  and  9 of  these  are  southern  states 
with  large  Negro  population  and  4 are  resort  states 
where  many  patients  go  seeking  a “magic”  cure  or 
last  hope,  and  die  in  residence.  Some  of  these  “cure 
seekers”  may  have  been  former  West  Virginians. 

The  downward  trend  of  recent  years  was  reversed 
during  the  first  three  months  of  1946.  Earliest 
provisional  figures*  show  a four  point  rise  in  the 
tuberculosis  death  rate  over  a comparable  period  of 
1945.  This  may  be  mere  circumstance  and  the 
process  will  again  reverse  itself  or  it  may  be  indica- 
tive of  trouble  to  come  as  a result  of  the  accumula- 
tion of  wartime  excesses  and  fatigue. 

BED-CAPACITY  INADEQUATE 

.At  present,  West  Virginia  has  1,355  sanatorium 
beds.  Of  these,  1,230  are  for  white  patients  and 
125  for  Negroes.  They  are:  Pinecrest  665,  Hope- 
mont  475,  Denmar  125,  Ohio  County  38,  and  Hill 
Crest®  52. 

The  present  accepted  minimum  standard*  is  2.5 
beds  per  annual  death.  By  this  measure,  to  meet 
minimum  requirements.  West  Virginia  should  have 
1,727  available  beds.  By  this  standard,  the  state 


“Tuberculosis  Mortality  and  Morbidity  Statistics,  1940-1945. 
“Statistical  Service,  National  Tuberculosis  Association. 

“N.  T.  A.  Special  effort  was  made  to  obtain  the  number  of  new 
cases  reported  exclusive  of  "primary"  or  "childhood  type"  cases 
which  are  reportable  in  some  states. 


has  372  fewer  beds  than  are  required  to  meet  basic 
needs.  Further,  300  beds  are  maintained  at  Hope- 
mont  which  are  not  suited  for  the  care  and  treatment 
of  patients  and  are  also  located  in  buildings  inade- 
quately protected  from  fire.  Thus,  in  reality,  the 
state  has  1,055  properly  established  beds  or  1.5  beds 
per  annual  death. 

Two  of  the  three  state  sanatoria  are  located  in 
areas  remote  from  population  centers  and  without 
satisfactory  travel  facilities.  Hopemont  is  situated 
in  the  mountainous  section  of  northeastern  West 
Virginia  off  the  main  travel  routes,  and  30  miles 
from  Morgantown,  the  nearest  population  and 
recreational  center.  Denmar  Sanatorium  (Negroes) 
is  located  in  Pocahontas  County  far  from  the  centers 
of  Negro  population.  Fayette,  Kanawha  and  Mc- 
Dowell Counties  lead  in  number  of  admissions  to 
Denmar  and  their  county  seats  are  respectively  105, 
148  and  151  miles  distant.  It  is  well  off  the  main 
highway  and  is  served  by  no  public  carrier. 

No  immediate  medical  consultation  service  is 
available  locally  to  either  of  these  two  institutions 
although  Hopemont  does  draw  upon  the  medical 
faculty  of  the  medical  school  at  Morgantown.  No 
nearby  labor  pools  exist  from  which  to  draw  the 
necessary  employees  for  adequate  maintenance.  All 
sanatoria  are  dependent  upon  prison  labor. 

Pinecrest  Sanatorium  is  in  Beckley  and  is  well 
located  with  an  excellent  physical  plant. 

NON-MEDICAL  DISCHARGES 

In  all  state  sanatoria  there  exists  a dangerous  and 
serious  problem.  This  is  the  large  number  of  tuber- 
culosis patients  who  leave  sanatoria  against  medical 
advice,  only  to  return  to  their  homes  and  communi- 
ties still  sick  and  still  infectious.  In  1944,  the  fol- 
lowing nonmedical  discharges  were  recorded  for  the 
state  sanatoria: 

Total  Number  Discharges  Percent  of 


Hospital'  Discharges  Against  Advice  Total  Discharges 

Denmar 74  16  22 

Hopemont  406  119  29 

Pinecrest  652  349  54 


1,132  484  42.8 

The  same  general  conditions  are  prevailing  at  the 
present  time,  although  the  war  has  ended.  The  first 
6 months  of  1946  show  a total  of  5 1 1 live  dis- 
charges for  the  three  state  sanatoria,  223  being 

‘Statistical  Service,  N.  T.  A. 

‘Accepts  children  only. 

‘National  Tuberculosis  Association. 

’A  Survey  of  Tuberculosis  Institutions  of  West  Virginia, 
U.  S.  P.  H.  S. 
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;igainst  medical  adv'ice.  There  were  107  deaths 
during  the  period. 

Comment  should  also  be  made  on  the  large 
number  of  tubercidosis  patients  in  the  state  who 
refuse  sanatorium  treatment.  Although  there  is 
no  accurate  record,  every  tubercidosis,  public  health 
and  social  worker  knows  the  number  to  be  danger- 
ously large.  It  is  known  that  52.2  per  cent  of  re- 
ported tuberculosis  deaths  in  the  state  occur  outside 
hospitals.”  Tin's  will  indicate  the  seriousness  of  the 
problem. 


tuberculosis  for  the  current  year  of  the  biennium 
amount  to  $99.3,500  or  57  cents  per  capita  as  bagged 
on  the  estimated  population  figures  of  1943. 

Federal  funds,  through  the  United  States  Public 
Health  Service,  were  received  to  operate  the  Bureau 
of  Tuberculosis  Control,  state  health  department. 
These  amounted  to  $8,308.39  for  1944,  $12,- 
634.00  for  1945  and  $65,276.21  for  1946.  This 
activity  is  wholly  dependent  upon  federal  funds. 

NEGRO  DEATH  RATE  HIGH 


.All  these  cases,  those  wTo  died  outside  hospitals 
and  those  w'ho  left  sanatoria  against  medical  advice 
and  who  didn’t  die,  as  well  as  those  refusing  hospi- 
talization, w’ere  largely  highly  infectious  and  a 
menace  to  both  their  families  and  the  general  popula- 
tion. 

PER  CAPITA  EXPENDITURES 

Sanatoria  in  West  Virginia  estimate  the  following 
per  capita  per  day  expenditure  for  1944-1945: 
Denmar  $3.47;  Hopemont  $2.60;  and  Pinecrest 
$2.01 . Neighboring  states  run  close  to  these  figures, 
but  are  having  the  same  inherent  problems  as  West 
Virginia.  The  data  from  other  states  is  not  up-to- 
date,  although  latest  figures  w'ere  requested,  and  is  as 
follows:  Maryland  $2.93  (year  ending  June, 

1946),  North  Carolina  $2.00  (1944),  Pennsyl- 
vania $2.50  (calendar  year  1945),  and  Virginia 
$2.47  ( 1944).  The  veterans’ tuberculosis  hospitals, 
14  in  number,  averaged  $7.31  for  .April  of  1946. 

APPROPRIATIONS 


.Appropriated  to  the  West  Virginia  Tuberculosis 
and  Health  .Association,  through  the  State  Board  of 
Control,  is  an  annual  sum  of  $10,000  used  to 
develop  and  maintain  field  clinic  and  nursing  ser- 
vices. The  moneys  of  the  state  and  local  associa- 
tions, expended  in  most  part  on  such  activities  as 
aid  to  patients,  case-finding,  nursing  service,  diagnos- 
tic clinics  and  health  education,  averaged  $97,- 
599.56  for  the  three  years  1944,  1945,  and  1946. 


Estimated  state  expenditures  for  tuberculosis  for 
the  years  mentioned  above  are  as  follows: 


1944-1945 

Appropriation  TB  Assn S 10,000 

Appropriation  Sanatoria®  . 580,500 
Appropriation  for  Indigents  . 360,000 


1945-1946  1946-1947 

S 10,000  $ 10,000 

658,500  658,500 

325,000  325,000 


S950.500  $993,500  $993,500 

Thus,  roughly,  and  not  including  aid  to  depend- 
ents through  public  relief,  state  expenditures  for 


*A  Study  of  Tuberculosis  Institutions  of  West  Virginia,  USPHS. 


Negroes  comprise  6.2  per  cent  of  the  population 
of  the  state.  The  death  rate  for  this  group,  as  is 
true  everywhere,  is  considerably  higher  than  that  of 
the  white  population.  In  1944,  it  was  estimated 
to  be  approximately  120  per  100,000  people." 
Negroes,  comprising  this  percentage  of  the  popula- 
tion, suffered  1 7 per  cent  of  the  total  deaths  in  this 
year  and  had  allotted  to  them  only  9 per  cent  of  the 
sanatorium  beds."  Thus  the  ratio  of  beds  per 
death  for  Negroes  was  one  to  one. 

ADDITIONAL  HEALTH  OFFICERS  NEEDED 

.A  community  of  50,000  persons  should  have  one 
full-time  professionally  trained  and  experienced 
medical  health  officer,  a full-time  public  health  or 
sanitary  engineer,  a sanitarian  of  nonprofessional 
grade,  ten  public  health  nurses  (one  of  supervising 
grade),  and  three  clerical  workers.”  This  is  the 
currently  accepted  standard  for  working  efficiency 
for  such  units. 

The  1945  report  of  the  Bureau  of  County  Health 
Work,  state  health  department,"  lists  44  of  West 
Virginia’s  55  counties  as  having  health  services  un- 
der supervision  of  the  state  health  department. 
There  are  16  full-time  county  health  departments, 
5 full-time  district  health  departments  serving  20 
counties,  and  8 counties  with  full-time  nursing 
service  only.  Eleven  counties  have  no  health 
service  rendered  by  full-time  personnel.  At  the 
time  of  this  study,  3 units  were  operating  without  a 
director  and  4 were  directed  by  part-time  officers. 

Of  the  18  health  officers  listed  for  West  Virginia, 
only  6 had  adequate  public  health  training.  Per- 
sonnel comprising  the  29  units,  or  serving  the  44 
counties,  included  13  health  officers,  34  sanitarians, 
66  nurses,  41  clerks  and  38  others. 

Thus,  roughly,  the  counties  which  have  the 
above  personnel,  in  order  to  maintain  adequate 

"Less  amounts  budgeted  as  collections  at  sanatoria. 

“Survey  of  Tuberculosis  Institutions  of  West  Virginia,  USPHS. 
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services  and  produce  results,  should  have,  accord- 
ing to  accepted  standards,  30  health  officers,  30 
sanitary  engineers,  30  sanitarians,  300  nurses  and 
90  clerical  workers.  The  eleven  counties  having 
no  services  under  health  department  supervision 
should  have  4 health  officers,  4 sanitary  engineers,  4 
sanitarians,  40  nurses  and  12  clerical  workers.’’ 

The  smallness  in  size  and  population  of  many 
W^est  Virginia  counties  precludes  the  establishment 
of  individual  effective  health  departments.  Rec- 
ognizing the  logic  of  this,  the  Committee  on  Local 
Health  Units,  American  Public  Health  Association, 
in  conjunction  with  the  state  health  commissioner, 
has  agreed  upon  the  efficacy  of  25  health  units  for 
the  state,  completely  covering  the  territory  and 
serving  the  entire  population.  No  units  have  under 
50,000  population  and  only  two  exceed  100,000. 
Included  are  9 single  county  units,  7 bicounty  units, 
4 tri-county  units  and  5 four-county  units.  This 
program,  if  carried  through,  would  provide  the  ter- 
ritorj'  with  25  full-time  health  officers,  71  sanitary 
engineers  and  sanitarians,  382  public  health  nurses 
and  124  clerks. 

THE  1947  BUDGET 

The  total  amount  budgeted  for  the  official  public 
health  program  in  the  state  and  counties  for  the 
1947  fiscal  period,  as  presented  in  the  1947  budget 
submitted  by  the  state  health  department,  is  $1,- 
648,874.90.  This  is  broken  down  into  $606,450 
from  state  funds,  $414,193  from  counties  and 
$628,231.90  from  outside  sources,  mainly  the 
federal  government.  Thus,  according  to  the  1943 
census,  the  state  appropriated  a per  capita  of  35 
cents  for  its  own  health  program. 

Of  the  total  budgeted  for  county  units,  the  coun- 
ties themselves  are  providing  $414,193,  or  25  per 
cent.  Pendleton,  Taylor  and  Wayne  Counties 
are  not  included  in  these  figures.  Thus,  52  counties 
contribute  25  per  cent  of  the  total  or  a per  capita 
of  24  cents  to  their  own  health  program. 

It  is  interesting  to  note  that  the  $65,276.21, 
which  is  allotted  to  maintain  the  Bureau  of  Tuber- 
culosis Control,  is  completely  made  up  of  federal 
funds.  .As  the  federal  government  considers  treat- 
ment, hospitalization  and  relief  of  the  tuberculous 
as  a state  responsibility,  funds  appropriated  by  the 
state  for  these  purposes  cannot  be  used  on  a matching 


"Local  Health  Units  for  the  Nation,  Commonwealth  Fund. 
’’Annual  Report  of  the  W.  Va.  State  Health  Department. 
’’Some  of  these  counties  do  employ  part-time  practicing  physi' 
cians  and  a few  nurses  for  local  program  work. 


basis.  For  this  reason,  if  state  financial  support  for  its 
own  bureau  cf  tuberculosis  control  is  not  soon  forth- 
coming, federal  funds  may  be  withdrawn. 

State  law  sets  three-tenths  of  a mill  as  the 
maximum  which  a county  or  municipal  authority 
may  leyy  for  ptirposes  of  providing  fidl-time  health 
services.  .According  to  the  1941  assessed  valua- 
tions, this  would  provide  approximately  $600,000 
in  local  money  for  local  health  services.  Multi- 
county action  would  increase  this  sum,  since  the  law 
provides  that  two-fifths  of  the  amount  contributed 
by  cooperating  counties  may  be  added  by  the  state 
department  of  health.” 

SERVICES  CURTAILED 

Currently,  the  state  health  department  is  under- 
staffed, under-budgeted  and  has  an  inadequate  num- 
ber of  services.  The  Bureau  of  Tuberculosis  Con- 
trol and  the  Division  of  Communicable  Disease 
Control  share  a director.  .Also,  so  do  the  Bureaus  of 
Maternal  and  Child  Hygiene  and  County  Health 
Work.  The  Bureau  of  Industrial  Hygiene  has  no 
physician  in  charge  and  the  Division  of  Venereal 
Disease  Control  is  directed  by  a layman.  The 
Bureau  of  Public  Health  Education  has  been  greatly 
curtailed.  Continued  difficulty  in  obtaining  and 
keeping  personnel  indicates  existence  of  basic  faults. 

The  $325,000  Hospitalization  for  Needy  Tuberc" 
ular  Fund,  appropriated  by  the  legislature  for  each 
year  of  the  biennium,  is  administered  through  the 
Bureau  of  Tuberculosis  Control.  This  fund  is  for 
the  purpose  of  enabling  indigent  tuberculosis  patients 
to  meet  the  one  dollar  per  day  charge  for  sanatorium 
maintenance.  .At  present  this  fund  is  .allocated  as 


follows: 

To  provide  one  dollar  per  day  for 

indigent  patients  $272,000 

To  the  Department  of  Public  .Assist- 
ance for  investigations 5,000 

Subsidization  of  Hygienic  Laboratory 

for  tubercidosis  work 3,000 

Private  physicians’  fees  for  pneumo- 
thorax treatments  18,000 

Surgery  for  indigent  patients'. 27,000 


$325,000 

.Actually,  then,  this  fund  of  $272,000  is  making 
possible  maintenance  in  sanatoria  for  745  patients 
at  one  dollar  per  diem.  The  master  file  of  reported 
tuberculosis  cases  at  the  Bureau  of  Tuberculosis  Con- 
trol shows  4,384  active  cases  as  of  April  15  this 
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year.’'’  On  the  basis  of  the  formula  of  nine  active 
cases  per  death,  we  can  be  assured  that  this  is  low. 

SUPERVISION  AND  ADMINISTRATION 

Sanatoria  are  operated  under  the  direction  and 
supervision  of  the  West  Virginia  State  Board  of  Con- 
trol. The  health  department  administers  the  appro- 
priation for  the  indigent  tuberculous.  The  Depart- 
ment of  Public  Assistance  makes  the  investigation  of 
each  applying  patient.  The  routine  is  as  follows: 
A patient  is  found  by  the  health  department,  a 
tuberculosis  association  or  a private  physician.  An 
application  is  completed  and  the  case  referred  to  the 
local  DPA  concerned.  .-\n  investigator  of  the  DP.^ 
visits  the  patient  and  family,  investigates  resources 
and  lists  their  expenses.  This  with  the  applica- 
tion is  forwarded  to  the  Bureau  of  Tuberculois 
Control  where  it  is  reviewed  by  a social  worker.  If 
approved  for  assistance,  the  application  is  then  for- 
w'arded  to  the  sanatorium.  Notification  is  then 
sent  from  the  sanatorium  to  the  patient  that  the  ap- 
plication has  been  accepted  and  includes  instructions 
as  to  when  admittance  can  take  place. 

Lengthy  delays  are  frequent.  The  Bureau  of 
Puberculosis  Control,  further,  as  has  been  pointed 
out,  pays  the  DPA  $5,000  to  make  the  investiga- 
tions. 

LOCAL  ASSOCIATIONS 

An  integral  and  important  part  of  the  whole 
tuberculosis  picture  in  West  Virginia  are  the  state 
and  local  tuberculosis  associations.  For  these,  too, 
there  is  much  to  be  considered. 

A definition  applicable  to  voluntary,  nonofficial 
organizations  of  this  kind  is:  A tuberculosis  associa- 
tion is  primarily  an  educational  institution  whose 
duty  and  object  is  to  instruct  the  public  in  the  nature 
of  tuberculosis  as  a disease,  its  prevention,  diagnosis 
and  treatment;  to  inform,  by  educational  media  and 
otherwise,  the  general  lay  public  and  proper  govern- 
ing officials  of  needed  facilities  for  diagnosis  and 
treatment  and  to  work  for  the  realization  of  these 
needs;  to  study  continually  and  work  toward  the 
improvement  of  public  agencies  established  to  provide 
assistance  to  the  tuberculous,  and  where  public  sup- 
ported facilities  are  not  sufficiently  well  established 
or  adequately  financed,  to  supplement  the  efforts  of 
the  official  agencies  by  maintaining,  on  a demonstra- 
tion basis,  supportive  and  supplementary  program 


“Local  Health  Units  for  the  Nation,  Commonwealth  Fund. 
“Minimal  cases  carried  back  to  1943  and  moderately  and  far 
advanced  cases  back  to  1942.  Last  reported  active. 


activities  until  such  time  as  the  official  agency  may 
satisfactorily  carry  out  the  activity. 

Such  supportive  and  supplementary  activities  con- 
sidered as  desirable  are:  field  nursing  service,  diagnos- 
tic clinics,  mass  x-ray  studies,  rehabilitation  and 
social  service. 

It  is  evident  that  few  associations  militantly  back 
their  health  officer  to  assist  him  in  acquiring  his  needs 
or  are  willing  to  turn  over  to  the  official  agency  any 
program  activity  when  the  health  department  is  in  a 
position  to  administer  and  maintain  it. 

At  present  few  associations  in  West  Virginia 
approximate  the  program  as  defined  in  the  foregoing, 
f ive  counties  have  no  local  association  or  responsi- 
bility. Seven  counties  have  both  adequate  organiza- 
tions and  balanced  program  activities.  Between 
these  two  categories  exist  43  counties  with  organiza- 
tions ranging  from  mere  seal  sale  committees  to 
striving  promising  associations. 

A recent  effort  has  been  inaugurated  to  perfect 
local  organization  and  program.  This  effort  has 
already  realized  some  success.  District  associations, 
where  neighboring  counties  have  homogeneous 
populations,  good  travel  routes  and  similar  industry, 
are  being  considered.  The  object  is  to  place  a 
trained  qualified  worker  in  each  population  center, 
whether  single  county  or  district  unit,  where  reason- 
able success  can  be  assured. 

CHRISTMAS  SEALS 

Christmas  Seal  returns  have  steadily  increased 
since  the  end  of  the  recent  depression.  The  last  sale 
approximated  $118,000,  of  which  nearly  75%  re- 
mained in  local  areas  for  program  work.  The  per 
capita  contribution  was  6.7  cents. 

ORGANIZATION  IMMEDIATE  NEED 

One  of  the  gravest  problems  is  that  of  the  small 
county  with  little  population,  which,  after  financing 
a clinic — or  possibly  two — still  has  a problem,  but 
exhausted  resources.  There  are  at  present  3 1 such 
counties,  but  1 3 of  these  can  be  eliminated  by  the 
proposed  districting  and  pooling  of  resources. 

Organization  seems  to  be  the  outstanding  im- 
mediate need.  Increased  resources  and  improved 
program  will  logically  follow. 

These,  then,  are  the  more  important  problems 
and  the  various  factors  with  which  we  must  contend. 
Definite  immediate  action  and  long  range  planning 
are  needed  to  correct  many  existing  faults  and  weak- 
nesses and  to  improve  services  generally  to  the 
tuberculous  of  West  Virginia. 
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CARE  OF  THE  MENTALLY  ILL  AT 
WESTON  STATE  HOSPITAL 

By  JOSEPH  L.  KNAPP,  M.  D.,  Superintendent 
Weston,  West  Virginia 

In  speaking  of  the  present  conditions  at  Weston 
State  Hospital  and  its  future,  it  is  well  to  pause  for  a 
moment  and  reflect  on  the  history  of  the  hospital. 
The  beginning  of  it  dates  back  even  before  the  be- 
ginning of  the  state  itself. 

T'he  Weston  State  Hospital  was  originally  started 
by  the  State  of  Virginia  in  1859  and  named  “The 
Lunatic  Asylum  West  of  the  Allegheny  Mountains.” 
From  tlie  records,  it  would  appear  that  it  had  a 
stormy, birth  and  beginning.  There  were  numerous 
delays  in  construction,  and  notations  in  the  early 
records  sliow  that  blankets,  sheets  and  supplies  were 
seized  by  raiding  Union  and  Confederate  troops. 
After  the  Civil  War,  the  name  was  changed  to  the 
West  Virginia  Hospital  for  the  Insane. 

Dr.  R.  Hills,  Superintendent,  with  his  wife,  who 
had  been  appointed  matron,  and  assistants,  arrived 
October  22,  1864.  The  total  bed  capacity  at  that 
time  was  thirty-five.  It  was  not  until  some  eight 
years  later  that  the  original  building  was  finally 
completed,  with  a bed  capacity  of  two  hundred  and 
fifty.  It  has  been  stated  that  part  of  the  hospital, 
which  is  still  in  use,  is  one  of  the  few  tangible  re- 
mains of  the  Virginia  Debt.  One  of  the  wings  of 
the  hospital  is  the  largest  hand-cut  stone  building 
in  the  United  States. 

At  the  time  of  its  construction  and  for  many 
years  afterward  the  hospital  had  the  reputation  of 
being  one  of  the  finest  mental  hospitals  in  the 
country. 

During  World  War  II,  the  hospital  was  con- 
fronted with  the  same  common  problems  that 
plagued  similar  hospitals  over  the  country — severe 
shortage  of  personnel  and  inability  to  obtain  supplies 
for  adequate  maintenance  and  necessary  construc- 
tion. Now  that  the  war  is  over,  it  is  our  desire  and 
purpose  to  make  Weston  again  one  of  the  outstand- 
ing mental  institutions  in  the  country. 

AVith  the  full  cooperation  and  support  of  Gover- 
nor Clarence  W.  Meadows,  and  the  members  of  the 
Board  of  Control,  manv  desired  changes  have  al- 
ready been  made. 

Children,  who  were  formerly  cared  for  in  all  three 
of  the  state’s  mental  hospitals,  have  been  transferred 
to  Huntington  State  Hospital.  With  all  of  the  chil- 
dren segregated  in  one  hospital,  it  will  be  possible  to 


provide  more  adequate  care,  as  well  as  to  establish 
a training  and  schooling  program  to  give  them  every 
opportunity  possible. 

The  comparatively  small  number  of  the  criminally 
insane  in  the  state  have  all  been  transferred  to  the 
Weston  State  Hospital  where  they  are  cared  for  in 
a ward  olTering  maximum  security,  yet  providing 
the  very  best  in  medical  and  nursing  care  for  their 
treatment. 

All  of  the  known  tubercular  patients  in  the 
Huntington  and  Spencer  State  Hospitals  have  been 
transferred  to  Weston.  There  they  are  being  cared 
for  on  two  floors  of  the  new  psychiatric  unit.  This 
building,  I cannot  help  but  mention,  is  one  of  the 
most  modern  and  well  equipped  mental  hospital 
units  in  the  United  States. 

With  the  cooperation  of  the  staff  of  the  Hopemont 
Sanitarium,  plans  have  been  made  to  provide  the 
very  best  treatment  possible  for  the  mentally  ill 
tubercular  patients.  It  is  our  plan  to  give  pneumo- 
thorax and  do  phrenic  crushi.ngs  in  selected  patients 
whenever  the  tubercular  process  indicates  and  the 
patient’s  mental  condition  will  so  permit. 

The  state  health  department  will  soon  have  com- 
pleted a tuberculosis  survey  of  all  patients  and  em- 
ployees in  the  hospital.  So  far  as  can  be  ascertained, 
this  is  the  first  complete  survey  for  tuberculosis  that 
has  ever  been  made  in  the  hospital.  After  com- 
pletion of  the  survey,  all  known  tubercular  patients 
will  be  hospitalized  in  our  present  tubercular  units. 
Then,  all  new  patients  will  receive  a routine  chest 
x-ray  on  admission,  and  it  is  planned  that  annual 
resurveys  of  all  hospital  patients  will  be  made.  The 
reason  for  this  is  that  it  is  a well-known  fact  that 
the  incidence  of  tuberculosis  in  certain  types  of 
mental  patients  is  considerably  higher  than  in  the 
general  popidation. 

The  immunization  of  all  patients  and  employees 
against  typhoid  fever  and  smallpox  is  in  the  process 
of  being  completed.  This  has  not  been  done  in  many 
years  and  is  deemed  advisable  from  a public  health 
standpoint  in  view  of  the  very  large  number  of 
patients  being  cared  for  here  at  the  hospital. 

White  uniforms  have  been  ordered  for  all  the 
attendants.  We  have  already  received  the  white 
uniforms  for  our  female  attendants  and  hope  to  have 
the  new  uniforms  for  our  male  attendants  in  the 
near  future.  While  attiring  attendants  in  w'hite  uni- 
forms may  seem  relatively  unimportant,  it  has  a very 
important  psychological  effect  on  the  patients.  We 
would  be  shocked  if  we  went  into  a general  hospital 
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and  found  attendants  or  nurses  aides  dressed  in  a 
variety  of  styles  of  personal  clothing.  It  is  unfortu- 
nate that  due  to  our  limited  appropriations  we  were 
forced  to  have  the  employees  pay  out  of  their  own 
meager  salaries  the  cost  of  these  uniforms. 

The  present  medical  staff,  while  limited  in 
number,  is  composed  of  men  trained  or  interested  in 
neuropsychiatry.  For  this  reason,  the  need  of  a 
consulting  staff  was  deemed  advisable.  With  the 
full  cooperation  and  support  of  the  doctors  in  Weston 
a.nd  Clarksburg,  a consulting  staff  on  surgery,  in- 
ternal medicine,  EEN'F,  Genito-Urinary,  Tubercu- 
losis, and  Dermatology  was  appointed.  As  a result,  it 
has  been  possible  to  do  major  surgery  and  receive 
needed  consultations  on  patients  which  has  not  pre- 
viously been  possible  here  at  the  Weston  State  Hos- 
pital. 

Whth  instruction  and  guidance  of  the  attendants 
and  careful  supervision  of  the  use  of  restraint,  the 
number  of  patients  in  restraint  has  been  reduced  over 
fifty  percent  in  the  past  two  months.  The  same  has 
been  true  with  reference  to  the  use  of  sedatives,  the 
administration  of  which  has  also  been  markedly  de- 
creased. This  reduction  in  the  use  of  restraint  and 
sedation  can  also  be  attributed  to  the  earlier  use  of 
electro-shock  therapy  in  indicated  cases,  the  more 
prompt  use  of  malaria  therapy  in  paretics,  and  the 
use  of  hydrotherapy  for  disturbed  patients. 

During  the  summer  of  1946,  all  patients,  except 
bed  patients,  have  been  kept  outside  on  the  grounds 
for  as  many  hours  as  possible  each  day.  As  a result, 
the  patients  are  quieter  and  their  general  health  has 
improved. 

A complete  classification  of  all  patients  is  in  pro- 
cess. To  date,  it  has  been  possible  to  have  all  bed 
patients  transferred  to  designated  infirmary  wards 
on  both  male  and  female  sides.  These  patients  were 
formerly  scattered  throughout  all  the  wards  in  the 
hospital.  The  same  has  been  true  of  hyperactive  and 
difficult  patients,  who  have  been  segregated  in 
specially  designated  wards  where,  with  a slight  in- 
crease in  the  personnel,  they  can  be  better  cared  for. 

Special  male  and  female  receiving  wards  have  been 
designated  where  all  newly  admitted  patients  are 
kept  for  an  adequate  period  of  time  for  complete 
study  and  initial  treatment. 

The  occupational  therapy  department  has  been  re- 
opened in  a small  way  in  keeping  with  our  limited 
appropriations.  This  department  had  been  entirely 
closed  for  a number  of  months.  It  is  a well  known 
fact  that  an  active  occupational  therapy  program  is 
essential  in  the  treatment  of  the  mentally  ill. 


We  have  appealed  to  the  clergy,  the  Red  Cross, 
and  various  organizations  to  contribute  old  maga- 
zines, supplies  for  occupational  therapy,  and  to  assist 
in  providing  recreational  activities  such  as  bingo 
parties  and  dances  for  the  patients.  Two  such  bingo 
parties  have  already  been  held  with  great  success 
and  enjoyment  for  the  patients.  Now  that  the  sum- 
mer vacation  period  is  ended,  a number  of  bingo 
parties  and  dances  for  the  patients  are  being  planned. 
These  additional  recreational  activities  could  not  be 
provided  with  the  present  limited  funds  and  per- 
sonnel except  for  the  aid  and  support  of  the  people 
in  the  community. 

So  far  we  have  mentioned  a few  of  the  minor 
accomplishments  we  have  been  able  to  achieve.  We 
now  wish  to  outline  briefly  our  plans  and  hopes  for 
the  future  which  can  be  realized  only  with  the  full 
aid  and  support  of  the  medical  profession  and  the 
citizens  of  West  Virginia. 

One  of  the  first  objectives  is  to  make  every  effort 
to  educate  the  public  in  regard  to  the  prevention  of 
mental  illness,  the  nature  of  it,  and  to  impress  on 
them  that  mental  illness  is  a disease  that  in  most 
cases  can  be  treated  and  cured ; that  it  is  no  disgrace 
if  a member  of  the  family  becomes  mentally  ill; 
and,  that  our  state  hospitals  are  true  hospitals  in 
every  sense  of  the  word,  and  not  places  where,  when 
one  enters,  all  hope  is  lost.  We  have  been  able  to 
take  venereal  disease  out  of  the  back  closet.  Let  us 
now  do  the  same  with  mental  illness. 

Weston  State  Hospital  has  more  than  am. pie  clini- 
cal material  to  provide  excellent  short  seminars  for 
the  medical  profession  of  West  Virginia.  We  would 
be  most  willing  to  arrange  for  clinics  at  any  time 
that  a group  of  doctors  can  arrange  to  visit  the  hos- 
pital. 

It  is  hoped  that  we  can  soon  provide  adequate 
training  facilities  so  that  the  student  nurses  in  West 
Virginia  can  obtain  full  credit  for  phychiatric  train- 
ing in  the  state  instead  of  being  required  to  go  to 
some  outside  mental  hospital  for  this  training. 

Every  effort  will  be  continued  to  raise  the  stand- 
ards of  the  hospital  until  it  is  accredited  to  provide 
psychiatric  residencies  at  Weston  State  Hospital. 
In  brief,  it  is  our  desire  to  make  the  hospital  a center 
of  psychiatric  training  for  the  doctors  practicing  in 
the  state,  as  well  as  for  residents  and  nurses.  If  this 
can  be  done,  it  will  be  found  that  the  care  and  treat- 
ment of  the  patients  will  markedly  improve. 

As  soon  as  adequate  personnel  can  be  provided, 
an  outpatient  clinic  should  be  established.  This  should 
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be  done  by  a psychiatric  team  consisting  of  a psy- 
chiatrist, a psychologist,  and  a psychiatric  social 
worker.  They  should  work  out  of  the  hospital  and 
hold  regular  clinics  in  the  communities  to  see  adults 
and  children  who  are  referred  to  them.  In  this 
manner,  many  patients  can  receive  early  treatment 
which  frequently  will  prevent  hospitalization. 

.Additional  psychiatric  beds  should  be  provided. 
The  Weston  State  Hospital  was  constructed  to  care 
for  1395  patients  and  we  at  present  have  a patient 
load  of  1810.  This  overcrowding  is  necessary  if  we 
are  to  succeed  in  keeping  mentally  ill  patients  out  of 
our  jails. 

.A  typical  example  of  the  degree  of  overcrowding 
at  present  is  that  on  the  male  side  we  have  a large 
dormitory,  1 13  x 16  x 10,  in  which  it  is  necessary  to 
house  fifty-two  patients.  This  gives  us  a little  over 
thirty-four  square  feet  of  floor  space  per  patient  or 
a space  a little  larger  than  8x4  feet.  With  this 
little  space  provided  to  occupy  a bed  as  a necessity, 
there  is  absolutely  no  room  between  beds,  and  pa- 
tients are  required  to  get  in  and  out  of  bed  by 
climbing  over  the  foot  of  it.  In  calculating  the  air 
space  we  find  it  provides  for  a fraction  over  347 
cubic  feet  of  .air  space  per  patient  which  is  far  below 
anv  acceptable  standard  from  a health  standpoint. 
These  crowded  conditions  arc  tvpical  of  many  of 
the  wards  here  at  Weston. 

Notwithstanding  the  inflated  bed  capacitv,  all  of 
tbe  beds  are  occupied  and  it  is  impossible  to  transfer 
patients  from  one  ward  to  another  for  psychothera- 
peutic reasons.  It  is  a well  established  therapy  axiom 
that  as  patients  improve  they  should  be  transferred 
to  wards  where  the  I'cst  of  the  patients  are  better  ad- 
justed. Such  a procedure  under  the  present  crowdeil 
conditions  is  almost  impossible  and  definitelv  inhibits 
tbe  improvement  and  recovery  of  the  patients. 

.Another  factor  necessary  in  the  treatment  of  men" 
tally  as  well  as  physically  ill  patients  is  their  diet.  It 
should  be  well  balanced,  adequate  and  varied.  .At 
present  we  have  an  appropriation  of  twenty-six  cents 
per  patient  day  for  food.  .As  everyone  can  appreciate, 
under  present  cost  it  is  impossible  to  provide  sufficient 
food  to  feed  patients  on  this  amount.  To  supple- 
ment this  we  arc  receiving  approximately  eleven 
cents  per  patient  day  in  food  from  the  Federal 
Government  in  the  form  of  surplus  commodities. 
This  amount,  however,  cannot  be  depended  upon 
and  will  undoubtedly  cease  within  the  next  six  to 
nine  months.  In  addition  to  the  two  above  men- 
tioned sources  of  funds  to  purchase  food,  we  have 
been  compelled  to  transfer  five  cents  a day  from  our 


appropriation  for  personnel  and  all  other  sources. 
Even  with  the  total  of  forty-two  cents  a day  it  is 
impossible  to  give  a varied  diet.  While  the  diet  is 
adequate  in  calories,  it  consists  largely  of  carbo- 
hydrates and  the  greater  percentage  of  the  protein 
is  supplied  in  the  form  of  peas  and  beans.  Meat  can 
be  served  only  once  or  twice  a week  even  when  the 
market  supply  is  adequate,  and  such  items  as  eggs 
and  fruit  can  be  served  only  on  rare  occasions. 
While  the  amount  available  per  patient  day  for  food 
is  insufficient  for  any  patient,  it  is  totally  inadequate 
for  our  tuhercular  mentally  ill  patients  and  no  special 
provision  in  appropriations  has  ever  been  made  for 
over  two  hundred  such  patients  whom  we  are  caring 
for  here  at  the  present  time. 

Many  of  the  buildings  at  the  hospital  are  over 
seventy-five  years  old  and  are  badly  in  need  of 
repairs  and  remodeling.  Some  are  beyond  repair  but, 
nevertheless,  still  have  to  be  utilized.  However, 
several  of  the  buildings  are  extremely  modern  and 
up-to-date  and  can  be  used  for  several  years. 

.Although  proper  buildings  and  equipment  are 
essential  to  any  successful  hospital  or  school,  what 
really  makes  it  a great  or  a mediocre  institution  is 
the  stafl.  .At  present,  there  are  four  doctors  on  the 
staff  caring  for  over  eighteen  hundred  patients,  or  a 
case  load  of  four  hundred  and  fifty  per  doctor.  The 
required  standards  set  up  by  the  .American  Psychia- 
tric .Association  is  one  doctor  for  each  hundred  and 
fifty  patients.  On  that  basis  there  should  be  twelve 
doctors  (ui  the  staff.  We  at  present  have  eight  gradu- 
ate nurses  at  the  hospital.  Three  times  that  number 
are  needed.  I'hc  number  of  attendants  is  in  the 
same  proportion,  and  I wish  to  point  out  that  due 
to  the  lack  of  adequate  personnel  they  are  required  to 
work  twelve  hours  per  day  with  only  two  days  off 
per  month. 

The  salaries  shmdd  be  sufficient  to  attract  a higher 
type  of  personnel.  This  is  particularly  true  of  the 
attendants.  In  addition  to  adequate  salaries,  proper 
living  quarters  should  be  provided.  .At  present,  Wes- 
ton State  Hospital  has  no  adequate  living  quarters 
for  any  of  the  personnel.  Staff  physicians  have  one 
room  and  use  a public  bath,  and  attendants  arc  rc- 
cjuired  to  live  on  the  wards  with  the  patients.  It  is 
impossible  to  expect  to  obtain  and  hold  trained  per- 
sonnel under  such  living  conditions. 

5Vhile  the  care  of  the  mentally  ill  is  the  responsi- 
bility of  every  citizen  of  the  state,  the  members  of 
the  medical  profession  should  be  the  leaders  in  a 
movement  to  see  that  these  unfortunate  individuals 


290 


The  West  Virginia  Medical  Journal 


November y 1946 


receive  the  most  modern  and  best  type  of  hospitaliza- 
tion and  medical  treatment  that  can  be  provided. 

While  the  cost  of  providing  these  added  facilities 
for  the  care  of  the  mentally  ill  will  greatly  exceed  the 
amount  now  available  for  the  purpose,  it  will  be 
found  that  the  number  of  patients  returned  to  their 
communities  will  be  considerably  greater  under  such 
a program.  Thus,  the  actual  number  of  patients  in 
our  mental  hospitals  will  be  reduced  in  proportion  to 
our  growing  population,  with  a very  tangible  sav- 
ings to  the  state  in  the  amount  appropriated  for  addi- 
tional hospitals  for  their  care,  and  an  immeasurable 
savings  in  the  total  economy  of  the  state  by  decreas- 
ing the  number  of  our  incompetent  dependent  citi- 
zens. 

THE  PEOPLE'S  HEALTH 

Health  is  not  a matter  of  competition  among 
nations.  Nor  should  it  be  among  groups  within  the 
Nation.  Yet  as  you  know  even  better  than  I,  our 
record  is  vastly  more  favorable  for  some  prevent- 
able diseases  than  for  others,  for  some  geographi- 
cal and  economic  groups  of  our  people  than  for 
others.  Even  diseases  which  are  almost  100  percent 
controllable  are  not  universally  under  control — 
diphtheria,  typhoid,  and  paratyphoid,  for  example, 
have  caused  no  deaths  in  some  States  in  some  re- 
cent years;  in  others  3 or  4 deaths  per  hundred 
thousand  still  occur  annually  from  these  causes. 
Or  compare  tuberculosis  death  rates — 5 or  6 times 
as  high  in  the  State  with  the  poorest  record  as 
compared  with  the  best.  If  the  whole  country  had 
made  as  good  a showing  as  the  State  with  the 
most  favorable  record  in  1943,  well  over  40,000 
lives  would  have  been  saved  in  that  single  year. 

The  same  kind  of  contrast — the  same  kind  of 
tragic  and  needless  waste — is  revealed  by  infant 
mortality  reports.  The  lowest  rate  reported  by  any 
State  in  1943  was  30  deaths  per  thousand  live 
births;  the  highest  showed  more  than  3 times  that 
many  deaths;  and  at  least  half  of  these  could 
probably  have  been  prevented  if  the  accident  of 
geography  had  provided  these  infants  with  a more 
favorable  birth  place. 

Even  in  the  same  county  there  are  often  shock- 
ing differences  in  infant  mortality.  You  are  prob- 
ably familiar  with  the  studies  made  in  Cleveland 
from  1920  on,  over  a period  of  17  years.  In  1937, 
the  last  year  of  this  survey,  the  infant  mortality 
rate  was  50  percent  higher  in  families  in  the  most 
meager  income  group  than  in  those  in  higher  eco- 
nomic levels. 

These  facts  do  not,  of  course,  add  up  to  a com- 
plete and  definitive  picture.  But  even  if  they  are 
no  more  than  straws  in  the  wind  of  progress,  they 
do  point  up  the  uneven  sweep  of  the  forces  that 
make  for  health  and  illness  across  this  broad  land. 

These  forces  are  of  many  kinds — economic,  so- 
cial and  educational  as  well  as  those  which  fall 
more  strictly  within  the  province  of  medicine. 
Poor  housing,  ignorance,  inadequate  community 
health  protection  all  go  hand  in  hand  with  lack  of 
essential  medical  care.- — Watson  B.  Miller  in  New 
York  Medicine. 


TREATING  THE  NEUROSES 

To  every  physician  of  experience  certain  com- 
mon and  frequent  problems  of  an  emotional  nature 
present  themselves  daily  in  his  practice.  Common 
sense  has  taught  him  to  recognize  the  psychotic  or 
grossly  mentally  disturbed  individual.  He  knows 
that  delirious  leactions  can  occur  from  fever,  over- 
medication, alcohol.  He  has  seen  patients  in  post- 
operative states  of  excitement.  He  can  easily  rec- 
ognize the  seriously  depressed  individual  with  his 
suicidal  preoccupations.  With  these  problems  he 
is  relatively  little  concerned  since  they  are  obvious 
and  usually  require  the  psychiatrist’s  attention. 
More  commonly,  however,  he  will  encounter  the 
patient  with  well-defined  organic  illness  who  re- 
acts with  strong  emotion  to  it  resulting  in  delayed 
convalescence,  protracted  symptoms  and  failure 
to  respond  to  the  usual  medical  regime. 

Secondly,  he  will  encounter  those  individuals 
whose  disease  picture  represents  a combination  of 
physical  and  emotional  problems  (such  conditions 
as  peptic  ulcei,  colitis,  hypertension,  asthma,  etc.) 
where  he  needs  to  know  that  the  patient’s  emo- 
tional state  may  be  the  fundamental  cause,  may 
aggravate,  may  explain  fluctuations,  or  may  indeed 
determine  the  entire  course  of  disorder.  This 
group  of  patients  fall  under  the  heading  of  that 
much  misused  term  “psychosomatic  illness’’ — that 
area  of  medicine  in  which  the  patient’s  illness  is 
most  effectively  treated  by  the  joint  cooperation 
of  internist  and  psychiatrist. 

Thirdly,  he  will  recognize  that  group  of  patients 
whose  genuine  physical  complaints  are  primarily 
expressive  of  emotional  disorders.  These  are  the 
fatigue  states  and  the  insistent  bodily  or  somatic 
complaints  which  the  ordinary  techniques  of  medi- 
cal examination  are  inadequate  to  explain. 

Fourthly,  there  will  be  those  patients  whose 
complaints  are  predominantly  psychological  in 
nature.  These  individuals  put  to  the  foreground 
their  symptomatology  of  anxiety,  fear,  obsessive 
thoughts  and  compulsive  actions. 

The  practitioner  may  be  as  yet  little  acquainted 
with  the  fifth  group  of  patients,  those  who  present 
the  interesting  phenomenon  of  repeated  accidents 
whom  we  have  come  to  recognize  as  representing 
a special  kind  of  personality  make-up.  The  in- 
dustrial physician  recognizes  this  group,  for  he 
knows  that  the  majority  of  accidents  occur  re- 
peatedly among  a small  group  of  workers.  The 
surgeon,  the  gynecologist,  the  genito-urinary  and 
other  specialists  will  recognize  their  particular 
problems  of  individuals  who  do  not  respond  to  re- 
peated manipulations,  who  get  persistently  worse 
because  of  them,  who  may  be  rendered  chronically 
disabled  unless  techniques  other  than  physical 
manipulation  are  employed.  Finally,  every  physi- 
cian must  learn  to  recognize  the  depressed  patient 
with  his  characteristic  sadness,  insomnia,  weight 
loss,  gloomy  outlook  on  life,  and  his  potential  risk 
of  suicide.  The  practitioner  can  learn  to  treat  de- 
pressions, anxiety  states,  fatigue  reactions,  hypo- 
chondriacal illness,  and  psychosomatic  disorders. 
He  is  not  equipped  to  treat  more  involved  neurotic 
reactions. — Thomas  A.  C.  Rennie,  M.  D.,  in  Bull. 
N.  Y.  Academy  Med. 
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CONGESTIVE  FAILURE  AND  CEREBRAL 
ACCIDENT 

(CASE  REPORT) 

By  F.  R.  WHITTLESEY,  M.  D. 

Morgantown,  West  Va. 

In  two  cases  recently  under  observation  a curious 
amelioration  of  congestive  failure  occurred  follow- 
ing the  onset  of  cerebral  injury.  The  two  cases  are 
summarized  here  in  the  hope  that  they  may  interest 
others. 

No.  1.  R.  P.,  a man  74,  had  been  ill  for  more 
that  a year  with  hvpertensive  and  arteriosclerotic 
heart  disease.  Through  the  past  winter  he  was 
given  frequent  injections  of  mercurial  diuretic,  as 
digitalis  and  oral  diuretics  no  longer  controlled  his 
dyspnea  and  peripheral  edema.  His  condition  for  ? 
time  improved,  but  he  eventually  slipped  back  into 
marked  failure  with  extensive  edema  and  breathless- 
ness, the  latter  severe  enough  often  to  force  him  to 
sit  up  in  a chair  several  hours  a night.  On  May  14, 
1946,  he  developed  a right  hemiplegia  and  aphasia. 
P'or  several  days  it  seemed  impossible  that  he  could 
live:  he  was  comatose,  in  severe  failure,  and  para- 
lyzed. After  a few  days  he  came  out  of  the  coma, 
his  congestive  failure  began  to  improve,  though  only 
his  digitalis  ration  was  being  given.  His  orthopnea 
and  his  pulmonary  and  peripheral  edema  gradually 
disappeared,  as  well  as  the  gallop  rhythm  which  had 
usually  been  present.  No  real  improvement  in  the 
hemiplegia  took  place,  though  his  mind  cleared  to 
some  extent  and  he  became  continent  and  co- 
operative. Through  a period  of  five  months  he 
remained  completely  free  of  all  evidences  of  con- 
gestive failure.  His  digitalis  was  stopped  on  July  15, 
1946.  Signs  and  symptoms  of  failure  suddenly  re- 
appeared, with  no  apparent  reason,  at  the  end  of 
September.  Digitalis  and  mercurials  were  resumed 
with  prompt  improvement  in  the  failure,  but  sud- 
den death  occurred  October  10,  1946. 

No.  2.  W.  J.  M.,  a man  70,  for  six  months  had 
suffered  in  moderate  degree  from  congestive  failure, 
the  result  of  h\pertensive  and  arteriosclerotic  heart 
disease.  In  late  .Vlay,  1946  his  condition  be- 
came worse,  and  his  severe  dyspnea  forced  him  to 
spend  a large  part  of  his  days  and  nights  sitting  up 
by  an  open  window.  The  usual  treatment  was  being 
carried  out,  but  the  period  of  relief  from  mercurial 
diuretics  became  steadily  shorter  until  only  about  one 
day  of  partial  comfort  was  provided  by  each  in- 
jection. He  was  taken  to  a son’s  home  some  200 
miles  away  for  a brief  visit.  He  stood  the  journey 


well,  and  was  given  a repeat  mercurial  injection  a 
couple  of  days  later.  Some  adverse  reaction  took 
place,  be  became  mentally  disturbed,  and  it  was 
thought  he  had  had  a stroke.  His  family  brought 
him  home  five  days  later  by  ambulance.  Examina- 
tion showed  him  much  disorientated  and  with  a 
paresis  of  left  arm  and  leg.  Also  an  occlusion  of  the 
left  popliteal  artery  had  occurred,  as  the  left  lower 
leg  was  pulseless  and  cold.  However  the  patient’s 
distressing  orthopnea  (almost  constantly  present  be- 
fore) had  completely  disappeared,  he  was  able  to  lie 
flat  all  of  the  time  without  any  trouble,  his  chest 
showed  no  rales  and  he  remained  free  of  any  evi- 
dence of  congestive  failure  through  the  remaining 
five  days  of  his  life. 

These  two  cases  are  examples  of  the  complete 
disappearance  of  signs  and  symptoms  of  congestive 
failure  soon  after  the  development  of  a major  cere- 
bral accident.  In  each  patient  failure  had  been  of 
long  duration,  and  had  been  growing  steadily  worse, 
with  great  subjective  distress,  in  spite  of  all  methods 
of  treatment.  Both  patients  were  invalids  prior  to 
their  cerebral  accidents,  the  occurrance  of  which 
did  not  put  them  more  at  rest  than  they  had  been 
before.  In  one  patient  the  freedom  from  failure 
continued  for  five  months,  in  the  last  two  months 
of  which  no  treatment  at  all  was  being  given. 

^Vhat  the  explanation  for  this  phenomenon  may 
be  I do  not  know.  I find  no  reference  to  it  in 
standard  works  on  heart  disease,  nor  do  I remem- 
ber ever  seeing  any  reports  or  discussions  dealing 
with  it.  That  there  is  some  relationship  between 
the  development  of  cerebral  injury  and  the  dis- 
appearance of  failure  in  these  cases  seems  to  me 
undeniable. 


DDT  DERMATITIS 

Whether  or  not  DDT  is  capable  of  causing  derma- 
titis has  been  a matter  of  interest  ever  since  it 
proved  to  be  the  decisive  weapon  in  the  battle 
against  typhus  in  Naples.  On  that  occasion  human 
devastation  by  a deadly  disease  had  to  be  prevented 
and  there  was  little  time  for  discrimination  con- 
cerning the  method  used.  Previous  experience  on 
a smaller  scale  indicated  that  DDT  was  the  most 
effective  agent  available  and  it  was  used  liberally 
without  hesitation.  The  results  obtained  will  long 
be  remembered  in  the  annals  of  public  health  as  an 
epidemiologic  victory  comparable  to  the  conquest 
of  yellow  fever  following  the  Spanish- American 
War. 

V/hile  occasional  skin  irritation  among  those  on 
w^hom  DDT  was  dusted  so  generously  was  re- 
garded as  probable,  all  evidence  of  any  dermatitis 
w'as  conspicuously  absent  or  inconsequential. — In- 
ternational Medical  Digest. 
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The  medical  profession  has  been  interested  in  rural  medicine  for 
many  decades,  but  for  some  unexplained  reason,  this  interest  has  not 
been  translated  into  action  of  sufficient  force  to  bring  about  needed 
improvements  and  reforms  in  the  service  rendered.  Inasmuch  as 
our  rural  maternity  and  infant  mortality  and  morbidity  rates  are 
higher  than  those  in  the  cities  in  West  Virginia,  something  must  be 
done  without  much  further  delay. 

Many  of  our  people  are  so  desperately  aware  of  helplessness  in 
the  face  of  baffling  complexities  of  the  modern  scientific  practice  of 
medicine,  including  the  cost,  that  they  are  more  and  more  willing 
to  place  their  health  problems  in  the  hands  of  someone  outside  our 
profession. 

During  recent  months,  it  has  been  my  pleasure  to  visit  a number 
of  our  component  societies  in  essentially  rural  communities.  The 
interest  in  health  centers,  medical  centers,  and  diagnostic  labora- 
tories is  tremendous.  The  doctors  want  to  know  how  to  start  and 
they  want  to  know  what  they  can  do  to  assist  in  getting  the  right 
kind  of  a program  under  way. 

I do  not  think  that  it  would  be  very  difficult  to  obtain  the  aid  of 
our  state  health  department  in  establishing  district  laboratories. 
This  would  mean  decentralization  of  the  present  laboratory  set  up. 
In  many  instances,  from  three  to  seven  days  are  required  to  obtain 
reports  from  the  state  laboratory  in  Charleston,  notwithstanding  the 
valiant  efforts  of  the  director.  Dr.  Katherine  Cox  and  her  staff  of 
efficient  workers.  They  are  doing  a magnificient  job  in  cramped 
and  inadequate  quarters. 

With  the  establishment  of  district  laboratories,  the  pressure 
would  be  taken  off  the  state  laboratory,  and  local  doctors  would 
be  able  to  obtain  immediate  service.  Laboratory  assistance  in 
diagnosis,  available  in  rural  communities,  would  help  the  patient 
by  reducing  time  for  symptomatic  treatment.  The  public  will  ap- 
preciate this  service  more  than  we  can  imagine. 

Another  important  phase  to  be  considered  in  any  program  to  im- 
prove rural  health  conditions,  is  the  matter  of  nursing  service.  It 
is  most  urgent  that  the  West  Virginia  State  Nurses  Association,  the 
State  Medical  Association,  and  members  of  our  legislature,  consider 
ways  and  means  of  providing  for  the  employment  of  the  practically 
trained  nurse  to  meet  our  present  needs  and  to  solve  a desperate 
situation  resulting  from  the  lack  of  personnel  in  the  field  of  trained 
and  registered  nurses.  It  is  no  exaggeration  to  say  that  the  real  art 
of  nursing  can  easily  be  lost  to  the  nursing  profession.  Higher  and 
higher  standards  are  fine  for  those  who  wish  to  specialize,  but 
meanwhile  it  is  the  sick  person  who  is  being  neglected  and  for 
whom  something  must  be  done  now. 

The  time  for  talk  has  long  since  passed.  The  time  for  action  is 
overdue. 


President. 
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THANKSGIVING,  1946 

The  shortage  in  essential  foods,  particularly  choice 
cuts  of  Grade  A beef,  the  delay  in  the  delivery  of 
that  new  car,  housing  difficulties  made  more  com- 
plex by  what  amounts  to  a virtual  shutdown  in 
plants  manufacturine  materials,  and  the  inability 
of  many  of  our  returned  medical  veterans  to  obtain 
adequate  office  space,  are  all  things  that  are  dis- 
turbing at  the  present  time.  However,  compared 
with  conditions  during  the  period  from  1941  to 
1945,  we  are  living  in  a new  world. 

All  but  a very  few  of  our  doctors  have  returned 
from  the  wars  and  are  located  once  again  in  their 
home  communities,  there  taking  up  almost  where 
they  left  off.  We  are  more  than  thankful  to  have 
them  back  with  us,  even  though  conditions  would 
be  found  by  them  much  more  to  their  liking  if  the 
remedy  lay  in  our  hands. 

We  would  not  be  realistic  if  we  did  not  concede 
that  there  are  many  problems  to  be  solved  before  this 
war-weary  and  war-torn  world  can  be  returned  to 
some  semblance  of  order.  While  we  should  all  offer 
a fervent  prayer  of  thanksgiving  that  the  war  has 
ended,  we  should  not  stop  there,  but  should  join 
with  our  fellowmen  in  helping  to  build  the  kind  of 
world  that  will  not  tolerate  wars.  With  pride  in 
our  past  glories  and  full  faith  in  the  future,  we  can 
and  will  triumph  over  our  present  difficulties  if  we 
will  but  work  together  in  brotherly  love  and  under- 
standing. 


MR.  STASSEN’S  VIEWS 

The  views  of  any  potential  candidate  for  the 
presidency  of  the  United  States  are,  or  at  least  ought 
to  be,  of  definite  interest  to  every  citizen,  and  his 
plans  for  the  guidance  of  any  calling  and  the  work 
to  be  accomplished  by  that  calling  are  of  consuming 
interest  to  all  members  of  the  calling  concerned. 
Accordingly  we  are  pleased  to  see  Mr.  Harold  E. 
Stassen’s  “Program  for  Progress”  in  a recent  issue 
of  Collier’s.  One  may  not  agree  with  all  his  views, 
but  still  Mr.  Stassen  must  be  given  credit  for  present- 
ing a straight-from-the-shoulder  program  and 
having  what  the  southern  mountaineers  call  “sand 
enough  in  his  craw”  to  say  what  he  thinks  and  to 
present  a positive  program  for  the  solution  of  the 
great  questions,  foreign  and  domestic,  confronting 
the  American  people  today. 

As  cih-zens  physicians  are  interested,  or  at  least 
should  he,  in  all  phases  of  the  public  questions  pre- 
senting themselves  for  solution,  but  as  -physicians 
two  planks  in  Mr.  Stassen’s  platform  are  of  peculiar 
interest  to  us.  'The  first  of  these  is  the  matter  of 
honest  governmental  statistics.  It  is  obvious  of  course 
that  all  statistical  reports  given  out  by  the  federal 
government  should  be  absolutely  accurate  and  un- 
warped, else  conclusions  based  upon  them  are  “as 
the  chaff  which  the  wind  driveth  away”,  and  worse 
than  useless.  Mr.  Stassen  cites  an  instance  of  what 
he  believes  to  be  questionable  statistics  being  given 
out  by  the  Department  of  Commerce,  and  inci- 
dentally a leading  columnist  has  just  given  vent  to 
a blast  against  what  he  deems  improprieties  in  the 
Steelman  report.  Moreover,  we  have  heard  it 
rumored  many,  many  times  that  at  least  one  man 
who  ranks  high  as  a statistician  in  Washington 
officialdom  warps  his  statistics  as  to  medicine  and 
medical  ecom-mics  so  as  always  to  present  a good 
argument  for  compulsory  governmental  sickness  in- 
surance. So  common  is  the  rumor  that  the  name  of 
this  individual  is  known  to  a large  percentage  of 
the  practicing  physicians  throughout  the  United 
States.  Mr.  Stassen  says  he  will  “insist  upon  honest 
governmental  statistics  and  let  the  chips  fall  where 
they  may.  Tampering  with  governmental  statistics 
is  just  as  bad  as  tampering  with  the  judiciary.  The 
basic  facts  of  what  is  going  on  in  the  country  must 
be  accurate,  honest  and  open.  They  are  the  founda- 
tion for  a multitude  of  decisions  by  thousands  of 
individuals  that  have  a very  important  effect  upon 
the  social  and  economic  success  of  the  country. 
There  has  been  an  amazing  increase  in  the  unre- 
liability of  governmental  statistics  in  this  past  year  . . . 
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“The  statistical  bureaus  of  the  government  should 
be  conducted  by  civil  servants  who  are  not  partisan, 
who  have  high  professional  standards  ami  who  make 
their  statistics  available  to  all  who  ask  for  them,  re- 
gardless of  whether  they  reflect  credit  or  discredit  to 
a particular  administration.  This  is  of  tremendous 
importance  to  the  people  and  they  should  insist  upon 
it  with  the  same  vigor  with  which  they  insist  that 
their  courts  should  not  be  tampered  with.” 

The  second  plank  to  which  we  call  the  attention 
of  the  physicians  of  West  Virginia  is  the  program 
presented  for  meeting  the  medical  needs  of  the 
country.  The  ideas  advanced  are  worthy  of  the 
serious  consideration  of  our  whole  populace,  and 
certainly  that  of  the  entire  medical  profession,  the 
individuals  who  will  do  the  medical  job  regardless 
of  the  mechanism  adopted  for  delivering  medical 
care  to  all  the  people.  W e quote  the  essentials  of 
the  plan  outlined  by  Mr.  Stassen : 

“National  health  problems  will  also  find  some 
new  answers  . . . The  . . . program  will  be  based 
squarely  upon  the  existing  medical  and  hospital  in- 
surance plans  and  will  not  disrupt  these  as  the  pres- 
ently proposed  national  legislation  woidd.  Building 
upon  the  sound  existing  status  of  professional  in- 
dividualism, it  will  seek  to  safeguard  small  and 
moderate  income  families  from  the  crushing  eflFects 
of  extended  illness  and  serious  injuries. 

“.Another  important  phase  ...  is  (the)  establish- 
ment of  a universal  health  and  dental  annual  check- 
up, w'ith  consequent  professional  advice  not  limited 
by  the  means  of  the  individual.  Likewise,  the  ex- 
tension of  hospital  facilities,  the  coordination  of 
various  health  programs,  the  emphasis  on  prevention 
of  disease,  and  administration  on  state  and  local 
levels  will  be  major  parts  of  the  expanded  national 
health  program”. 

W^e  would  have  added  another  item ; the  establish- 
ment of  a department  of  public  health,  with  a secre- 
tary who  should  be  a doctor  of  medicine  and  have  a 
seat  in  the  President’s  cabinet,  and  W'e  pass  this  idea 
( which  is  not  new  to  medical  men ) along  to  Mr. 
Stassen  and  the  other  presidential  aspirants  for  their 
consideration  and  for  what  it  is  worth.  We  believe 
it  should  be  the  foundation  stone  of  any  national 
health  program,  but  a layman,  of  course,  might  hold 
other  views.  Also,  we  shall  be  glad  to  discuss  edi- 
torially the  views  of  any  presidential  aspirant  who 
has  the  honesty  and  frankness  to  present  his  views 
forthrightly  on  medical  problems  as  Mr.  Stassen  has 
done. 


TESTOSTERONE  PROPIONATE 

The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  has  at  last  accepted 
testosterone  propionate  ( the  propionic  acid  ester  of 
testosterone)  for  admission  to  New  and  Nonofficial 
Remedies.  The  report  is  very  temperate  and 
cautious,  and  we  believe  properly  so,  in  that  only 
the  definitely  proven  values  of  the  drug  are  accepted. 
Its  androgenic  properties  are  recognized.  The  drug 
may  be  prepared  synthetically  from  cholesterol  or 
from  testosterone  isolated  from  the  testicles  of  bulls. 
As  to  the  actions,  usage  and  dosage,  we  quote  from 
the  report  of  the  Council: 

“Actions  and  Uses. — Testosterone  propionate  is 
primarily  useful  to  supply  testicular  hormone  for 
the  treatment  of  deficiency  or  absence  of  this  in- 
ternal secretion  of  the  male.  It  may  therefore  be 
of  value  in  the  treatment  of  prepuberal  and  post- 
puperal  eunuchoidism  or  hypogonadism  (deficiency 
states)  and  m postcastration  and  eunuchism  (ab- 
sence of  testicles).  In  the  latter  instances  treat- 
ment must  be  regarded  as  replacement  therapy 
and  is  of  benefit  only  as  long  as  it  is  continued. 

Its  use  in  eunuchoidism  is  intended  to  promote 
prepuberal  development  of  primary  and  secondary 
sexual  characteristics  or  to  relieve  postpuberal  con- 
stitutional symptoms  attributable  to  deficient 
secretion.  In  the  treatment  of  constitutional  symp- 
toms in  young  males  it  should  be  borne  in  mind 
that  less  is  usually  needed  to  obtain  relief  than 
the  amount  required  to  promote  pubescence  and 
development  of  infantile  genitalia,  and  that  it  is 
unwise  to  stimulate  full  sexual  maturity  in  youths 
who  are  psychologically  and  otherwise  physically 
unprepared  for  adult  life.  In  eunuchoidism  not 
due  to  primary  testicular  hypoplasia,  efforts  to 
eliminate  secondary  etiologic  factors  should  take 
precedence  over  the  use  of  androgens. 

In  adults,  hypogonadism  (functional  deficiency) 
manifested  by  constitutional  symptoms  and  effem- 
inacy without  striking  anatomic  changes,  symp- 
tomatic improvement  may  follow  androgenic 
therapy.  Atrophy  of  accessory  male  structures 
that  follows  castration  or  is  associated  with  eunu- 
chism may  also  be  effectively  prevented  or  these 
organs  restored  to  normal  and  maintained  by  con- 
tinuous substitution  therapy. 

The  use  of  androgens  in  the  treatment  of  other 
conditions  such  as  cryptorchism,  the  “male  climac- 
teric,” angina  pectoris,  ovarian  dysfunction  (func- 
tional uterine  bleeding),  dysmenorrhea  and  other 
gynecologic  conditions  is  experimental  and  can- 
not be  recognized  until  more  conclusive  evidence 
becomes  available. 

Dosage. — Testosterone  propionate  is  administered 
intramuscularly  in  doses  ranging  from  5 to  50  mg. 
from  two  to  six  times  weekly,  depending  on  the 
response  obtained.  To  induce  pubescence  in 
eunuchoidism,  10  mg.,  increased  as  indicated  to  25 
mg.  three  times  weekly,  may  be  employed  over  a 
period  of  several  weeks.  To  relieve  constitutional 
symptoms  as  little  as  5 mg.  at  similar  intervals  may 
be  sufficient.  Depending  on  the  condition  and  the 
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effect  desired,  the  maintenance  dose  must  be  deter- 
mined in  each  individual  case.  Priapism  is  indica- 
tive of  excessive  dosage,  and  its  production  is  an 
indication  for  temporary  withdrawal  of  the  drug. 
Caution  is  also  necessary  to  avoid  precocious  sexual 
development  in  young  boys.  Its  indiscriminate 
use  should  be  guarded  against,  since  the  drug  may 
produce  irreversible  masculinizing  phenomena  in 
the  female.  Testosterone  propionate  has  a standard 
potency  of  50  international  capon  units  per  milli- 
gram and  is  usually  dissolved  in  oil  for  intramus- 
cular injection. 

The  accepted  product,  “Testosterone  Propionate 
in  Oil,”  prepared  by  Rare  Chemicals,  Inc.,  is  avail- 
able in  1 cc.  ampuls  of  5 mg.,  10  mg.,  and  25  mg. 
put  up  in  sesame  oil. 


STATE  HOSPITALS  OVERCROWDED 

Throughout  the  country  state  hospitals,  endowed 
and  private  institutions  are  overcrowded.  The  out- 
patient departments  for  the  psychoneuroses,  psy- 
chosomatic conditions,  and  for  the  organic  diseases 
complicated  by  neurosis  are  not  equipped  to  take 
care  of  their  patients.  There  are  too  few  psychia- 
trists to  care  for  the  patients  in  the  state  hospitals, 
the  general  hospitals,  outpatient  departments,  and 
in  office  practice.  Until  recent  years  the  medical 
schools  have  paid  all  too  little  attention  to  psy- 
chiatry. There  are  too  few  psychiatrically  trained 
nurses  and  social  workers,  who  are  necessary  for 
the  management  of  large  groups  of  phychoneuroses. 
Psychiatry  either  remained  aloof  or  was  kept 
apart  from  the  rest  of  medicine  and  surgery,  and 
psychiatry  did  not  come  into  its  own  until  very 
recently.  Moreover,  it  is  to  be  recognized  that 
these  psychiatric  problems  are  here  to  remain  and 
the  aim  should  be  not  only  to  overcome  the  emer- 
gency but  to  plan  for  future  demands.  . . . 

Phychiatry  has  changed  its  complexion  very 
markedly  in  the  past  century,  especially  in  the 
past  few  decades.  Psychiatry  no  longer  means 
taking  care  of  the  insane.  It  has  a larger  impli- 
cation and  its  interests  permeate  every  branch  of 
medicine  and  surgery.  But  even  the  idea  of  psy- 
chotic patients  housed  in  a general  hospital  is  not 
a new  one.  The  Pennsylvania  Hospital,  at  the  re- 
quest of  Benjamin  Franklin  to  the  General  Assem- 
bly of  Pennsylvania,  established  a department  for 
the  psychotic  patients  in  1751  and  a similar  depart- 
ment was  established  in  the  New  York  Hospital  in 
1808.  However,  it  was  not  until  this  century  that 
psychiatric  departments  were  established  in  vari- 
ous communities  in  this  country,  more  particularly 
in  the  Middle  West.  At  the  present  time  there  are 
excellent  psychiatric  departments  in  several  of  the 
hospitals  in  New  York,  Chicago,  Detroit,  and  es- 
pecially in  relatively  small  hospitals  throughout 
the  Middle  West.  Moreover,  a good  many  of 
these  hospitals  have  excellent  outpatient  depart- 
ments where  thousands  of  bordering  mental  cases, 
phychoneurotics,  and  patients  with  organic  con- 
ditions complicated  by  neuroses  are  cared  for. — 
Joseph  C.  Yaskin,  M.  D.,  in  Pa.  Med.  J. 


HORSE  AND  BUGGY  BUDGETS 

Will  the  downward  curve  of  deaths  from  tu- 
berculosis continue  through  the  post-war  period? 
War-time  development  of  mechanical  aids  to  case- 
finding  should  make  this  possible  if  the  rest  of  the 
tuberculosis  control  program  keeps  pace  with  early 
discovery. 

In  the  field  of  treatment,  progress  may  be  noted 
in  improved  health  education  of  the  patient  and  the 
further  study  of  his  economic  and  social  adjustment 
as  well  as  of  his  lesions.  During  the  war  years, 
sanatorium  and  clinic  physicians  have  added  more 
to  the  literature  of  these  phases  of  treatment  than 
appeared  in  a decade  of  pre-war  articles. 

But  those  who  administer  hospitals  and  sana- 
toriums  today  face  new  and  grave  fiscal  problems. 
Concurrently  with  a demand  for  improved  medical 
and  extra-medical  services  for  better  staffing  comes 
a spiral  increase  in  costs.  Prices  for  hospital  supplies 
and  repairs  have  soared.  Former  hospital  employees 
who  have  experienced  better  pay  and  shorter  hours 
in  war  industr'y  or  in  the  military  services  no  longer 
choose  to  work  for  the  honoraria  which  have  been 
characteristic  of  our  sanatorium  economy. 

Despite  growing  treasury  surpluses  in  a number 
of  states,  tuberculosis  hospital  budgeting  has  seldom 
experienced  parallel  rises.  Budget  makers  still  tend 
to  plan  in  terms  of  the  pay  levels  of  the  depression 
years,  still  e.xpect  the  resident,  the  internist,  the  nurse 
and  the  maintenance  worker  to  serve  the  tuberculous 
for  a fraction  of  what  they  can  receive  in  industry 
or  in  private  practice. 

The  fruits  of  a similar  fiscal  policy  may  be  viewed 
in  recent  exposes  of  certain  mental  hospitals.  In 
such  institutions  the  patients  cannot  escape,  cannot 
infect  others.  Tuberculosis  patients  can  and  do  leave 
understaffed,  underfinanced  sanatoriums  against 
medical  advice  to  form  one  of  our  principal  sources 
of  new  cases.  Before  we  have  completely  solved 
the  problem  of  adequate  number  of  beds,  we  are 
confronted  with  beds  so  inadequately  staffed  they 
cannot  accomplish  so  much  as  effective  isolation  of 
communicable  disease,  not  to  mention  other  medical 
results. 

In  many  hospitals  further  improvement  of  ser- 
vices is  prevented  because  those  who  control  the 
budget  will  net  vote  the  additions  needed  to  accom- 
plish the  objective.  Thus  we  are  made  to  continue 
the  expensive  litany  of  second-rate  treatment,  de- 
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partures  against  medical  advice  and  avoidable  re- 
activations, in  the  name  of  an  alleged  economy. 

The  operating  budget  of  public  tuberculosis 
hospitals  and  sanatoriums  should  be  conspicuous  in 
the  educational  agenda  of  every  organization  for 
the  control  of  tuberculosis  and  the  improvement  of 
public  health.  To  educate  the  public  concerning 
the  nature  and  transmission  of  the  bacillus  is  en- 
lightening; to  enlist  currently  adequate  public  sup- 
port for  the  instrumentalities  by  which  tuberculosis 
may  be  controlled  and  conquered  is  practical  as  well. 
— Holland  Hudsofiy  Director ^ Rehabilitation  Service 
m NT  A Bulletin. 


COMFORTING  THE  AGED 

Physicians  are  frequently  consulted  by  seekers 
of  perpetual  youth.  Some  complain  of  ailments  in 
cases  where  old  age  is  the  chief  factor  and  a turn- 
ing back  of  the  hand  of  time  is  the  only  remedy. 

Many,  when  they  discover  for  the  first  time  that 
they  are  slowing  down  and  cannot  keep  up  with 
the  pack,  apply  for  relief  but  give  advancing  years 
no  thought  in  connection  with  the  situation.  When 
told  that  this  or  that  symptom  may  be  expected  as 
a normal  manifestation  of  declining  years,  they  are 
not  reconciled.  They  are  disappointed  to  find  that 
their  strength  is  not  the  same  as  it  used  to  be  in 
the  prime  of  life.  They  consequently  become  wor- 
shippers of  false  gods  and  listen  to  the  siren  lure 
of  empty  but  very  appealing  promises  printed  on 
patent  medicine  wrappers.  On  such  labels  they 
find  their  potency  cunningly  questioned,  with  the 
insidious  implication  that  sexual  vigor  is  the  in- 
fallible index  of  youth  and  health.  Despair  enters 
and  gloom  prevails. 

We  do  not  argue  that  the  physician  should  prac- 
tice deception  in  these  cases  and  hold  forth  false 
hopes,  but  certain  we  are  that  such  patients  should 
not  be  bluntly  and  cruelly  driven  away.  They  de- 
serve good  treatment  and  sound  advice.  Persons 
in  the  age  of  involution  should  be  seen  periodically 
by  a doctor  who  understands  how  to  prescribe 
medicine  and  dispense  encouragement  with  the 
same  kindly  equanimity.  We  know  of  instances 
where  the  children  of  the  family,  grown  up  and 
living  elsewhere,  have  thoughtfully  provided  for  a 
monthly  visit  to  the  old  home  by  the  family  phy- 
sician, to  afford  a feeling  of  security  in  the  care  of 
their  aging  parents.  Twilight,  with  its  fading 
shadows  and  its  evening  star,  may  well  fit  into  a 
picture  of  quiet  contentment  and  serene  beauty,  in 
the  making  of  which  the  tactful  physician  can 
often  play  an  important  part. — A.  E.  H.  in  Geri- 
atrics. 


SOUND  ADVICE 

It  is  a good  thing  to  have  money  and  the  things 
money  can  buy,  but  it  is  good,  too,  to  check  up  once 
in  a while  and  make  sure  we  haven’t  lost  the  things 
that  money  can’t  buy. — George  Horace  Lorimer. 


General  News 


CANCER  CONTROL  DIVISION  REPORTS 
FOR  FIRST  TWO  YEARS’  OPERATION 

The  Division  of  Cancer  Control,  State  Health  De- 
partment, has  just  recently  completed  its  first  two 
years  of  operation,  during  which  983  cases  referred 
to  it  have  been  given  consideration. 

Cases  are  divided  into  five  different  categories: 
(a)  active  cases,  (b)  financially  ineligible,  (c)  in- 
curable, (d)  non-malignant,  and  (e)  deceased.  The 
following  table  indicates  the  number  and  percent- 
age of  cases  referred  in  these  various  categories: 


Actives  cases  533  54% 

Financially  ineligible 28  3% 

Incurable 79  8% 

Non-malignant 155  16% 

Deceased  188  19% 


Total 983  100% 


According  to  Dr.  Paul  R.  Gerhardt,  director  of 
the  division,  828,  or  84%  of  the  total  cases  referred 
proved  to  be  malignant.  In  studying  the  128  de- 
ceased cases  (19%),  it  is  noted  that  the  greatest 
number  were  elderly  individuals,  the  average  age 
being  approximately  76  years.  Many  of  the  de- 
ceased cases  were  referred  to  the  division  in  the 
terminal  stages  of  the  disease  when  no  active  cancer 
treatment  was  indicated. 

Because  of  the  large  number  of  case  referrals, 
the  division  has  been  compelled  to  limit  its  pro- 
gram to  needy  cancer  patients  who  present  a good 
prognosis. 

The  following  tables  prepared  by  Doctor 
Gerhardt  show  a breakdown  by  diagnosis  in  the 
four  main  categories: 

Active  Cases: 


1.  Cervix-Uterus 136  27% 

2-  Skin 212  39% 

3.  Male  Genital 15  3% 

4.  Breast  63  12% 

5.  Digestive  Tract 12  2% 

6.  Respiratory  5 1% 

7.  Unspecified  56  10% 

8.  Other  Female  8 1% 

9.  Buccal  Cavity 29  5% 


Total 28  100% 

Financially  Ineligible: 

1.  Cervix-Uterus 6 22% 

2.  Skin  5 19% 

3.  Male  Genital 0 00 

4.  Breast  - 4 14% 

5.  Digestive  Tract 3 10% 

6.  Respiratory  2 7% 

7.  Unspecified  6 22% 

8.  Other  Female  1 3% 

9.  Buccal  Cavity  l 3% 


Total 533  100% 
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Incurable: 


1. 

Cervix-Uterus 

22 

28% 

2. 

Skin - 

4 

5% 

3. 

Male  Genital  

9 

11% 

4. 

Breast  - 

4 

5% 

5. 

Digestive  Tract 

17 

22% 

6. 

Respiratory  

4 

5% 

7. 

Unspecified  

12 

16% 

8. 

Other  Female  

0 

00 

9. 

Buccal  Cavity 

7 

8% 

Total 

79 

100% 

Deceased: 

1. 

Cervix-Uterus 

48 

25% 

2. 

Skin  

20 

11% 

3. 

Male  Genital  

11 

5% 

4. 

Breast  - 

17 

8% 

5. 

Digestive  Tract 

40 

22% 

6. 

Respiratory  

11 

5% 

7. 

Unspecified  

30 

15% 

8. 

Other  Female  

4 

1% 

9. 

Buccal  Cavity 

17 

8% 

Total 188  100% 

The  following  table  shows  all  malignant  cases 


referred  to  the  division  divided 

into  the 

nine 

diagnostic  categories: 

1.  Cervix-Uterus 

212 

26% 

2.  Skin 

241 

29% 

3.  Male  Genital 

35 

4% 

4.  Breast  

88 

11% 

5.  Digestive  Tract 

72 

9% 

6.  Respiratorv  - 

22 

2% 

7.  Unspecified  

104 

12% 

8.  Other  Female  

13 

1% 

9.  Buccal  Cavity  

54 

6% 

Total  

828 

100% 

Notwithstanding  financial  limitations,  Doctor 
Gerhardt  has  made  it  clear  that  he  would  like  to 
have  referred  to  the  division  of  cancer  control  all 
suspected  cases  in  need  of  financial  assistance. 
Even  though  the  case  proves  to  be  non-malignant 
or  incurable,  it  is  through  such  referrals  that  the 
division  will  be  able  to  obtain  statistics  which  may 
lead  to  further  development  of  the  program  and  a 
more  adequate  service  to  cancer  patients  in  this 
state. 


PRESIDENT  LOCATES  AT  LEWISBURG 

Dr.  Andrew  E.  Amick,  of  Charleston,  president 
of  the  West  Virginia  State  Medical  Association,  who 
has  been  located  in  Charleston  since  1930,  has 
moved  to  Lewisburg  where  he  will  continue  the 
practice  of  his  pi'ofession.  He  moved  with  his 
family  to  Lewisburg  several  months  ago,  but  con- 
tinued in  part-time  practice  at  Charleston  until 
early  in  October. 


NEW  HEALTH  OFFICER 

Dr.  Harry  F.  Coffman,  of  Keyser,  has  been  named 
by  the  public  health  council  as  part-time  health 
officer  for  Mineral  County. 


OVER  30.000  EXPECTANT  MOTHERS 

HAVE  BLOOD  TEST  DURING  YEAR 

Since  the  prenatal  blood  test  law  became  effec- 
tive in  July,  1945,  80  per  cent  of  the  expectant 
mothers  in  the  state  have  received  a blood  test 
for  syphilis  prior  to  the  birth  of  their  children. 
However,  of  this  number,  only  about  40  per  cent 
were  given  the  test  on  or  before  the  fifth  month  of 
pregnancy,  notwithstanidng  the  fact  that  health 
authorities  have  placed  particular  emphasis  on  the 
importance  of  having  the  blood  test  made  before 
the  fifth  month  so  as  to  avoid  as  far  as  possible  the 
hazards  of  miscarriages,  stillbirths,  or  congenital 
syphilis. 

According  to  Mr.  E.  J.  Hall,  educational  con- 
sultant for  the  bureau  of  venereal  disease  control, 
state  health  department,  of  the  36,071  expectant 
mothers  examined  during  the  fiscal  year  ending 
June  30,  1946,  674  were  found  to  have  syphilis. 
While  514  were  new  cases  which  were  placed  under 
treatment,  160  expectant  mothers  had  previous 
knowledge  of  the  disease. 

In  an  address  prepared  for  delivery  before  the 
northern  district  health  conference  at  Fairmont, 
October  11,  Mr.  Hall  said  that  “the  low  percentage 
of  expectant  mothers  receiving  blood  tests  in  the 
first  five  months  of  pregnancy  indicates  that  only 
a small  number  of  women  are  receiving  proper 
prenatal  care  in  West  Virginia,  and  no  doubt  partly 
accounts  for  the  fact  that  West  Virginia’s  infant 
mortality  rate  is  30  per  cent  higher  than  the  United 
States  as  a whole.” 

Mr.  Hall  reported  that  five  per  cent  of  all  de- 
liveries in  West  Virginia  are  performed  by  licensed 
midwives.  The  act  itself  makes  no  provision  for  a 
blood  test  by  midwives,  but  county  and  district 
health  officers  are  charged  with  the  duty  of  ob- 
taining blood  specimens  for  performing  serologic 
tests  for  syphilis.  There  is  no  charge  for  this  ser- 
vice, and  examinations  are  made  also  without 
charge  at  the  state  hygienic  laboratory. 

The  law  goes  farther  than  this  and  provides  that 
in  areas  where  there  is  no  county  or  district  health 
officer,  the  state  health  department  is  to  assume  the 
responsibility  of  obtaining  specimens  without 
charge  to  pregnant  women. 


MRS.  JOHN  P.  HELMICK  HONORED 

Mrs.  John  F.  Helmick,  of  Fairmont,  past  presi- 
dent of  the  Woman’s  Auxiliary  to  the  West  Vir- 
ginia State  Medical  Association  and  immediate  past 
president  of  the  Woman’s  Auxiliary  to  the  South- 
ern Medical  Association,  was  elected  fourth  vice 
president  of  the  American  Medical  Association 
Auxiliary  at  the  annual  meeting  held  in  San 
Francisco,  in  July,  1946. 


HOMESTEAD  APPROVED  AS  HEALTH  RESORT 

The  Homestead,  at  Hot  Springs,  Virginia,  has 
been  placed  on  the  approved  list  of  American  health 
resorts,  according  to  an  announcement  in  the  Octo- 
ber 5 issue  of  the  Journal  of  the  American  Medical 
Association.  The  approval  is  effective  as  of  Sep- 
tember 1,  1946. 
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AMERICAN  LEGION  OPPOSES  W-M-D  BILL 

The  following  resolution  was  unanimously  adopt- 
ed at  the  28th  annual  convention  of  the  American 
Legion  at  San  Francisco,  October  4,  1946: 

WHEREAS:  Veterans  who  have  served  in  the 
armed  forces  now  have  available  to  them  hospital 
and  medical  care  provided  by  the  United  States 
Government;  and 

WHEREAS:  There  are  countless  voluntary  health 
insurance  plans  now  being  offered  by  the  physi- 
cians and  the  insurance  companies;  and 

WHEREAS:  Proposed  plans  of  compulsory  health 
insurance  would  increase  the  tax  burden  and  bring 
about  regimentation  of  the  medical  profession;  and 
WHEREAS:  All  forms  of  compulsion  are  repug- 
nant to  our  American  way  of  life  since  our  liberties 
and  opportunities  would  be  circumscribed; 

NOW,  THEREFORE,  BE  IT  RESOLVED:  That 
the  National  Assembly  of  the  American  Legion 
hereby  expresses  its  opposition  to  compulsory 
health  insurance. 


A.  M.  A.  SCIENTIFIC  EXHIBIT 

The  Scientific  Exhibit  at  the  Centennial  Session 
of  the  American  Medical  Association,  Atlantic 
City,  June  9-13,  1947,  will  include  both  the  history 
of  medicine  during  the  last  century  and  the  latest 
developments  of  medical  science. 

Application  blanks  for  space  are  now  available. 
Applications  must  be  made  on  or  before  January 
13,  1947,  after  which  time  the  committee  on  scien- 
tific exhibit  will  decide  what  exhibits  will  be  used. 
Inquiries  should  be  addressed  to  the  Director, 
Scientific  Exhibit,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


VA  HOSPITAL  AT  MARTINSBURG 

The  installation  for  the  Veterans  Administra- 
tion Hospital  (formerly  the  Newton  D.  Baker 
General  Hospital)  at  Martinsburg,  will  be  handled 
by  Col.  E.  L.  Cook,  formerly  commanding  officer 
at  the  hospital. 

The  Veterans  Administration  will  take  over  the 
institution  as  soon  as  the  war  department  inventory 
has  been  completed.  The  personnel,  including 
physicians,  nurses,  etc.,  is  now  being  recruited  by 
T.  W.  Andrews,  executive  officer  at  the  facility. 

It  is  believed  that  the  hospital  will  be  used  by 
the  Veterans  Administration  until  new  veterans 
hospitals  are  completed  in  West  Virginia  and 
Pennsylvania. 


NEW  RULE  FOR  INTERNS  AND  RESIDENTS 

On  and  after  July  1,  1948,  interns  and  residents 
employed  at  West  Virginia  hospitals  must  be 
graduates  of  recognized  medical  schools.  The 
Public  Health  Council,  at  a meeting  held  recently 
at  ' Charleston  voted  to  exclude  graduates  of  un- 
recognized schools  from  serving  internships  and 
residencies  at  hospitals  in  this  state  after  that 
date.  This  rule  will  affect  contracts  made  by 
hospitals  on  and  after  November  1,  1946,  but  will 
not  affect  ser\nce  by  interns  and  residents  under 
existing  contracts. 


THE  PUBLIC  RELATIONS  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION 

At  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  held  in  Chicago  in 
December  1945  the  Board  of  Trustees  announced  to 
the  House  of  Delegates  that  it  had  employed  a 
public  relations  counsel  to  survey  the  work  of  the 
American  Medical  Association  in  its  relationships 
to  the  medical  profession  and  the  public.  The 
Raymond  Rich  Associates  were  employed  for  the 
purpose  and  spent  almost  six  months  in  an  inten- 
sive study  of  the  activities  of  the  Association  in  its 
headquarters  office  and  in  sampling  opinion  from 
a variety  of  sources  as  to  the  public  concept  of  the 
work  of  the  Association  in  advancing  the  progress 
of  medical  science,  in  rendering  medical  service 
and  in  exercising  leadership  in  the  medical  field. 
The  Rich  report  was  sent  by  Mr.  Rich  directly  to 
each  member  of  the  Board  of  Trustees  of  the 
American  Medical  Association  about  two  weeks 
before  the  time  of  the  annual  session  in  San  Fran- 
cisco. A portion  of  the  report  was  analyzed  by 
the  Board  of  Trustees  and  presented  to  the  House 
of  Delegates  at  that  time.  The  rest  of  it  was  re- 
ferred by  the  House  of  Delegates  to  a special  com- 
mittee appointed  by  the  speaker  of  the  House  of 
Delegates  so  that  the  entire  report  might  be  given 
consideration  by  this  committee  of  the  House, 
working  with  the  Board  of  Trustees,  for  sub- 
mission to  the  House  of  Delegates  at  the  midwinter 
session,  to  be  held  in  Chicago  early  in  December. 

During  the  week  just  past  the  special  committee 
of  the  House  of  Delegates,  headed  by  William  Bates 
(Pennsylvania),  and  including  Barney  J.  Hein 
(Ohio),  Allen  H.  Bunce  (Georgia).  David  D.  Scan- 
nell  (Massachusetts),  Thomas  Lewis  (New  Jersey), 
S.  J.  McClendon  (California)  and  E.  H.  Cary 
(Texas),  met  with  the  Executive  Committee  of  the 
Board  of  Trustees,  except  for  two  members  who 
were  unavoidably  absent,  and  went  over  carefully 
not  only  the  portions  of  the  Rich  report  already 
acted  on  by  the  House  of  Delegates  but  also  the 
rest  of  it.  Copies  of  the  complete  Rich  report 
will  be  given  to  the  House  of  Delegates  at  the  mid- 
winter session  in  Chicago.  The  Rich  report  has 
been  copyrighted  by  the  American  Medical  Asso- 
ciation and  reproduction,  in  whole  or  in  part,  with- 
out specific  authority  is  forbidden. 

Some  misapprehension  was  expressed  at  the  San 
Francisco  session  over  the  fact  that  the  Board  of 
Trustees  did  not  at  that  time  present  to  the  House 
of  Delegates  the  complete  text  of  the  Rich  report. 
The  portion  which  was  presented  to  the  House  of 
Delegates  dealt  with  certain  actions  already  in  pro- 
gress, to  which  the  Board  of  Trustees  had  given 
careful  consideration.  The  recommendations  of 
the  Board  of  Trustees  were  at  that  time  accepted 
by  the  House  of  Delegates.  They  included  as  their 
prime  objective  the  establishment  in  the  head- 
quarters office  of  a division  of  public  relations 
under  a full  time,  salaried  public  relations  counsel, 
intensification  of  the  activities  of  the  Council  on 
Medical  Service  leading  toward  prompt  fulfill- 
ment of  the  desire  to  set  up  throughout  the  nation 
voluntary  systems  of  prepayment  against  the  costs 
of  sickness  which  would  cover  vast  number  of 
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people,  and  extension  through  The  Journal  and 
Hygeia  to  the  medical  profession  and  to  the  public 
of  information  regarding  the  progress  of  medical 
science  and  its  good  for  the  American  people, 
with  special  emphasis  on  the  celebration  in  1947 
of  the  one  hundredth  anniversary  of  the  American 
Medical  Association. 

Although  the  time  has  been  short  since  the  meet- 
ing in  San  Francisco  during  the  first  week  of  July, 
the  Board  of  Trustees  has  already  taken  the  neces- 
sary steps  toward  expansion  of  Hygeia,  both  in 
make-up  and  in  circulation,  toward  expanding  the 
radio  program  of  the  American  Medical  Association 
on  a considerable  scale  and  toward  a crowning 
celebration  of  the  Centennial  at  the  meeting  in 
Atlantic  City  in  June  1947.  The  Council  on  Medi- 
cal Service  has  intensified  its  efforts  toward  the 
extension  of  voluntary  prepayment  plans  and  has 
reported  a rapid  rise  in  the  enrollment  of  people 
in  such  plans.  Conferences  have  been  held  with 
representatives  of  nonprofit  as  well  as  of  private 
insurance  plans,  and  the  establishment  of  accept- 
able standards  is  well  underway.  The  Board  of 
Trustees  in  a meeting  just  completed  has  author- 
ized the  retaining  of  Raymond  Rich  Associates  as 
a public  relations  counsel,  as  well  as  the  employ- 
ment of  a full  time  officer  for  this  purpose  in  the 
headquarters  office,  with  a budget  adequate  to  the 
needs  of  the  Association. 

A controversial  portion  of  the  report  deals  with 
the  relationships  of  the  American  Medical  Associa- 
tion to  other  organizations  concerned  with  opposi- 
tion to  the  so-called  socialization  of  medicine.  Pre- 
vious meetings  of  the  House  of  Delegates  have 
unanimously  endorsed  the  efforts  of  the  National 
Physicians  Committee  and  of  other  organizations 
with  like  objectives.  This  question,'  as  considered 
in  the  Rich  report,  will  come  for  consideration 
before  the  House  of  Delegates  at  the  midwinter 
session. 

The  rest  of  the  Rich  report  deals  with  the  func- 
tions of  the  various  councils  and  bureaus  in  the 
headquarters  office,  with  the  pamphlet  and  book 
publications  issued  by  such  groups,  and  with  the 
manner  in  which  their  work  is  extended  to  the 
medical  profession  and  the  public.  As  in  all  re- 
ports of  efficiency  experts  and  public  relations 
counsels,  some  criticisms  of  relatively  minor  im- 
portance have  been  made — some,  indeed,  without 
apparent  full  understanding  of  the  po.ssibilities  in- 
herent in  the  circumstances,  the  facilities  available 
to  accomplish  certain  objectives,  or  similar  factors. 
By  direction  of  the  Board  of  Trustees,  the  Secretary 
and  General  Manager  of  the  Association  has  sub- 
mitted each  of  these  sections  of  the  Rich  report 
to  the  respective  council  or  bureau  in  the  head- 
quarters office,  and  the  special  committee  of  the 
House  of  Delegates  as  well  as  the  House  of  Dele- 
gates itself,  will  be  given  full  opportunity  to  re- 
view not  only  the  statement  in  the  Rich  report 
but  the  analysis  and  critique  of  such  statement  by 
the  respective  council  or  bureau  concerned. 

Apparently  some  agencies,  publications  or  in- 
dividual physicians,  intent  on  arousing  dissension 
in  the  House  of  Delegates  of  the  American  Medical 
Association  and  on  disrupting  the  unity  of  the  As- 


sociation in  accomplishing  the  objectives  that  it  has 
established,  are  endeavoring  to  foster  discontent  by 
unwarranted  assertions  that  there  has  been  pur- 
poseful secrecy  in  the  handling  of  the  Rich  report 
and  by  asserting  that  the  report  itself  contained 
charges  or  criticisms  of  serious  import  and  reflected 
unfavorably  on  the  councils,  bureaus  or  officials  of 
the  Association.  These  statements  are  without 
the  slightest  basis  in  fact;  they  are  unsupported 
by  any  evidence  in  the  Rich  report  itself.  Mem- 
bers of  the  House  of  Delegates  and  physicians 
generally  will  do  well  to  await  the  careful,  mature 
reception  and  analysis  of  this  report  by  the  House 
of  Delegates  and  the  final  action  taken  by  the 
Board  of  Trustees  before  giving  any  credence  to 
such  assertions.  The  actions  already  taken  by 
the  Board  of  Trustees  on  that  portion  of  the  Rich 
report  which  was  presented  to  the  House  of  Dele- 
gates should  be  sufficient  evidence  that  the  Board 
of  Trustees  of  the  Association  and  its  employed 
officials  are  doing  everything  possible  to  further 
the  objectives  sought  by  the  employment  of  a 
public  relations  counsel  so  that  these  activities  of 
the  Association  might  be  kept  up  to  date  with  the 
most  modern  concepts  in  this  field. — Sept.  28,  1946, 
issue  of  J.  A.  M.  A. 


TRI-COUNTY  MEETING  ON  NUTRITION 

An  all-day  meeting  sponsored  by  the  State  Nutri- 
tion Committee  and  the  Monongahela  Dental  So- 
ciety will  be  held  at  Fairmont,  November  20,  1946. 
Guests  will  be  present  from  Marion,  Monongalia 
and  Harrison  counties,  and  committee  meetings 
will  be  held  during  the  morning  and  afternoon. 

Dr.  Wiley  L.  Forman,  of  Ohio  State  University 
School  of  Medicine,  at  Columbus,  will  be  the  guest 
speaker  at  the  night  meeting,  which  will  be  open 
to  the  public. 


RELOCATIONS 

Dr.  Thomas  H.  Bruce,  of  New  Cumberland,  has 
accepted  a position  on  the  staff  at  the  Veterans 
Hospital,  at  Dayton,  Ohio,  specializing  in  the  treat- 
ment of  tuberculosis.  Doctor  Bruce  was  released 
from  service  with  the  Army  in  May,  1946,  with  the 
rank  of  lieutenant  colonel. 

* * * * 

Dr.  A.  M.  Price,  of  Charleston,  has  moved  to 
Madison,  where  he  will  engage  in  the  practice  of 
his  specialty  of  EENT. 


AM.  ACAD.  DERM.  AND  SYPH.  TO  MEET 

The  fifth  annual  meeting  of  the  American  Aca- 
demy of  Dermatology  and  Syphilology  will  be  held 
at  the  Statler  Hotel,  at  Cleveland,  December  7-12, 
1946.  In  addition  to  the  general  sessions,  daily 
symposia  will  be  held  at  the  Allerton  Hotel,  with 
teaching  clinics  scheduled  for  December  9-11,  at 
the  Clevenland  City  Hospital.  Full  information 
concerning  the  meeting  may  be  obtained  by  writing 
to  Dr.  Earl  D.  Osborne,  Secretary,  471  Delaware 
Avenue,  Buffalo,  New  York. 
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NATIONAL  FOUNDATION  APPOINTMENT 

Dr.  Clair  E Turner,  formerly  of  the  Massachu- 
setts Institute  of  Technology  faculty,  has  been  ap- 
pointed assistant  to  President  Basil  O’Connor  of 
the  National  Foundation  for  Infantile  Paralysis. 

Prominent  for  his  work  in  the  field  of  health  edu- 
cation and  as  chief  health  education  officer  for  the 
Institute  of  Inter-American  Affairs  during  World 
War  II,  Dr.  Turner  will  be  engaged  in  strengthening 
relationships  between  school  systems  and  the  vari- 
ous activities  of  the  National  Foundation. 


AAPS  TO  MEET  IN  CHICAGO 

The  annual  meeting  of  the  Association  of  Amer- 
ican Physicians  and  Surgeons  will  be  held  Novem- 
ber 7-9,  1946,  at  the  Palmer  House,  in  Chicago. 
There  will  be  ten  addresses  by  prominent  speakers, 
and  already  invitations  have  been  accepted  by 
Senator  Robert  A.  Taft,  of  Ohio;  Dr.  Marjorie 
Shearon,  research  analyst  for  the  Senate  Minority, 
Washington;  Dr.  A.  S.  Brunk,  of  Detroit,  past 
president  of  the  Conference  of  State  Presidents  and 
ether  Officers;  and  Samuel  B.  Pettengill,  of  Indiana, 
noted  lecturer  and  author.  There  will  be  no 
registration  tee,  and  all  members  of  component 
medical  societies  are  invited  to  attend  the  sessions. 
Full  information  concerning  the  program  may  be 
obtained  from  Dr.  Frederick  B.  Exner,  Secretary, 
11  South  LaSalle  Street,  Chicago  3,  Illinois. 


NAMES  PUBLICITY  DIRECTOR 

The  Executive  Committee  of  the  West  Virginia 
Cancer  Society  has  named  Calvert  L.  Estill,  of 
Charleston,  as  publicity  director  effective  as  of 
October  1,  1946.  Mr.  Estill  was  formerly  director 
of  public  welfare  of  West  Virginia.  He  is  promi- 
nent in  American  Legion  circles,  having  served  as 
captain  in  World  War  I.  At  the  present  time  he  is 
staff  correspondent  for  the  Ogden  chain  of  news- 
papers. He  has  taken  an  active  part  in  campaigns 
for  funds  to  fight  cancer,  and  his  wide  acquaint- 
anceship among  the  newspaper  men  over  the 
state  will  be  of  aid  to  him  and  the  society,  not 
only  in  future  campaigns,  but  in  the  continuing 
work  of  the  division  of  cancer  control  of  the  state 
health  departm.ent. 


DR.  LAMBERT  RESUMES  PRACTICE 

Dr.  John  P.  Lambert,  who  served  as  psychiatric 
member  of  the  Selective  Service  Examining  Board 
in  this  area  during  World  War  II,  has  resumed 
civilian  practice  with  offices  at  Katonah  and  Mt. 
Kisco,  New  York.  Doctor  Lambert  was  stationed 
at  Huntington  until  the  last  few  months  of  the 
war. 


DR.  BRADFORD  PROMOTED 

Dr.  Bert  Bradford,  Jr.,  of  Charleston,  who  was 
released  from  military  service  late  in  1945  with  the 
rank  of  Lieutenant  Colonel,  has  been  promoted  to 
the  rank  of  Colonel  in  the  reserve  forces  of  the 
United  States  Army  medical  corps.  During  World 
War  II,  Doctor  Bradford  served  with  the  45th 
Evacuation  Hospital  in  the  E.  T.  O.  He  was  award- 
ed the  Legion  of  Merit  for  services  as  Chief  of 
Surgical  Service  with  that  army  hospital  from 
August,  1944  to  May,  1945. 


(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodium; 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Baltimore  1,  Maryland 


THE  WEST  VIRGINIA  MEDICAL  JOURNAL 

302  ATLAS  BUILDING.  CHARLESTON,  W.  VA. 

The  Committee  on  Publication  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or  in 
communications  submitted  to  this  Journal  for  publication.  The  author  or  communicant  shall  be  held  entirely  responsible. 


WALTER  E.  VEST,  WI.  D. 
Editor 

955  Fourth  Ave. 
Huntington,  W.  Va. 

MR.  CHARLES  LIVELY 
Business  Manager 
Box  1031 

Charleston  24,  W.  Va. 


Associate  Editors: 
EDWARD  J.  VAN  LIERE,  M.  D. 
Morgantown,  W.  Va. 

W.  M.  SHEPPE,  M.  D. 
Wheeling,  W.  Va. 

G.  G.  IRWIN,  M.  D. 
Charleston,  W.  Va. 

R.  H.  EDWARDS,  M.  D. 
Welch,  W.  Va. 


JAMES  R.  BLOSS,  M.  D.,  Editor  Emeritus,  Huntington 


ENTERED  AS  SECOND-CLASS  MATTER,  JANUARY  1,  1926,  AT  THE  POST  OFFICE  AT  CHARLESTON,  WEST  VIRGINIA 


Vol.  XLII 


DECEMBER,  1946 


No.  12 


SOME  COMMON  PRECANCEROSES 
OF  THE  SKIN 

By  CHARLES  S.  DUNCAN,  M.  D. 

Huntington,  West  Va. 

The  definition  of  precancerosis  as  fodnd  in  Dor- 
land  Medical  Dictionary  is,  “occurring  before  the  de- 
velopment of  a cancer”.  It  is  important  to  under- 
stand this  conception  for  it  applies  to  the  earliest 
stages  in  development  of  the  cancer  cell.  This 
conception  is  based  on  statistical  data  and  includes 
lesions  and  changes  tvhich  do  not  fulfill  all  the 
criteria  of  malignancy  but  which  eventually  become 
malignant  in  a relatively  high  percentage  of  in- 
stances. For  example,  the  senile  keratosis  is  a 
precancerosis  since  a large  number  of  them  give 
rise  to  prickle  cell  epithelioma.  The  seborrheic 
keratoses,  on  the  other  hand,  are  not  considered 
precanceroses  because  only  a very  small  number 
ever  develop  into  a cancer. 

The  principle  precanceroses  as  outlined  by  Mac- 
kee  and  Cipolloro  are: 

Cicatrix 

Cornu  cutaneum 
Erythroplasia 
Farmer  or  sailor’s  skin 
Keratoses: 

1.  Arsenical 

2.  Seborrheic 

3.  Senile 

4.  Occupational 

Kraurosis  vulvae 
Leukoplah'a 


Lupus  erythematosus 
Lupus  vulgaris 
Nevi 

Radiodermatitis 
Sebaceous  cyst 
Syphilis 

1.  Leukoplakia 

2.  Interstitial  glossitis 

3.  Syphilitic  scars 

Ulcers  of  long  standing 
von  Recklinghausen’s  disease 
Xeroderma  pigmentosum 

The  following  brief  description  may  help  in  the 
better  understanding  of  some  of  the  more  common 
forms  of  the  precanceroses. 

SENILE  KERATOSIS  (KERATOMA  SENILIS) 

This  precancerosis  occurs  most  often  in  the  aged 
but  may  be  seen  in  younger  persons  with  predis- 
position or  those  who  are  exposed  to  the  direct 
rays  of  the  sun  for  many  years.  These  lesions 
appear  as  small,  slightly  elevated,  or  depressed, 
sharply  circumscribed  scaly,  reddish,  light  brown, 
or  sometimes  dark  brown  or  grayish  black  macules. 
The  scales  are  adherent  and  when  scraped  off, 
bleeding  follows.  The  exposed  areas  of  the  body 
are  most  commonly  affected. 

There  are  several  other  varieties  of  keratoses 
which  are  precanceroses,  chiefiy  arsenical  and  oc- 
cupational keratoses.  Arsenical  keratoses  result  from 
prolonged  exposure  to  arsenic  medication  or  to 
arsenic  in  industry.  The  lesions  are  small,  almost 
punctate,  warty,  hard,  usually  numerous,  and  slow 
growing.  Gradually  they  increase  in  depth  as  well 
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as  in  diametei  and  change  from  a benign  state  into 
squamous  cell  epitheliomas. 

Senile  keratosis  without  infiltration,  ulceration 
or  inflamation  can  he  cured  by  local  destructive 
measures  such  as  carbon  dioxide  snow.  In  using 
this  method  the  surrounding  skin  is  protected  with 
an  ordinary  ink  blotter  cut  so  that  all  the  normal 
skin  is  protected,  after  which  carbon  dioxi<le  snow 
is  applied  to  the  lesion  for  approximately  thirty 
seconds  using  moderate  pressure.  Temporarily, 
the  area  becomes  porcelain  white  and  an  erythema- 
tous reaction  appears  around  the  treated  area.  A 
bullous  lesion  is  produced  which  heals  by  desiccation 
or  rupture  leaving  an  erythematous  spot  which 
becomes  paler  in  the  course  of  several  months. 
Destruction  with  acid  is  another  method  sometimes 
used. 

RADIODERMATITIS 

Both  radium  and  roentgen  rays  produce  changes 
in  the  skin.  When  these  changes  are  clinically 
manifested  the  condition  is  known  as  a radioder- 
matitis which  may  be  acute  or  chronic.  "I  he  acute 
ulcer  due  to  radium  or  roentgen  rays  presents  a great 
problem.  Chronic  radiodermatitis  appears  in  a vari- 
able length  of  time,  i.e.  from  three  to  twenty  years. 
It  is  characterized  by  atrophy,  sclerosis,  pigmentation, 
depi^mentation,  telangiectasia  and  wrinkling  of  the 
skin.  Such  an  area  later  becomes  fertile  ground 
for  a basal  or  squamous  cell  epithelioma.  In  its 
mildest  form  chronic  radiodermatitis  may  be  only 
a slight  pigmentation  or  a telangiectatic  spot  with 
smooth  skin  dryer  than  the  surrounding  area. 
Various  intermediate  lesions  are  found  between  these 
two  types. 

Simple  erythema  requires  very  little  treatment 
except  the  application  of  a bland  ointment  Healing 
usually  takes  place  within  a few  weeks. 

The  acute  ulcers  offer  a much  greater  problem. 
There  are  numerous  conservative  measures  which 
shoidd  be  tried;  cod  liver  oil  ointment  10  to 
50  per  cent  or  sulfathiazole  3 to  5 per  cent  in  cod 
liver  oil,  or  as  an  ointment  seem  to  be  the  most 
effective.  The  excruciating  pain  which  is  often 
associated  with  these  ulcers  may  be  relieved  by  the 
addition  of  5 to  15  per  cent  benzocaine  or  similar 
anesthetizing  agents  to  the  ointment.  Occasionally 
continuous  boric  acid  wet  soaks  will  relieve  the 
pain.  If  the  ulcer  is  on  an  extremity  the  part 
shoidd  be  immobilized.  In  recent  years  the  Aloe 
Vera  plant,  a species  of  cactus,  has  been  used  with 


success  in  treating  these  ulcers;  in  European  coun- 
tries thorium  X has  been  used.  However,  this 
latter  medicament  is  not  commercially  available 
in  this  country. 

Radon  ointment  and  solutions  have  been  ad- 
vocated but  generally  are  frowned  upon  by  most 
physicians.  The  effective  dose  has  not  been 
established  and  severe  radiodermatitis  has  at  times 
developed  from  the  incorrect  application  of  radon 
ointments. 

^^^hen  these  ulcers  do  not  respond  to  conservative 
treatment  they  should  be  excised.  Plastic  repair 
may  be  necessary. 

Keratoses  w hich  develop  at  the  site  of  a chronic 
radiodermatitis  rarely  grow'  larger  than  a lentil 
or  a pea.  If  untreated  these  keratoses  are  likely 
to  undergo  malignant  change.  The  best  method 
of  treatment  is  to  destroy  them  hy  high  frequency 
monopolar  desiccating  current.  Local  anesthesia 
must  he  used  but  care  should  be  taken  not  to  damage 
the  surrounding  tissue  unnecessarily.  One  or  two 
applications  of  trichloracetic  acid  often  will  destroy 
the  smaller  grow'ths  completely. 

Ulceration  may  occur  follown'ng  chronic  radio- 
dermatitis, especially  when  a large  area  is  devitalized. 
These  ulcers  may  heal  slowly  under  the  conservative 
treatment  outlined  for  the  acute  ulcer.  If  they 
do  not  yield  to  conservative  treatment  within  four 
to  six  months,  the  ulcer  shoidd  be  removed  surgically, 
and  the  skin  edges  brought  together  so  that  primary 
union  may  be  obtained.  If  this  is  not  done  the 
lesion  w'ill  heal  by  granulating  in  from  the  floor  of 
the  ulcer.  Good  results  can  be  accomplished  by 
electro-desiccation. 

LEUKOPLAKIA 

Leukoplakia  is  a common  precancerosis  and  is 
found  most  frequently  on  the  mucous  membrane  of 
the  cheek,  and  the  anterior  half  of  the  dorsal  aspect 
of  the  tongue.  Occasionally  most  of  the  oral  cavity 
may  be  involved. 

In  the  mild  form  leukoplakia  is  made  up  of 
smooth,  whitish,  or  bluish  white  spots  sharply  out- 
lined or  fading  into  the  surrounding  normal  tissue. 
The  papillae  are  obliterated  and  the  normal  mucous 
membrane  is  no  longer  present.  The  thickness  and 
elevation  are  not  uniform  and  give  the  lesion  a 
variable  color. 

Leukoplakia  is  more  common  in  men  than  in 
women,  the  ratio  being  ten  to  one.  Irritation,  if 
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not  the  sole  cause,  certainly  is  a contributing  factor 
in  its  development.  Tobacco  (cigars  and  pipe  more 
so  than  cigarettes),  syphilis,  irritating  dentures,  and 
oral  infection  are  the  principal  sources  of  irritation. 
However,  leukoplakia  has  been  known  to  occur 
when  none  of  these  factors  is  present.  In  women, 
leukoplakia  of  the  genitalia  is  not  uncommon.  The 
course  of  leukoplakia  is  slow.  It  usually  appears 
late  in  life  and  once  having  appeared  goes  through 
a slow  process  of  development.  It  may  remain 
quiescent  for  years,  or  it  may  become  fissured  and 
verrucosed,  and  ulceration  may  occur.  These  are 
the  danger  signals  that  malignant  change  is  taking 
place.  When  persistent  ulceration  is  present  histo- 
logical evidence  of  epithelioma  usually  is  found. 

Treatment  depends  on  the  stage  of  the  lesion. 
Early  treatment  will  in  most  cases  check  further 
progress  and  prevent  development  of  a cancer.  If 
the  patient  is  a smoker  the  use  of  tobacco  should  be 
stopped.  All  irritation  must  be  removed,  the  teeth 
shoidd  be  put  in  good  repair,  all  infections  shoidd 
be  cleared  up  and  spices  and  alcohol  should  be 
omitted  from  the  diet.  Large  doses  of  vitamin 
A (200,000  to  500,000  units  daily),  or  the  daily 
administration  of  riboflavin  or  the  vitamin  B complex 
may  be  useful  in  the  treatment  of  certain  forms. 
If  the  genitalia  are  involved  estrogens  are  helpful. 

In  local  treatment  the  small , lesions  may  be 
desiccated  with  monopolar  high  frequency  current. 
If  leukoplakia  does  not  regress  under  conservative 
treatment,  the  patient  must  be  kept  under  close  ob- 
servation. The  development  of  papillarv  or  ul- 
cerated areas  calls  for  prompt  and  decisive  action. 
A piece  of  tissue  should  be  removed  for  microscopic 
study.  Subsequent  treatment  depends  on  the  his- 
tological findings. 

XERODERMA  PIGMENTOSUM 

Xeroderma  pigmentosum  is  a rare  familial 
disease.  It  occurs  as  a marked  cutaneous  hyper- 
sensitivity to  the  damaging  effects  of  the  sun’s 
rays.  It  manifests  itself  early  in  childhood,  effecting 
the  exposed  surfaces  of  the  body.  Tbe  first  signs 
appear  during  the  spring  and  summer  following 
exposure  to  the  sun.  It  begins  with  dryness,  mild 
desquamation  and  freckling.  The  freckles  usually 
are  larger  and  somewhat  darker  than  normal.  There 
are  probably  mild  forms  in  which  the  disease 
progresses  no  further  than  this  stage.  In  a fully 
developed  case  the  condition  is  similar  to  radio- 
dermatitis, atrophic  and  telangiectatic  spots  appear- 


ing. The  disease  usually  is  fiflly  developed  by 
the  age  of  six  years'.  The  process  often  is  accom- 
panied by  shrinkage  of  the  tissue.  When  this 
occurs  around  the  eyelids  or  mouth,  ectropion  or 
atresia  may  occur  with  resultant  deformity.  Usually 
by  the  age  of  ten  verrucose  and  keratotic  lesions 
have  appeared.  These  eventually  idccrate  and 
malignant  change  takes  place.  These  children  rarely 
reach  adult  life.  The  etiology  is  unknown. 

The  only  treatment  for  this  condition  is  protec- 
tion against  the  sun’s  rays  and  local  destruction  of 
the  verrucous  and  keratotic  lesions  when  they  ap- 
pear. Parents  must  be  warned  that  when  one  child 
has  the  disease  future  offspring  are  likely  to  be 
similarly  affected. 

ERYTHROPLASIA  OF  QUEYRAT 

Erythroplasia  of  Queyrat  is  a relatively  rare 
form  of  precancerosis.  It  usually  is  found  on  the 
genitalia,  especially  on  the  glans  penis.  It  fre- 
quently is  a single  lesion,  a sharply  circumscribed 
bright  red,  moist,  slow  growing  area  without  any 
subjective  symptoms.  It  is  diagnosed  with  diffi- 
culty and  must  be  differentiated  from  extramam- 
mary Paget’s  disease,  psoriasis,  drug  eruption, 
eczematous  dermatitis,  and  gonorrheal  or  blen- 
norrhagic  dyskeratoses.  If  untreated,  erythro- 
plasia of  Queyrat  becomes  a cancer  after  a period 
varying  from  a few  months  to  many  years.  Some 
lesions  metastasize  very  early  before  there  are  any 
indications  of  the  presence  of  a cancer. 

Once  the  diagnosis  is  made  the  treatment  should 
be  radical.  The  lesion  must  be  destroyed  thor- 
oughly by  surgical  and  radiologic  procedures  iden- 
tical with  the  treatment  of  a prickle  cell  epithelioma. 

Many  other  important  precancerous  lesions  will 
not  be  discussed  further  here.  I have  attempted 
to  be  as  brief  as  possible  and  to  not  go  into  too 
great  detail  in  describing  the  clinical  appearance 
and  treatment  of  the  precanceroses  enumerated 
above. 

In  closing  I wish  to  emphasize  the  fact  that  in 
the  evaluation  of  the  precanceroses  the  physician’s 
responsibility  is  as  great  as  in  the  management  of 
actually  developed  cancer.  In  the  proper  recogni- 
tion and  treatment  of  these  lesions  cancer  can,  in 
most  instances,  be  prevented.  When  regional 
lymph  nodes  are  palpable  or  when  other  circum- 
stances suggest  beginning  malignant  change,  the 
expectant  measures  must  be  replaced  by  more  radi- 
cal treatment,  or  a biopsy  must  be  done  to  establish 
the  exact  nature  of  the  lesion. 
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PRESENT  STATUS  OF  THORACIC 
SURGERY^ 

By  RALPH  ADAMS,  M.  D. 

Department  of  Surgery, 

The  Lahey  Clinic, 

Boston,  Massachusetts 

Cases  of  bronchiectasis  provided  the  stepping 
stones  through  the  period  of  development  in  chest 
surgery  and  later  a proving  grounds  for  improved 
ideas  and  simplified  technic  that  are  now  approach- 
ing standardization  in  the  management  of  suppu- 
rative pulmonar}'  disease  requiring  resection.  An 
exposition  of  the  present  status  of  thoracic  surger)' 
appropriately  begins  with  a perusal  of  some  of  the 
lessons  learned  in  the  treatment  of  patients  with  this 
disease. 

Follow-up  studies  have  established  the  fact  that 
practically  every  sufferer  from  bronchiectasis  who 
can  have  resection  should  have  it  as  the  prognosis 
under  this  form  of  treatment  is  better  than  by  any 
other  form  of  therapy.  Untreated  bronchiectasis 
frequently  is  a fatal  disease.  For  instance,  the  ex- 
haustive review  by  Perry  and  King  shows  that  bron- 
chiectasis developing  before  the  age  of  ten  is  very 
likely  to  cause  death  before  forty.  The  mortality  of 
all  cases  untreated  by  radical  surgery  is  around  30 
per  cent,  of  which  two-fifths  occurs  within  five  years 
of  symptomatic  onset.  These  figures  are  to  be 
contrasted  with  an  operative  mortality  of  3 per  cent 
in  patients  treated  by  resection  in  the  same  clinic, 
by  Churchill.  We  have  been  fortunate  in  having 
no  mortality  subsequent  to  pulmonary  resection  for 
bronchiectasis  in  our  series  of  50  consecutive  cases 
either  in  the  hospital  or  subsequently.  The  most 
significant  fact,  however,  is  that  cases  properly 
selected  and  subjected  to  appropriate  resection,  have 
a 90  per  cent  expectancy  of  clinical  cure. 

There  have  been  rapid  changes  in  the  technic  of 
lobectomy  in  the  last  few  years,  based  upon  refine- 
ments of  bronchographv  and  on  increasing  knowl- 
edge of  the  a.natomic  substructure  of  the  lungs. 
Davenport  and  I have  published  a method  of  bron- 
chography which  allows  roentgenologic  visualization 
of  every  bronchial  segment  and  outlining  of  the 
exact  pattern  of  the  disease  so  essential  to  operative 
guidance  in  preserving  uninvolved  lung  and  in  re- 
moving diseased  tissue.  This  method  is  very  simple 
technically  and  is  well  adapted  to  general  use.  We 
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and  others  have  offered  systems  of  nomenclature 
designed  to  reduce  the  confusion  caused  by  a num- 
ber of  names  for  each  lung  subdivision.  This 
nomenclature  has  been  adopted  by  many  thoracic 
clinics  throughout  the  country.  The  vascular  chan- 
nels accompanying  the  various  bronchial  branches 
have  been  identified  by  dissections  at  the  operating 
table  and  in  the  anatomy  room.  Blades  has  recorded 
a series  of  such  dissections.  By  virtue  of  such  pre- 
operative knowledge  of  exactly  what  should  be  re- 
moved and  anatomic  knowledge  of  how  to  remove 
it,  segmental  pneumonectomy  as  well  as  hilar  dis- 
section has  become  practicable. 

Lung  abscess  continues  to  be  a serious  and  life 
endangering  disease.  Formerly,  the  custom  was  to 
wait  for  several  months  and  then  establish  drainage 
for  those  patients  who  had  not  died.  Among  the 
survivors,  a large  number  was  left  with  irreparable 
damage  to  the  lungs  together  with  chronic  invalid- 
ism. At  the  opposite  extreme,  certain  surgeons 
have  adopted  the  policy  of  immediate  drainage  on 
making  the  diagnosis.  On  the  basis  of  the  experience 
of  the  Massachusetts  General  Hospital,  as  sum- 
marized and  reported  by  Sweet,  we  have  adopted  a 
middle  course.  It  is  our  policy  to  treat  these  patients 
with  intensive  medical  therapy  during  the  first  three 
to  six  weeks  after  onset,  as  20  per  cent  will  get  well 
spontaneously  under  this  regimen.  The  others  we 
then  drain,  as  only  an  additional  10  per  cent  will 
heal  spontaneously. 

After  spontaneous  healing  and  healing  as  a re- 
sult of  drainage  are  accomplished,  about  20  per  cent 
will  remain  with  sequestration  requiring  subsequent 
resection.  A modification  of  drainage  technic  so  that 
only  a small  opening  is  made  in  the  pulmonary 
cavity  has  been  an  improvement.  In  an  earlier 
period,  the  accepted  practice  was  to  unroof  widely, 
and  disseminated  pneumonitis,  embolism  and  respi- 
ratory and  mechanical  embarrassment  were  much 
more  common  than  at  present. 

Carcinoma  of  the  lung  presents  one  of  the  most 
difficult  problems  with  which  the  thoracic  surgeon 
is  confronted.  Control  or  arrest  of  the  disease  in 
its  advanced  stages  has  proved  almost  impossible. 
This  type  of  malignancy  has  shown  notable  resist- 
ance to  irradiation,  and  the  relief  obtained  has  been 
so  limited  that  radiation  treatment  has  been  dis- 
carded as  a curative  procedure,  although  it  may 
have  a temporarily  beneficial  palliative  effect  in 
certain  cases  of  oat  cell  carcinoma  and  undifferenti- 
ated carcinoma.  X-rays  and  radium  have  the  same 
physical  effect,  but  the  technical  ease  of  application 
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makes  x-ray  therapy  preferable  to  radium.  The  only 
hope  for  the  patient  with  carcinoma  of  the  lung  lies 
in  the  chance  that  the  diagnosis  has  been  made  early 
enough  to  allow  complete  surgical  removal  of  the 
malignant  tumor  before  metastases  have  occurred. 

As  technical  advances  have  repeatedly  lowered 
the  operative  mortality  of  pneumonectomy,  the  out- 
look for  the  patient  with  early  carcinoma  of  the 
lung  has  become  less  discouraging.  Many  cases,  un- 
fortunately, are  inoperable  at  the  time  a diagnosis  is 
made.  There  is  a high  frequency  of  late,  remote 
metastases,  especially  to  the  brain,  adrenal  glands 
and  bones,  even  years  after  resection  of  an  apparently 
early  lesion.  At  the  present  time,  early  surgical  re- 
section offers  the  most  hopeful  therapy  available. 

The  pleomorphic  nature  of  carcinoma  of  the 
lung  has  a considerable  bearing  upon  operability. 
This  cancer  occurs  in  four  recognizable  morphologic 
forms:  epidermoid  carcinoma,  53  per  cent;  adeno- 
carcinoma, 12  per  cent;  oat  cell  carcinoma,  4 per 
cent;  undifferentiated  carcinoma,  11  per  cent;  and 
a fifth  group  that  cannot  be  classified,  17  per  cent, 
must  be  added.  Patients  with  the  oat  cell  and  the 
undifferentiated  cancers  rarely  should  be  submitted 
to  operation  unless  for  diagnosis,  because  the  fulmi- 
nating course  of  the  disease  is  in  no  way  altered 
thereby.  Thirteen  of  our  14  living  and  well  pa- 
tients had  epidermoid  carcinoma,  1 had  adenocarci- 
noma. No  patient  with  oat  cell  carcinoma  or  un- 
differentiated carcinoma  has  lived  for  as  long  as  a 
year  after  resection.  These  latter  cell  types  show  a 
palliative  response  to  radiation  therapy,  and  some- 
times it  is  worthwhile  in  producing  significant  symp- 
tomatic relief  for  a period  of  a few  months. 

Patients  with  epidermoid  carcinoma  and  adeno- 
carcinoma should  be  submitted  to  thoracotomy  if 
successful  resection  is  not  known  to  be  precluded  by 
age,  poor  general  condition,  extension  or  metastases. 
At  thoracotomy,  gross  extension,  lymphatic  exten- 
sion into  the  mediastinum  and  pleural  implantation 
can  be  determined  with  fair  accuracy. 

In  considering  the  results  of  carcinoma  of  the 
lung,  one  must  scrupulously  distinguish  and  separate 
the  group  of  bronchial  adenomas.  These  tumors 
tend  to  arise  in  the  larger  bronchi.  They  are  of 
slow  growth,  do  not  metastasize  except  occasionally 
to  regional  nodes,  exhibit  a marked  tendency  to 
extraluminal  growth  and  bronchial  compression,  and 
have  a high  curability  rate.  Most  cases  occur  in 
females,  and  intermittent  bleeding  over  periods  of 
years  with  maintenance  of  good  general  health  is  a 
typical  clinical  feature.  Although  symptoms  may 


be  controlled  for  an  indefinite  time  by  periodic 
bronchoscopic  removal,  many  cases  eventually  will 
require  pulmonary’  resection  because  of  suppuration 
distal  to  the  obstruction  caused  either  by  occlusion 
of  the  bronchus  or  by  pressure  from  without.  They 
occur  with  one-twentieth  the  frequency  of  cancer, 
but  have  at  least  ten  times  the  curability  rate.  They 
may  grow  to  huge  size  and,  together  with  obstruc- 
tive bronchiectasis,  destroy  the  entire  lung.  We 
have  treated  7 such  patients,  without  mortality. 

I should  like  to  stress  once  again  the  old  teach- 
ing axiom,  “Explain  the  cause  of  every  persistent 
cough.”  The  outstanding  symptoms  of  carcinoma 
of  the  lung,  on  the  basis  of  our  last  1 5 7 micro- 
scopically proved  cases,  are  cough,  93  per  cent; 
chest  discomfort,  54  per  cent;  sputum,  53  per  cent; 
hemoptysis,  44  per  cent;  and  wheeze,  14  per  cent. 
Most  cases  at  the  onset  of  cough  are  early  cases. 
If  every  patient  with  a cough  of  over  two  weeks’ 
duration  had  a roentgenogram  of  the  chest  made, 
and  those  under  suspicion  by  roentgenologic  exami- 
nation were  subjected  to  bronchoscopy,  the  greatest 
single  step  forward  in  the  early  diagnosis  of  both 
pulmonary  cancer  and  tuberculosis  woidd  have  been 
made.  In  97  per  cent  of  the  cases  the  diagnosis 
was  suggested  by  roentgenologic  examination  and 
confirmed  in  80  per  cent  of  those  bronchoscoped. 

Our  immediate  results  in  treating  this  disease 
are:  one  hospital  death  in  the  last  30  consecutive  re- 
sections, and  28  per  cent  of  the  patients  who  had 
resections  living  and  well.  The  total  results  in  157 
consecutive  cases  in  which  the  diagnosis  is  proved 
are  8.9  per  cent  living  and  well,  all  for  more  than 
one  year,  and  the  longest  for  more  than  nine  years. 
The  number  of  survivors  at  the  end  of  five  years 
will  no  doubt  be  small,  probably  around  3 per  cent, 
as  is  true  also  of  patients  with  cancer  of  the  stomach 
and  most  other  internal  cancers  except  for  those  of 
the  cervix,  rectum  and  breast.  Unsatisfactory,  also, 
is  the  number  of  1 5 7 cases  diagnosed  compared  with 
the  49  cases  actually  resectable. 

Tuberculosis  remains,  in  my  opinion,  a disease 
arrestable  only  by  rest.  All  the  medical  and  surgi- 
cal measures  found  useful  in  treating  the  disease 
should  be  considered  as  procedures  beneficial  to  the 
healing  process  but  not  of  themselves  curative.  Given 
all  else  and  lacking  prolonged  rest,  the  control  of 
a tuberculous  pulmonary  infection  is  difficult  or  im- 
possible. There  is  at  present  a flurry  of  excitement 
over  lobectomy  and  pneumonectomy  for  tubercu- 
losis. This  procedure  has  been  applied  in  isolated 
cases  for  many  years,  with  specialized  indication  such 
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as  tuberculoma  or  unintentional  resection  under  an 
erroneous  diagnosis  of  localized  lung  abscess  or 
bronchiectasis.  The  results  have  been  encouraging, 
both  with  others  and  with  us,  and  extirpation  of 
fibrotic  cavernous  tuberculosis  often  is  wise.  That 
it  is  a proper  treatment  for  exudative  tuberculosis, 
however,  is  yet  to  he  proved.  Although  the  oper- 
ation carries  a low  mortality  rate,  and  the  patient 
can  be  sent  back  to  the  sanatorium,  the  hospital  mor- 
tality is  but  a small  part  of  the  total  risk  entailed. 

Suppurative  pericarditis  should  he  mentioned 
briefly.  Always  secondary  to  infection  elsewhere  in 
the  body,  it  has  often  been  reputed  to  carry  a 100 
per  cent  mortality  rate.  Several  successfully  oper- 
ated cases  have  been  reported  within  the  last  few 
years,  including  three  of  our  own.  Emphasis  is 
placed  upon  the  combination  of  surgical  drainage, 
immunotherapv  and  chemotherapy  as  factors  in  the 
increasing  number  of  cases  with  a successful  out- 
come. 

Chronic  constrictive  pericarditis  is  among  the 
most  satisfactory  of  all  diseases  to  treat  surgically  be- 
cause the  results,  if  good,  are  so  strikingly  good. 
For  purpose  of  illustration,  an  unusual  case  is  de- 
scribed in  which  the  original  pericardial  effusion 
accompanied  meningococcus  meningitis  eleven 
months  previous  to  the  patient’s  admission  to  our 
hospital.  He  recovered  from  the  acute  infection 
but  was  thereafter  an  invalid  because  of  dyspnea, 
orthopnea  and  dependent  edema.  He  declared  that 
he  would  rather  be  dead  than  the  way  he  was.  In 
addition  to  the  above,  the  findings  were  a suffused 
face,  swollen  arm  and  neck  veins,  muffled  heart 
sounds,  a blood  pressure  of  90  mm.  systolic  and  80 
mm.  diastolic,  and  an  imperceptible  radial  pulse.  As 
usually  happens,  his  improvement  began  as  soon  as 
opening  of  the  pericardial  vise  was  begun.  Two- 
thirds  of  the  fibrotic  pericardium  was  removed  and 
he  left  the  operating  table  with  a blood  pressure  of 
130  mm.  systolic  and  80  mm.  diastolic.  His  re- 
covery was  uneventful. 

A single  case,  also,  is  used  to  illustrate  the  effec- 
tiveness of  patent  ductus  arteriosus  ligation.  A 25 
year  old  female  patient  had  refused  operation  until 
subacute  bacterial  endocarditis  developed  one  month 
preoperatively.  She  was  treated  with  penicillin  and 
division  of  the  ductus.  She  had  one  positive  blood 
culture  postoperatively ; she  was  treated  with  peni- 
cillin, and  has  now  been  well  for  almost  a year. 
Many  similar  instances  of  cure  in  cases  of  this  syn- 
drome, which  was  previously  almost  universally 
fatal,  have  now  been  accumulated. 


All  of  you  are  familiar  with  the  brilliant  work 
that  Blalock,  Gross  and  others  recently  have  done 
in  correcting  anomalies  of  the  great  vessels  about 
the  heart.  The  improvement  in  oxygenation  fol- 
lowing operations  for  tetralogy  of  Fallot  and  double 
aorta  in  an  increasing  number  of  young  patients 
has  been  dramatic  and  encourages  further  work  in 
the  field  of  cardiac  surgery. 

Myasthenia  gravis  has  been  associated  historically 
with  the  thymus  gland,  but  what  the  relationship  is, 
no  one  knows.  Abnormalities  of  the  thymus  are 
commonly  found  at  autopsy  in  patients  who  have 
died  of  myasthenia  gravis.  Thymomas  cause  a 
syndrome  which  is  very  much  like  that  of  myas- 
thenia gravis.  As  early  as  1912,  Sauerbrook  removed 
an  enlarged  thymus  from  a patient  with  myasthenia 
gravis.  Improvement  but  not  recovery  ensued. 
There  has  been  sporadic  surgical  interest  ever 
since. 

It  was  not  until  Viets  and  Schwab  developed  the 
clinical  use  of  prostigmine  bromide  that  it  became 
possible  to  consider  the  surgical  treatment  of  pa- 
tients with  myasthenia  gravis,  under  better  control 
of  conditions.  This  drug  does  temporarily  restore 
neuromuscular  transmission  of  nerve  impulses,  prob- 
ably by  overcoming  a block  of  curare-like  effect  at 
the  myoneural  junction.  It  prolongs  life  but  does 
not  cure  myasthenia.  A constant  prostigmine  intake 
is  necessary  to  maintain  its  effect.  Blalock,  in  1941, 
reported  a series  of  6 cases  in  which  he  totally  re 
moved  the  thymus  gland  and  he,  as  well  as  Brad- 
shaw, Clagett,  Cope,  and  others,  has  since  added 
to  this  number.  In  none  of  the  first  6 cases  was  a 
tumor  suspected  or  found.  Three  experienced 
marked  relief;  2 were  helped  and  1 died. 

\Ve  have  tried  thymectomy  in  7 cases  of  severe 
myasthenia  gravis.  One  patient  died  suddenly, 
four  days  after  operation,  of  respiratory  paralysis, 
having  ceased  to  respond  to  prostigmine.  Autopsy 
did  not  illuminate  further  the  cause  of  this  fatality. 
The  next  patient,  a woman  aged  22,  was  bedridden, 
with  a daily  prostigmine  intake  of  180  mg.  required 
in  order  for  her  to  breathe  and  swallow.  Even  so, 
she  often  could  not  swallow  for  several  hours  at  a 
time.  After  thymectomy  four  and  a half  years 
ago,  she  regaij-.ed  her  strength,  stopped  taking  pros- 
tigimine  and  returned  to  work.  Eight  months  ago 
she  had  a mild  recurrence  and  now  requires  30  to 
45  mg.  of  prostigimine  a day.  The  thymus  was 
larger  than  normal,  but  contained  no  tumor.  The 
remaining  patients  have  recovered,  are  from  35  to 
70  per  cent  improved,  and  feel  that  they  have  been 
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significantly  benefitted  by  the  operation.  All  re- 
quire from  15  to  45  mg.  of  prostigmine  a day,  but 
in  every  instance  this  is  to  be  compared  with  a pre- 
operative requirement  of  at  least  120  mg.  and  fre- 
quently larger  amounts.  Whether  improvement  is 
temporary  or  permanent,  or  whether  it  is  the  result 
of  the  operation  or  of  spontaneous  remission,  I do  not 
know.  We  lack  the  scientific  evidence  of  cause  and 
effect  between  thymus  and  myasthenia  gravis  that 
is  so  clearly  evident,  for  instance,  between  the  pan- 
preas  and  diabetes  or  a parathyroid  tumor  and  de- 
calcification with  kidney  stone.  Perhaps  the  thymus 
is  the  cause  of  this  disease,  but  again  perhaps  it  is 
only  one  link  in  a chain  of  circumstances  which  pro- 
duce a clinical  syndrome  which  we  recognize  as  it 
paralyzes  and  eventually  kills  the  patient.  We  plan 
to  test  the  surgical  procedure  in  other  selected  pa- 
tients free  of  disease  other  than  myasthenia  gravis, 
and  seriously  ill.  The  operative  risks  are  high  be- 
cause of  the  disease  itself,  although  the  procedure  is 
not  technically  difficult  to  carry  out. 

Lesions  of  the  esophagus  are  among  the  last  to  be 
attacked  by  the  technic  of  modern  surgery.  Pro- 
gress in  surgery  of  the  esophagus  has  been  slow  for 
many  reasons.  It  is  an  inaccessible  organ,  closely 
approximated  to  other  vital  structures,  making  the 
localized  carcinoma  uncommon  and  radical  resec- 
tion dangerous.  It  lacks  mobility.  Its  blood  supply 
has  no  collateral  support.  Its  walls  are  devoid  of 
tensile  strength  and  have  poor  healing  qualities. 
Its  lumen  contains  highly  virulent  organisms.  Such 
facts  have  made  resection  and  primary  anastomosis 
to  the  stomach  or  jejunum  difficult  in  the  upper  third 
and  treacherous  in  the  middle  and  lower  thirds. 
Efforts  at  end  to  end  esophageal  reconstruction  have 
been  uniformly  unsuccessful  except  in  cases  of  stric- 
ture in  the  young.  Methods  and  operations  have 
been  devised,  however,  to  meet  these  many  prob- 
lems with  increasing  effectiveness.  They  are  far 
from  being  perfected  and  further  simplification  is 
probable  during  the  development  of  the  workable 
technics  now  available.  The  chief  remaining  prob- 
lem at  the  moment  is  to  receive  the  patients  early 
enough  and  in  a condition  favorable  for  resection, 
which,  of  course,  is  one  of  the  mo.st  important  fac- 
tors influencing  results  in  surgical  treatment  of 
cancer  generally. 

Infection,  a hazard  second  only  to  inoperability 
of  cancer  of  the  esophagus,  has  been  largely  over- 
come by  improvement  of  technic  and  general  and 
local  use  of  the  chemotherapeutic  agents.  At  least 
half,  and  perhaps  two-thirds,  of  the  number  of 
esophageal  carcinomas  coidd  be  discovered  early 


and  possibly  while  yet  in  an  operable  stage  if  every 
patient  with  difficidty  in  swallowing  were  given 
a drink  of  barium  and  then  fluoroscoped,  those  with 
suspicious  findings  being  esophogoscoped.  A similar 
group  of  patients  has  no  early  symptoms. 

The  thoracic  approach  to  tumors  of  the  lower  and 
middle  third  of  the  esophagus  may  be  made  with  a 
wide  and  direct  exposure  through  the  bed  of  the 
eighth  left  rib.  Through  an  opening  in  the  dia- 
phragm, one  can  mobilize  the  entire  stomach  and 
oftentimes  elevate  the  pylorus  through  the  dia- 
phragmatic hiatus.  The  lower  end  of  the  stomach 
can  be  preseived  for  direct  anastomosis  with  the 
esophagus  or,  if  preferable,  a total  gastrectomy  can 
be  done  prior  to  an  esophagojejunostomy.  The 
possibilities  of  wide  resection  and  re-anastomosis  are 
the  great  advantages  of  this  approach.  The  anasto- 
mosis of  the  esophagus  to  the  stomach  or  jejunum  is 
like  any  alimentary  tract  anastomosis  except  that 
fine^  interrupted,  nonabsorbable  stitches  should  be 
used  to  prevent  narrowing  of  the  esophageal  lumen, 
as  will  be  caused  by  a running  suture.  The  upper 
end  of  the  stomach  should  be  closed  completely  and 
the  anastomosis  of  the  esophagus  made  to  the  an- 
terior or  posterior  wall  of  the  stomach. 

We  have  explored  5 7 cases  of  carcinoma  of  the 
esophagus  and  have  been  able  to  resect  the  lesion 
in  30  cases.  There  were  8 hospital  deaths.  Techni- 
cal improvement  is  suggested  by  the  fact  that  there 
has  been  but  one  hospital  death  in  the  last  14  re- 
sections (7  pel'  cent).  'Ehe  longest  survival  to  date 
has  been  fifty  months. 


THE  FAMILY  DOCTOR 

It  has  been  a long  road  from  the  days  of  travel 
afoot,  on  horseback,  by  cart,  by  buggy,  to  the  auto, 
and  perhaps  soon  the  gyroplane.  There  have 
been  muddy  roads,  rain,  snow,  sleet,  days  and 
nights  without  sleep,  meals  on  the  table  that  were 
never  eaten,  trips  that  were  never  taken,  shows 
that  were  never  seen,  family  gatherings  without 
you;  yes,  it  has  been  a life  of  sacrifice  to  the  call 
of  the  sick.  Still  there  has  been  a richness,  a full- 
ness, a sense  of  service  well  performed,  and  for  the 
most  part  a feeling  that  it  was  appreciated. 

The  life  of  the  general  practitioner  reaches  out 
into  the  lives  of  his  patients,  into  their  days  of 
trial,  trouble,  and  suffering,  and  he  brings  to 
many  a weary  soul  something  that  is  more  than 
elixir  or  pills. 

If  the  general  practitioner  is  the  man  he  should 
be,  he  carries  to  the  bedside  cheer,  courage,  and 
new  hope.  The  trust  he  engenders  in  his  patient 
often  lifts  the  load  off  a tired  heart  or  a troubled 
mind,  and  gives  peace  and  rest  that  accomplishes 
more  than  medicine  to  heal  and  restore  the  broken 
body. — James  B.  Maple,  M.  D.,  in  J.  Ind.  St.  Med. 
Assn. 
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GASTROINTESTINAL  OBSTRUCTION* 

By  RUSSELL  S.  McGINNIS,  M.  D. 

Cleveland,  Ohio 

A review  of  any  surgical  subject  can  be  conducted 
with  profit.  I have  nothing  new  to  add  and  I have 
freely  borrowed  from  other  writers  because  they 
clearly  outlined  physiological,  pathological,  and  me- 
chanical evidence  of  intestinal  obstruction.  It  is  ad- 
mitted that  the  death  !'ate  is  still  too  high  but  the 
reduction  in  the  mortality  in  the  past  few  years 
based  on  these  fundamental  principles  will  justify 
this  review. 

The  management  of  acute  bowel  obstructions 
made  but  little  progress  over  a period  of  fifty  years. 
It  is  only  within  the  past  few  years  that  there  has 
been  a striking  improvement  in  our  methods  of 
managing  this  serious  lesion.  The  theory  of  ab- 
sorption of  toxic  products  from  the  obstructed  loop 
gave  the  physician  some  solace  for  his  poor  results 
but  was  not  productive  of  a lower  morbidity  or  mor- 
tality rate.  More  and  more  it  is  being  recognized 
that  mechanical  factors  are  important.  The  high 
death  rate  from  obstructions  must  be  differentiated 
from  the  mortality  of  treatment.  All  of  us  must 
agree  that  any  method  of  treating  a serious  obstruc- 
tion, which  avoids  peritoneal  contamination,  is  all 
important.  Escape  of  bowel  contents,  followed  by 
peritonitis,  usually  means  death. 

A famous  system  of  surgery  in  1864  mentioned 
the  frightful  mortality  from  this  disease.  Poultices, 
leeches,  castor  oil,  metallic  mercury,  and  large  doses 
of  belladonna  were  in  favor.  Surgery  was  nearly 
always  fatal.  Professor  Samuel  D.  Gross',  in  this 
year,  advocated  the  introduction  of  a trochar  into 
the  distended  loop  of  bowel.  Much  relief  followed 
when  this  was  carried  out  on  a man  obstructed  for 
twenty-one  days.  However,  death  followed  and 
autopsy  showed  a generalized  peritonitis  and  an  an- 
nular carcinoma  of  the  sigmoid  colon.  Too  many 
of  us  can  recall  similar  complications  of  this  lesion 
even  with  more  modern  operative  conditions.  Some 
London  surgeons  recommended  the  introduction  of 
large  quantities  of  fluids  by  rectum;  this  may  have 
reduced  some  early  cases  of  intussusception,  but  the 
overall  mortality  was  little  affected. 

The  work  of  Hartwell  and  Hoguet^  in  1912 
pointed  to  the  prolongation  of  life  in  dogs  with  high 
intestinal  obstruction  by  the  subcutaneous  adminis- 
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tration  of  saline  solution.  Gamble^  and  his  co- 
workers in  1925  showed  the  mechanism  by  which 
saline  produced  such  improvement.  This  cleared 
up  some  of  the  mystery  of  the  so-called  toxic  theory. 
Failure  of  saline  to  render  such  striking  benefits  in 
low  ileal  obstructions  helped  to  focus  attention  on 
the  importance  of  the  mechanical  effects  of  disten- 
tion. 

The  concept  of  toxnc  effects  cannot  be  entirely 
discarded,  yet  experimental  work  emphasizes  the 
significant  interrelationship  of  intra-enteric  tension, 
viability  of  the  gut  wall,  and  the  permeability  factor. 
Loss  of  viability  of  the  bowel  wall  permits  bacterial 
migration  and  peritonitis.  Long  loops  of  obstructed 
bowel  are  under  constant  tension  and  relief  of  this 
pressure  is  the  most  frequent  and  difficult  problem 
in  therapy.  When  it  is  realized  that  over  8,000  die 
annually  from  intestinal  obstruction  we  can  appre- 
ciate its  importance.  Herniae  and  neoplasms  too 
frequently  succumb  to  the  effects  of  distention  and 
obstruction. 

The  problem  as  pointed  out  by  Wagensteen'^ 
may  be  studied  under  four  categories: 

1.  Elucidation  of  the  effects  of  obstruction, 
particularly  the  resultant  consequences  of  dis- 
tention on  the  bowel  wall. 

2.  Criteria  to  aid  in  early  recognition  of  bowel 
obstruction. 

3.  Appraisal  of  remedial  agents  directed  at  the 
relief  of  obstruction. 

4.  Consideration  of  the  various  types  of  obstruc- 
tion. 

Mclver^,  after  a decade’s  use  of  saline  solution  in 
the  management  of  various  types  of  obstruction, 
found  no  tangible  evidence  of  a reduction  in  the 
death  rate.  Moreover,  increasing  appreciation  of 
the  ill  effects  of  distention  and  improved  methods 
of  relieving  them  has  produced  a striking  improve- 
ment in  our  results.  McKittrick  and  Sarris®  in 
1940  pointed  out  the  lowered  mortality  from  1934 
to  1940.  This  was  the  first  time  in  forty  years  that 
there  was  an  appreciable  decline  in  the  mortality  of 
intestinal  obstruction  at  the  Massachusetts  General 
Hospital.  Today  one  of  the  chief  stumbling  blocks 
is  the  early  recognition  and  proper  management  of 
patients  with  strangulating  types  of  obstruction.  In 
the  future  earlier  recognition  and  aseptic  surgical 
measures  to  relieve  this  type  of  obstruction  offers  a 
field  for  steady  improvement.  When  the  mortality 
of  treatment  is  reduced  to  a minimum,  the  unavoid- 
able deaths,  the  only  real  measure  of  the  mortality 
of  obstruction  per  se  will  become  apparent. 
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In  a consideration  of  distention  we  might  ask; 
What  is  the  character  and  source  of  the  distention? 
Distention  of  an  obstructed  loop  is  due  to  two 
factors,  fluid  and  gas.  As  a rule  it  is  true  that  the 
fluid  content  is  increased  with  prolonged  obstruc- 
tion. 

What  is  the  source  of  this  fluid?  Rowntree^  has 
stated  that  normally  7,000  to  8,000  cubic  centi- 
meters of  fluid  are  poured  into  the  intestinal  tract 
daily.  The  origin  of  this  fluid  is  as  follows:  saliva 
1500  cc.,  gastric  juices  2000  to  3000  cc.,  bile  300 
to  500  cc.,  pancreatic  juice  500  to  800  cc.,  and 
succus  entericus  3000  cc.  Obstruction,  abnormal 
absorption,  and  mechanical  irritation  may  increase 
these  amounts. 

High  intestinal  obstructions  are  associated  with 
greater  loss  of  fluids  by  vomiting.  Low  small  bowel 
obstructions  may  be  associated  with  severe  vomiting, 
but  as  a rule  long  stretches  of  fluid  distended  loops 
are  more  common  in  the  terminal  small  bowel  ob- 
structions. In  a way  low  ileal  obstructions  tend  to 
approach,  clinically,  the  type  of  closed  loop  obstruc- 
tions. Again  we  must  bear  in  mind  that  fluid  loss 
by  vomiting  in  large  bowel  obstructions  is  relatively 
small.  In  this  lesion  we  approach  the  type  of  true 
closed  loop  obstruction  due  to  the  valvelike  action 
of  the  ileoceal  sphincter.  At  times  reflex  vomiting 
may  be  seen  early  but  as  a rule  it  iSjiiot  an  outstand- 
ing symptom. 

Proper  management  of  small  bowel  obstructions 
requires  a knowledge  of  the  consequences  of  fluid 
and  electrolyte  losses.  Properly  treated  the  very 
dangerous  effects  of  dehydration  and  disturbances 
of  alkali  reserves  may  be  prevented.  For  a short 
period  investigators  thought  the  beneficial  effects  of 
saline  in  high  obstructions  were  due  to  its  neutraliz- 
ing or  detoxification  of  the  theoretical  noxious  in- 
fluences. However,  Gamble  and  Ross®  in  1925 
showed  that  blood  chemical  alterations  in  obstruc- 
tion such  as  elevation  of  the  nonprotein  nitrogen, 
decrease  in  blood  chlorides,  and  an  increased  carbon 
dioxide  combining  power  of  the  blood  was  caused 
by  the  loss  of  fluid  and  electrolytes  from  the  stomach 
and  upper  part  of  the  small  intestine.  Saline  is 
probably  the  best  substitute  for  this  type  of  loss. 
Thus  we  recognize  that  the  ill  effects  of  prolonged 
vomiting  are  due  to  loss  of  substances  essential  to 
life  and  not  due  to  absorption  of  a noxious  toxin. 

Intracellular  fluid  constitutes  the  largest  fraction 
of  the  body  fluids.  When  fluids  are  lost  by  vomiting 
in  high  obstructions  the  blood  plasma  is  first  drawn 
upon  with  ensuant  concentration  of  the  plasma. 


The  blood,  in  turn,  is  replenished  from  the  mobile 
interstitial  or  intercellular  fluid  compartment.  Loss 
of  this  fluid  gives  rise  to  the  clinical  evidences  of 
dehydration.  The  intracellular  compartment  is 
largely  spared.  The  chloride  ion  is  the  main  electro- 
lyte in  the  acid  column  for  both  plasma  and  inter- 
stitial fluid.  The  important  difference  between 
olasma  and  intercellular  fluid  is  the  low  protein 
content  of  the  latter.  It  is  known  that  electrolyte 
composition  of  various  gastrointestinal  secretions  is 
approximately  the  same  as  that  of  blood  plasma. 
Loss  of  high  intestinal  secretions  means  a loss  of 
chloride  ions  greater  than  the  loss  of  sodium  ions; 
as  a result  there  is  an  increase  of  plasma  bicarbon- 
ate and  alkalosis  develops.  With  the  loss  of  blood 
chlorides  and  fluids  oliguria  results,  and  with  this 
a retention  of  nonprotein  nitrogen  in  the  blood. 
With  the  administration  of  large  quantities  of  saline 
the  sodium  deficit  is  made  up  before  the  chloride 
loss  is  corrected  and  the  excess  sodium  is  excreted 
by  the  kidneys  to  restore  the  normal  balance. 

Earlier  it  was  stated  that  gases  are  important 
factors  in  distention  of  an  obstructed  loop  of  bowel. 
The  three  possible  sources  of  gaseous  distention 
according  to  Wagensteen’  are; 

1 . Formation  of  gas  as  a result  of  digestive  pro- 
cesses. 

2.  Diffusion  of  blood  gases  into  intestinal  lumen. 

3.  Passage  of  swallowed  atmospheric  air  into  the 
intestine. 

The  gases  usually  present  are  nitrogen,  oxygen, 
carbon  dioxide,  hydrogen,  methane,  and  hydrogen 
sulphide.  Large  amounts  of  gas  may  result  from 
the  fermentation  of  sugars  in  the  lower  bowel.  The 
amount  of  gas  formed  as  a result  of  putrefactive 
action  on  protein  is  much  less  than  the  fermentative 
action  of  bacteria  on  carbohydrates.  Wagensteen'® 
has  shown  that  swallowed  air  constitutes  about  70 
per  cent  of  the  gas  in  obstruction  of  the  small  in- 
testine, 10  to  15  per  cent  originates  by  diffusion 
from  the  blood  into  the  bowel  lumen,  and  the  re- 
maining 1 0 per  cent  results  from  putrefactive  and 
fermentative  activity  of  intestinal  bacteria.  It  is 
believed  that  the  swallowing  of  air  is  intimately  con- 
nected with  respiration  and  that  the  negative  intra- 
thoracic  pressure  is  responsible  for  its  occurence. 

There  are  essentially  two  varieties  of  obstructions: 
( 1 ) simple  obstruction  in  which  the  continuity  of 
the  bowel  alone  is  blocked;  (2)  strangulating  ob- 
structions which  exhibit  in  addition  to  interruption 
of  intestinal  continuity  compromise  of  the  blood 
supply.  The  latter  group,  due  to  the  arrest  of 
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venous  outflow  from  the  bowel  wall,  quickly  shows 
evidence  of  damage  to  the  intestinal  wall.  Another 
factor  in  this  type  is  loss  of  blood  and  this  may  be  a 
lethal  factor.  As  before  described,  small  bowel 
obstructions  are  associated  with  profound  chemical 
changes  due  to  dehydration  and  loss  of  electrolytes. 
However,  in  the  lar2;e  bowel  the  factor  of  distention 
is  of  relatively  greater  importance.  Here,  due  to  the 
fact  that  the  ileoceal  valve  does  not  permit  the 
entrance  of  fluids  from  the  large  bowel  into  the 
small  bowel,  r closed  loop  t\pe  of  obstruction  re- 
sults. 

The  closed  intestinal  loop  has  become  a means  of 
demonstrating  the  damaging  local  effect  of  increased 
intraterminal  tension.  One  of  the  surprising  find- 
ings has  been  the  damaging  eflFect  on  the  bowel 
of  a relatively  low  pressure  operating  over  a period 
of  time.  \\^agensteen  " summarizes  the  effects 
as  follows: 

1.  Increase  in  the  intraluminal  content  (gas  and 
fluid). 

2.  Increased  motor  activity  of  the  bowel. 

3.  7'hinning  of  the  intestinal  wall. 

4.  Decreased  absorbtion  from  the  intestinal 
lumen. 

5.  Venous  stasis  in  the  bowel  wall. 

6.  Impaired  viability  and  injury  to  the  bowel 
wall. 

7.  Increased  permeability. 

Keeping  these  factors  in  mind,  it  would  seem  evi- 
dent that  rational  therapy  of  any  simple  tvpe  of  ob- 
struction should  be  directed  towards  decompression 
of  distended  loops.  The  mechanistic  conception 
of  the  ill  effects  of  most  bowel  obstructions  should 
be  constantly  kept  in  mind  and  therapy  should  be 
instituted  at  the  earliest  possible  time  to  avoid  serious 
and  often  fatal  complications.  Some  cases  may 
lend  themselves  to  decompression  by  conservative 
methods  such  as  Levine  or  Miller-Abbott  tube  de- 
compression. Other  cases  may  have  to  be  decom- 
pressed by  operative  measures. 

What  are  the  criteria  that  will  lead  to  an  early 
accurate  diagnosis?  The  common  complaints  of 
patients  with  bowel  obstruction  are:  (1)  pain;  (2) 
vomiting,  and  (3)  distention. 

Pat7i  is  caused  by  increased  contractile  activity 
of  the  boweh  It  appears  suddenly,  increases  in 
intensity,  quickly  reaches  its  height,  usually  lasts  for 
one  to  three  minutes  and  then  subsides,  only  to 
reappear  at  varying  intervals.  It  must  be  remem- 
bered that  strangulating  obstructions  cause  a transu- 


dation of  blood  and  fluid  into  the  peritoneal  cavity; 
this  produces  a more  continuous  type  of  pain  and 
also  gives  rise  to  peritoneal  tenderness  and  often 
rebound  paiii.  Concomitant  with  the  recurrent 
pains,  noises  \arying  in  quality  may  be  heard  over 
the  abdomen  v/ith  a stethoscope.  These  sounds  may 
be  metallic  in  character  if  the  bowel  contains  con- 
siderable gas,  while  an  admixture  of  gas  and  fluid  is 
indicated  by  bubbling  gurgling  noises.  These 
sounds  are  best  heard  when  the  pains  are  most  severe 
and  establish  the  painful  contractions  as  intestinal 
colic. 

Borborygmi  may  he  heard  in  other  acute  ab- 
dominal disorders  but  there  is  no  intimate  time  rela- 
tionship to  the  pains  that  occur  when  the  cramp  is  of 
intestinal  origin.  Stated  in  another  way,  the  loudest 
noises  are  heard  at  the  peak  of  the  pains.  We 
jiractically  never  see  intestinal  obstruction  without 
intestinal  colic;  however,  pyloric  obstructions  and 
obstructions  of  the  efferent  loop  of  a gastrojejunal 
stoma  are  verv  rarely  associated  with  colicky  pains. 
Is  the  intestinal  colic  due  to  an  actual  block  in  the 
bowel,  to  enterocolitis,  food  allergy,  or  lead  poison- 
ing? A good  history  and  general  symptoms  such  as 
vomiting,  distention,  fever,  and  diarrhea  will  aid  in 
the  diagnosis. 

Vomiting.  One  of  the  characteristics  of  ob- 
structing vomiting  is  that  it  tends  to  be  more  fre- 
quent and  abundant.  Feculent  vomitina:  is  uni- 
formly caused  by  small  bowel  obstruction  while 
intestinal  colic  associated  with  distention  without 
vomiting  is  usually  due  to  obstruction  of  the  large 
bowel. 

Distention.  Gastric  drainage  in  large  bowel  ob- 
structions shows  the  features  of  gastric  or  biliary 
contents  and  in  small  bowel  obstructions  the  fluid 
is  yellowish-brown  with  stercoraceous  odor  peculiar 
to  the  lower  parts  of  the  small  bowel.  It  is  apparent 
that  a competent  ileocecal  sphincter  is  responsible 
for  the  different  clinical  picture  seen  in  large  and 
small  bowel  obstructions.  In  the  early  cases  the 
general  appearance  of  the  patient  may  be  excellent 
and  until  late  in  the  disease,  when  dehydration  or 
infection  have  developed,  his  facial  appearance  belies 
the  presence  of  a potentially  serious  ailment. 
Strangulating  obstructions  may  show  an  elevation 
of  pulse  rate  and  if  the  blood  loss  has  been  marked 
the  symptoms  of  shock  may  be  present.  Laboratory 
aids  may  be  of  little  specific  help  in  diagnosis.  If 
vomiting  has  been  excessive,  hemoconcentration 
occurs  and  increased  values  for  hemoglobin,  red 
cells,  and  leukocytes  may  be  found.  Strangulating 
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obstructions  produce  a much  greater  leukocyte  rise. 
With  high  small  bowel  obstructions  and  great  fluid 
loss  there  may  be,  after  a period  of  forty-eight  to 
seventy-two  hours,  an  elevation  of  the  nonprotein 
nitrogen,  a decrease  in  the  blood  chlorides,  and  an 
increase  of  the  carbon  dioxide  combining  power  of 
the  blood.  Scout  films  of  the  abdomen  taken  in 
different  positions  usually  give  reliable  information 
as  to  the  degree,  extent,  and  location  of  distended 
loops  of  bowel.  Flat  films  of  the  normal  abdomen 
rarely  show  gas  in  the  small  bowel.  Strong  purga- 
tive drugs  may  cause  some  gas  in  the  small  bowel 
and  this  finding  may  be  present  in  children  up  to 
two  or  three  years  of  age.  Stasis  of  the  small  bowel, 
whether  it  be  paralytic  or  mechanical,  causes  gas 
and  fluid  to  separate  out  and  gas  is  visualized.  The 
stethoscope  over  the  abdomen  rarely  shows  gas  in 
the  small  bowel.  The  stethoscope  will  aid  in  deter- 
mining whether  the  stasis  is  mechanical  or  paralytic 
in  origin.  The  typical  appearance  of  gaseous 
shadows  in  obstructed  small  bowel  may  be  described 
as  a stepladder  arrangement  of  the  coils.  The 
mucosal  folds  of  the  jejunum  lend  it  a feathery  ap- 
pearance. The  haustral  markings  serve  to  identify 
the  large  bowel.  Lack  of  the  mucosal  folds  of  the 
ileum  give  it  a relatively  blank  or  characterless  ap- 
pearance. The  greatest  difficulty  arises  in  differen- 
tiating, in  bolder  line  cases,  the  jejunum  from  the 
colon.  The  giving  of  a thin  mixture  of  barium  by 
rectum  will  differentiate  the  large  from  the  small 
bowel.  An  annular  carcinoma  at  the  beginning  of 
the  ascending  colon  is  often  not  associated  with 
early  distention,  ^'he  more  chronic  type  of  ob- 
struction is  associated  with  greater  fluid  content  of 
the  bowel.  Early  obstructions  reveal  gas  and  tliis 
sign  may  appear  after  four  to  six  hours. 

How  should  the  films  be  taken. ^ Pictures  taken 

with  the  patient  in  the  supine  position  gives  the  best 
information  as  to  the  pattern  of  arrangement  of  the 
distended  loops.  The  loops  may  appear  larger  than 
they  really  are  but  the  exposure  permits  the  involved 
loops  to  be  through  in  continuity.  Pictures  in  the 
erect  bowel  require  that  a preliminary  evacuant 
enema  should  be  given  and  the  scout  films  then 
taken.  If  the  enema  has  been  effective  no  gas 
should  be  seen  in  the  colon  in  complete  types  of  ob- 
struction; if  present,  it  indicates  a partial  small 
bowel  block. 

We  have  now  recognized  the  location  of  the 
obstruction,  w'hether  it  is  complete  or  incomplete, 
but  the  problem  is  to  recognize  how  it  is  obstructed. 
Is  it  a simple  obstruction,  presenting  only  an  inter- 


ference with  the  continuity  of  the  bowel  alone,  or  is 
it  a strangidating  obstruction  which,  in  addition  to 
being  blocked,  also  has  a damaged  blood  supply? 
We  should  make  every  eff  ort  to  distinguish  the  two 
types.  It  must  be  admitted  there  are  no  infallible 
signs.  The  simple  type,  early  in  the  disease,  may 
show  no  tenderness  of  the  abdominal  wall.  Later, 
when  the  bowel  weeps,  there  may  be  some  tender- 
ness. I would  like  to  point  out  that  during  a colicky 
pain  there  is  often  a transient  reflex  rigidity  of  the 
overlying  abdominal  musculature.  In  strangulating 
obstructions  the  return  flow  of  the  blood  through  the 
mesenteric  veins  is  interferred  with,  the  gut  becomes 
infarcted,  and  a serosanguineous  fluid  escapes  into 
the  peritoneal  cavity  causing  it  to  become  sensitive. 
In  a large  infarcted  area  a tender  mass  may  develop 
and  it  may,  at  times  be  palpated  through  the  ab- 
domen, vagina,  or  rectum.  Intussusception  is  the 
only  type  of  strangulating  obstruction  which  is  not 
as‘=ociated  with  a rigid  or  tender  abdomen.  This 
is  easily  understood  because  the  infarcted  segment 
is  within  the  normal  ensheathing  layer.  The  blood 
libenited  by  strangulating  obstructions  is  a true 
peritoneal  irritant  but  is  not  to  be  compared  to  the 
irritating  properties  of  hydrochloric  acid  that  escapes 
in  a perforation  of  the  duodenum  or  stomach.  A 
white  blood  stud)’  may  show  a distinct  leukocyte  rise 
in  this  condition.  Peritoneal  aspirati  'n  has  been  used 
by  some  to  identify  the  presence  of  blood  or  bloody 
fluid.  W^ith  the  above  criteria  fewer  cases  should 
be  treated  e.xpectantly.  It  must  not  be  forgotten  that 
late  strangidating  obstructions  may  show  little  evi- 
dence of  colic,  and  the  physician  may  have  to  spend 
some  time  at  the  bedside  carefully  auscultating  the 
abdomen  for  this  important  evidence  of  mechanical 
block  of  the  bowel. 

In  tbe  usual  strangidating  obstructions  there  are 
ord’narily  two  varieties:  { 1 ) strangulation  of  the 
tonsioned  loop,  and  (2)  simple  obstruction  in  the 
intestine  proximal  to  the  site  of  strangulation.  At 
times  there  will  be  little  or  no  evidence  of  gaseous 
distention  on  the  x-ray  film.  'Fhis  is  explained  b)' 
(a)  the  agents  responsible  for  the  compromise  of 
the  blood  flow  to  and  from  the  bowel  do  not  include 
the  lumen,  (b)  transportation  is  possible  through  a 
strangulated  loop  of  bowel  which  at  operation  gives 
every  evidence  of  having  lost  its  viability.  In  mesen- 
teric thrombosis  the  distention  and  the  manifest 
evidence  of  obstruction  are  frequently  lacking. 

As  previously  stated,  until  a few  years  ago  the 
universal  complaint  was  that  the  mortality  of  opera- 
tion for  intestinal  obstruction  had  shown  little  or  no 
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improvement  since  the  beginning  of  abdominal  sur- 
gery. It  is  apparent  that  the  high  death  rate  in 
the  past  has  been  due  in  considerable  measure  to 
procrastination.  The  admonition  of  early  operation 
needs  re-emphasis  today  for  many  kinds  of  bowel 
obstruction.  The  chief  stumbling  block  to  a lower- 
ing of  mortality  is  a strangulating  type  of  obstruc- 
tion. In  some  reported  series  strangulating  obstruc- 
tions cause  50  per  cent  of  the  mortality.  In  a 
series  of  cases  reported  by  a number  of  authors  from 
1907  to  1932  the  highest  mortality  was  60  per  cent 
and  the  lowest  1 5 per  cent.  Of  seventeen  surgeons 
reporting  mortality  the  majority  were  above  40  per 
cent.  Contrast  this  to  the  improvement  from  1933 
to  1942,  of  seven  series  of  cases  ranging  in  mortality 
from  13  to  21.8  per  cent.  Wagensteen'^  reported 
a series  of  1 90  obstructions  with  the  mortality  of 
14.7  per  cent.  Decompression  was  achieved  by 
suction  in  44  per  cent;  the  mortality  in  the  suction 
group  without  operation  was  7.8  per  cent.  Some 
authors  have  pointed  out  that  obstructed  patients 
without  abdominal  scars  from  previous  operations 
run  a greater  risk  than  patients  operated  upon  pre- 
viously; this  is  due  to  the  greater  confusion  hedging 
about  the  diagnostic  problem. 

Special  obstructions  may  be  considered  under  the 
following  headings: 

I.  Congenital  atresia  of  the  intestine. 

This  is  a relatively  rare  lesion,  according  to  some 
authorities,  occurring  once  in  every  20,000  infants. 
Davis  and  Paynter'^  in  a series  of  392  cases  found 
the  anatomical  location  of  atresia  as  follows: 

Duodenum  above  the  papilla  59  Ileum  and  cecum 101 

Duodenum  below  the  papilla  75  Colon  39 

Duodenum  69  Multiple  areas  67 

The  vomitus  of  suprapapillary  obstructions  shows 
no  bile  and  comes  on  shortly  after  birth.  The 
vomiting  of  congential  hypertrophic  stenosis  usually 
appears  after  the  second  or  third  week.  Occlusions 
at  the  papilla  may  show  no  bile  either  in  the  vomitus 
or  stool.  A thin  mixture  of  barium  may  be  given 
and  the  location  of  the  block  determined.  The 
prognosis  is  poor.  These  infants  tolerate  surgery 
poorly  and  the  technical  performance  of  anastomoses 
is  quite  difficult.  Vitamin  K should  be  given  and 
in  lesions  at  or  above  the  ampulla  a duodenoje- 
junostomy is  preferable  to  a gastrojejunostomy. 

II.  Imperforate  anus. 

This  occurs  once  in  5,000  births  and  is  usually 
associated  with  other  embryological  defects.  The 
treatment  depends  on  the  conditions  found;  cases 


that  have  only  a thin  diaphragm-like  septum  may 
be  incised  and  dilated.  Most  cases  can  be  reached 
by  a perineal  dissection.  A colostomy  may  be  used 
in  the  exceptional  case  where  the  hind  gut  cannot 
be  reached  through  the  perineum.  The  rectum 
should  be  brought  down  to  the  anal  skin  and  be  fre- 
quently dilated  or  stenosis  may  follow. 

III.  Obstructions  due  to  tumors  and  strictures. 

These  are  occasionally  seen.  Lymphogranuloma 
venerum  may  cause  rectal  strictures  while  a non- 
specific type  of  ileitis,  the  so-called  cicatrizing  en- 
teritis, is  the  most  likely  granulomatous  lesion  to  be 
found  in  strictures  of  the  small  bowel.  Diverticulitis 
may  be  a causative  factor  in  the  sigmoid  area.  The 
various  types  of  benign  tumors  such  as  lipoma, 
myoma,  fibroma,  adenoma,  and  angioma  may  pro- 
duce obstruction  by  an  internal  block  in  the  lumen 
or  by  causine  intussusception.  Of  the  malignant 
tumors,  Nothnagel’'*  states  that  2.5  per  cent  occur 
in  the  small  bowel,  97  per  cent  in  the  large  bowel 
and  rectum.  One  half  of  the  lower  bowel  cancers 
are  found  in  the  low  sigmoid  and  rectal  areas;  care- 
ful digital  examination  will  often  give  us  the  diag- 
nosis. Any  of  these  large  bowel  growths  may 
cause  obstruction.  The  pelvic  colon  is  the  most 
frequent  offender,  63  per  cent,  and  the  lesions  of 
the  cecum  are  only  25  per  cent  of  the  cases. 

IV.  Obturator  obstruction  due  to  gallstones. 

This  type  of  obstruction  occurs  more  frequently 
in  women.  An  obstruction  which  remits  and  recurs 
should  suggest  this  type  of  obstruction.  A history 
of  gallbladder  disease  may  help  in  arriving  at  a 
diagnosis.  X-rays  may  show  the  offending  object, 
and  air  in  the  biliary  passages  will  suggest  a fistula 
between  these  structures  and  the  gut.  At  operation 
the  stone  may  be  pushed  upward  and  the  object 
removed  through  a transverse  incision ; however. 
It  is  better  if  it  can  be  pushed  downward  in  healthier 
bowel  and  removed.  The  mortality  has  been  re- 
ported as  about  50  per  cent.  I have  had  experience 
with  only  three  cases  and  all  survived.  Any  foreign 
body  may  produce  obturator  obstruction.  The 
Ascaris  is  thought  to  secrete  a substance  that  stim- 
ulates the  rate  and  tone  of  intestinal  contractions. 

V.  Fecal  obstruction  of  the  bowel. 

Hirschsprung’s  disease  is  the  most  frequent  cause 
of  fecal  obstruction  of  the  bowel.  Treatment  is 
not  very  satisfactory,  but  frequent  rectal  dilatations, 
colonic  irrigations,  and  a bilateral  lumbar  sym- 
pathectomy is  the  method  of  choice.  Rankin  and 
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Learmonth'^  have  emphasized  that  some  time  will 
be  required  for  a partial  or  complete  readjustment 
of  the  organic  changes  in  the  colon  and  rectum  to 
the  altered  neuromuscular  control.  Satisfactory  de- 
fecation begins  sufficiently  soon  to  obviate  a long 
course  of  medical  treatment.  Colostomies  may  be 
tried.  Resection  of  the  involved  segment  or  short 
circuiting  procedures  have  not  been  successful.  A 
spinal  anesthetic  may  be  given  as  a therapeutic  test; 
reduction  in  the  lumen  of  the  bowel  would  suggest 
that  sympathectomy  would  be  the  treatment  of 
choice. 

VI.  Obstruction  by  external  compression. 

This  may  occur  where  the  bowel  is  fixed.  It  is 
most  frequent  in  the  pelvic  colon,  the  retroperitoneal 
duodenum,  and  in  the  terminal  ileum.  Malignant 
lesions  of  the  pelvic  organs,  pregnancy,  and  the 
plaster  of  Paris  induration  resulting  from  parametri- 
tis and  cellulitis  are  the  most  frequent  offenders. 
Arteriomesenteric  obstruction  can  usually  be  re- 
lieved by  dividing  adhesions.  Duodenojejunostomy 
is  much  less  done.  Patients  suffering  from  this  con- 
dition may  suffer  from  periodic  attacks  of  vomiting. 

All  surgeons  are  acutely  aware  of  the  frequency 
and  seriousness  of  uncorrected  acute  gastric  dilata- 
tions. It  is  a frequent  postoperative  finding  and 
may  follow  hyperextension  of  the  spine  for  the 
treatment  of  fractures.  There  may  be  present  two 
forms,  ( 1 ) the  compression  type  associated  with 
great  fluid  and  gas,  and  (2)  the  type  associated  with 
dehydration  and  dechlorination  that  occurs  in  de- 
bilitated patients.  Some  of  these  may  have  shown 
little  vomiting.  Gastric  drainage  done  early  and 
replacement  of  fluid  and  electrolyte  losses  will  usually 
correct  the  condition. 

VII.  Intestinal  obstruction  due  to  external  hernia. 

This  is  the  largest  group,  it  represents  40  to  45 

per  cent  of  obstructions.  Femoral  hernia  is  at  the 
top  in  order  of  frequency  and  in  view  of  the  much 
higher  incidence  in  women  they  will  much  outrank 
the  males  in  this  type  of  obstruction.  A patient 
showing  signs  of  intestinal  obstruction,  but  showing 
no  evidence  of  hernia  other  than  tenderness  at  one 
of  the  hernial  orifices  probably  has  a Richter’s  type 
of  hernia ; in  this  type  only  a part  of  the  bowel  wall 
is  constricted.  The  various  types  of  hernia  need 
not  be  considered  in  this  discussion.  The  symptoms 
and  pathology  are  the  same  as  in  other  obstructions 
where  there  is  early  circulatory  damage.  A large 
series  of  obstructions  showed  strangulating  hernia 
are  operated  upon,  as  an  average,  within  thirty-one 


hours  while  other  types  of  small  bowel  obstructions 
were  operated  upon  at  the  end  of  seventy-six  hours. 
This  early  recognition  is  reflected  in  overall  mortal- 
ity of  14  per  cent,  or  about  one-third  of  that  found 
in  the  other  group  of  small  bowel  obstructions. 

VIII.  Volvulus. 

This  constitutes  only  a small  percentage  of  ob- 
structions. It  is  most  often  found  in  the  sigmoid, 
the  cecum,  and  small  intestine.  The  signs  of 
mechanical  obstruction  stand  out.  Bloody  mucus 
may  be  expelled.  When  operated  upon  early  detor- 
sion should  be  done.  It  must  be  realized  that  even 
then  at  least  one-third  of  the  cases  recur.  Due  to 
late  recognition  the  mortality  is  high,  at  least  75  to 
80  per  cent  in  the  cases  where  gangrene  has  devel- 
oped. 

IX.  Intussusception. 

This  produces  20  per  cent  of  obstructions  and  at 
least  75  per  cent  of  this  group  is  found  in  children 
under  two  years  of  age.  Pediatricians,  as  a rule,  see 
this  type  of  case  first.  The  ileocecal  type  is  most 
common;  it  usually  occurs  in  healthy  children  and 
may  follow  a change  in  diet.  This  change  may 
initiate  increased  peristalsis.  Cases  occurring  in  the 
older  age  group  are  caused  in  40  per  cent  by  tumors 
of  various  types.  These  are  usually  benign.  The 
greatest  change  is  in  the  intussesceptum.  It  is  en- 
gorged with  blood,  stiff  and  edematous,  and  blood 
is  extravasated  into  the  lumen.  This  is  the  source 
of  the  blood  appearing  in  the  stool.  Clinical  picture 
is  characterized  by  pain,  assumption  of  the  knee- 
chest  position,  and  tossing  about  in  grotesque  posi- 
tions. This  is  followed  by  a period  of  relief  which 
may  last  longer  than  the  two  or  three  minute  period 
of  agonizing  pains.  Vomiting  may  come  early,  stop 
for  twelve  to  twenty-four  hours,  and  this  factor 
usually  produces  delay.  Blood  is  present  in  the 
stools  in  97  per  cent  of  cases.  Enteric  invagina- 
tions may  show  no  blood.  A high  percentage  of 
cases  show  a palpable  tumor.  The  stools  have  little 
odor  and  are  not  mixed  with  the  blood  as  in  enter- 
ocolitis. This  is  a strangulating  type  of  obstruction 
and  the  mortality  rises  rapidly  after  twenty-four  or 
thirty-six  hours.  Very  early  cases  may  be  reduced 
by  a barium  enema  and  gentle  manipulation  under 
fluoroscopic  control. 

X.  Adhesions. 

Intestinal  obstruction  due  to  adhesions  are  found 
in  about  35  to  40  per  cent  of  cases.  As  a general 
rule  if  the  small  bowel  is  involved  and  the  obstruc- 
tion is  of  the  nonstrangulating  type  decompression 
by  tube  will  correct  a fair  percentage  of  cases,  If 


.^1? 


The  West  Virginia  Medical  Journal 


December,  1946 


no  operative  scars  are  present  in  the  abdominal  wall 
suction  should  not  be  persisted  in  too  long. 

XI.  Obstruction  in  gastrojejunostomy  stoma. 

A type  of  obstruction  occurring  after  gastro- 
jejunostomy and,  as  a rule,  not  diagnosed  except  at 
autopsy  is  due  to  blockage  of  the  afferent  stoma. 
This,  in  gastric  resections,  always  means  an  obstruc- 
tion of  the  closed  loop  type.  The  duodenal  stump 
is  closed  and  obstruction  of  afferent  stoma  soon 
causes  a great  increase  in  the  intraluminal  tension. 
Due  to  the  fact  that  only  slight  pressure  increases 
here  cause  early  venous  obliteration  and  arterial 
damage;  gangrene  with  high  fever,  prostration,  and 
death  soon  follows.  It  can  be  corrected  by  a tube 
placed  in  the  afferent  loop  at  the  time  of  surgery. 

A discussion  of  treatment  will  be  brief.  As  before 
indicated,  large  bowel  obstructions  are  emergencies 
and  early  surgery,  a cecostomy  or  preferably  a trans- 
verse colostomy,  will  be  indicated. 

Simple  small  bowel  obstructions  are  not  surgical 
emergencies.  Correction  of  dehydration  and  elec- 
trolyte balance  along  with  decompression  by  the 
Miller-Abbott  tube  is  the  preferred  treatment.  If 
the  tube  cannot  be  passed  and  simple  stomach  siphon- 
age  does  not  improve  the  condition  surgerv  should 
be  done.  In  the  very  sick  an  enterostomy  (aseptic- 
all)^  performed)  may  be  all  that  is  necessary;  short 
circuiting  procedures  or  an  enterectomy  of  the  entire 
offending  loops  may  be  done.  Enterostomy  is,  as  a 
rule,  the  procedure  of  choice.  This  type  of  de- 
compression mav  save  a life  and  in  many  cases  effect 
lasting  relief.  It  cannot  be  emphasized  too  much 
that  these  procedures  must  be  done  with  the  strictest 
asepsis.  Technical  errors  in  operative  procedures 
would  raise  the  mortality  of  treatment  to  prohibitive 
levels.  To  the  mortality  of  the  disease  itself  would 
be  added  the  deaths  from  a general  peritonitis. 

I have  inspected  1 00  cases  of  various  types  of  ob- 
struction that  have  been  treated  at  St.  Luke’s 
Hospital,  Cleveland,  Ohio,  since  1939.  These 
cases  were  selected  at  random  by  a number  of 
different  surgeons.  The  small  bowel  obstructions 
leveal  a mortality  of  31  per  cent  and  the  large 
bowel  obstructions,  a mortality  of  37  per  cent.  I 
believe  this  mortality  is  much  higher  than  it  should 
be.  In  the  small  bowel  obstructions  there  are  a 
number  of  strangulation  herniae  that  came  in  after 
48  hours.  Some  of  the  other  cases  could  unques- 
tionably have  been  saved  by  earlier  recognition  prior 
to  being  hospitalized.  The  37  per  cent  mortality- 
in  large  bowel  obstructions  is  likewise  due  to  delay- 
on  the  part  of  the  patient  in  calling  a physician  and 


in  many  cases  due  to  persistent  attempts  on  the  part 
of  the  family  doctors  to  get  results  by  enemas.  Most 
of  these  obstructions  were  due  to  left-sided  neo- 
plasms and  in  some  cases  peritonitis  was  present 
when  the  patients  were  admitted  to  the  hospital. 
I have  the  very  definite  impression  that  for  the  last 
four  years  our  general  results  have  been  much  im- 
proved due  to  the  application  of  principles  as  above 
outlined. 

SUWIWIARY 

Attempt  has  been  made  to  avoid  the  very  high 
mortality  that  has  been  present  in  intestinal  obstruc- 
tion in  all  hospitals  for  a long  period  of  time.  The 
recognition  of  the  ill  effects  of  prolonged  vomiting 
and  the  benefits  obtained  by  the  administration  of 
saline  are  important  factors  in  the  lowering  of 
mortality  of  high  small  bowel  obstructions.  The 
recognition  that  large  bowel  obstructions  should  be 
regarded  as  emergencies  is  quite  important  because 
this  represents  a closed  loop  type  of  obstruction  and 
no  relief  is  possible  without  some  type  of  colostomy. 
This  should  be  done  early  and  a transverse  colostomy 
is  much  safer  than  a cecostomy.  The  widespread 
recognition  of  the  importance  of  early  decompres- 
sion of  any  obstructed  loop  of  bowel,  large  or  small, 
will  very'^  definitely  improve  our  results.  In  simpler 
obstruction  of  the  small  bowel  many  cases  will  be 
relieved  by  the  passage  of  the  Miller-Abbott  tube. 
Suniery  should  not  be  long  delayed  if  this  method 
is  ineffective.  Strangulating  obstructions  of  any 
segment  of  the  bowel  are  grave  emergencies  and 
shovdd  be  treated  by  early  surgery  and  blood  trans- 
fusions. 
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PHYSICAL  REHABILITATION  IN  CIVILIAN 
PRACTICE* 

By  FRANK  H.  KRUSEN,  M.  D. 

Section  on  Physical  Wledicine, 

Wlayo  Clinic, 

Rochester,  Minnesota 

It  is  undoubtclly  :i  fact  that  we  are  now  facing 
the  most  stupendous  prohlem  in  rehabilitation  which 
has  ever  existed  in  the  history  of  the  world.  The 
number  of  war  injuries  sustained  in  the  Army  and 
Navy  and  also  in  industrial  and  other  civilian  pursuits 
is  the  largest  our  country  has  ever  known.  Fortu- 
nately, thought  has  been  given  to  problems  of  post- 
war rehabilitation.  In  July,  1943,  the  late  Presi- 
dent Roosevelt  said  in  a radio  address:  “We  must 
this  time  have  plans  ready — instead  of  waiting  to 
do  a hasty,  inefficient  and  ill-considered  job  at  the 
last  moment.”  At  that  time,  he  outlined  a six- 
point  program  which  included  as  one  item  “im- 
proved and  liberalized  provisions  for  hospitalization, 
rehabilitation  and  medical  care  of  disabled  members 
of  the  armed  forces  and  merchant  marine.”  Form- 
er President  Herbert  Hoover  has  said:  “I  have  al- 
ways felt  it  of  paramount  concern  to  rehabilitate 
human  beings;  to  return  a man  or  woman  to  pro- 
ductive citizenrv  is  an  urgent  need  and  a service  of 
the  highest  order  to  the  social  and  economic  wel- 
fare of  our  country.” 

Rehabilitation  includes  the  employment  of  phys- 
ical medicine,  psychosocial  adjustment  and  voca- 
tional re-training  in  an  attempt  to  achieve  the 
maximal  function  and  adjustment  of  the  individual 
and  to  prepare  him  physically,  mentallv,  socially  and 
vocationally  for  the  fullest  possible  life  compatible 
with  his  abilities  and  disabilities.  It  fills  the  gap 
between  the  customary  end  point  of  medical  care 
and  the  real  necessities  of  most  patients.  Rehabili- 
tation has  been  called  “the  much  neglected  third 
phase  of  medicine.”  Rehabilitation  begins  when 
a man  is  first  injured  or  becomes  ill  and  ends  only 
when  he  is  completely  restored  to  maximal  activity. 

There  is  need  for  better  scientific  medical  super- 
vision of  the  convalescent  phase  of  medical  care. 
There  is  extreme  need  for  the  establishment  of  many 
more  community  rehabilitation  centers.  Proper 
medical  supervision  during  rehabilitation  of  sick  or 
disabled  patients  is  best  provided  by  physicians  who 
are  qualified  in  the  growing  specialty  of  physical 
medicine. 

It  is  becoming  increasingly  apparent  that  phy.sical 
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medicine  is  expanding  rapidly  and  that  in  the  fu- 
ture, it  will  encompass  a broad  phase  of  medical 
practice  that  is  at  present  considerably  neglected. 
Physical  medicine  includes  the  employment  of  the 
physical  and  other  effective  properties  of  ultraviolet 
and  infra  red  radiation,  heat,  cold,  water,  electricity, 
ma.ssage,  manipulation,  exercise  and  mechanical  de- 
vices, either  for  diagnosis  or  for  physical  and  occupa- 
tional therapy  or  for  both.  Physical  medicine  can 
really  be  thought  of  as  applied  biophysics.  It  has 
now  become  a distinct  and  important  medical 
specialty.  Physical  medicine  includes:  (1)  defini- 
tive physical  therapy,  (2)  the  employment  of  phys- 
ical agents  for  diagnosis,  (3)  occupational  therapy, 
and  (4)  physical  rehabilitation.  Recently,  the 
Council  on  Physical  Medicine  of  the  .American 
Medical  .Association  voted  to  sponsor  the  designa- 
tion “physiatrist”  to  describe  the  physician  who 
specializes  in  physical  medicine.  The  term 
“physiatrist”  stems  from  two  Greek  words,  “physis” 
(pertaining  to  physical  phenomena)  and  “iatreia” 
(pertaining  to  a healer  or  physician).  Thus,  a 
physiatrist  is  a physician  who  employs  physical  agents. 

Definitive  physical  therapy  and  the  employment 
of  physical  agents  for  diagnosis  are  developing 
speedily  as  our  biophysicists  and  engineers  provide 
an  ever-increasing  number  of  therapeutic  and  di- 
agnostic devices  for  the  use  of  the  physician. 

Occupational  therapy  has  been  defined  as  com- 
prising any  activity,  mental  or  physical,  definitely 
prescribed  and  guided  for  the  distinct  purpose  of 
contributing  to  the  hastening  of  recovery  from  dis- 
ease or  injury  and  of  assisting  in  the  social  and  insti- 
tutional adjustment  of  persons  reqiuring  long  and 
indefinite  periods  of  hospitalization.  Like  physical 
therapy,  occupational  therapy  is  expanding  rapidly 
and  seems  to  be  breaking  away  from  its  pre-occupa- 
tion with  arts  and  crafts  and  to  be  extending  into  a 
wider  field  including  new  prevocational,  avocational 
and  vocational  pursuits. 

We  are  now  far  past  the  time  when  physicians 
should  accept  only  biochemical  procedures  and  not 
accept  biophysical  procedures  in  medicine.  .Alan 
Gregg,  director  of  medical  sciences  in  the  Rocke- 
feller P'oundation,  has  said:  “Among  my  major 
hopes,  let  me  record  the  wish  that  biophysics  may  be 
soon  recognized  as  the  brother  of  biochemistry  . . . 
One  of  the  natural  outgrowths  of  such  a preclinical 
science  might  be  the  now  long  overdue  development 
of  physical  therapy  in  this  country.”  This  hope  is 
now  beginning  to  be  realized,  and  the  modern  physi- 
cian must  understand  immediately  that  one  who 
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employs  only  chemical  agents  in  medicine  and 
neglects  the  use  of  the  newer  physical  procedures 
will  soon  be  far  behind  the  times. 

Recognizing  the  great  importance  of  physical 
medicine,  our  famed  elder  statesman  and  philan- 
thropist, Mr.  Bernard  M.  Baruch,  established  in 
1943  the  Baruch  Committee  on  Physical  Medicine. 
The  purpose  of  this  committee  was  to  advance  the 
science  of  physical  medicine.  The  original  survey 
committee  made  the  following  specific  recommen- 
dations regarding  the  chief  needs  for  proper  develop- 
ment of  physical  medicine.  It  advised  the  provision 
of : { 1 ) an  adequate  supply  of  physicians  who  can 
teach  and  use  physical  medicine,  (2)  more  extensive 
basic  and  clinical  research  in  physical  medicine,  and 
(3)  proper  use  of  physical  medicine  in  relation  to 
wartime  rehabilitation  and  peacetime  physical  pre- 
paredness. One  of  the  original  recommendations 
of  the  survey  committee  was  that  there  be  adequate 
promotion  of  wartime  and  postwar  physical  rehabili- 
tation. Therefore,  it  established  in  May,  1944,  a 
special  Committee  on  War  and  Postwar  Rehabilita- 
tion and  Reconditioning.  In  accordance  with  the 
original  plan  of  the  Baruch  Committee,  grants  were 
made  to  certain  large  medical  centers  to  permit  them 
to  establish  teaching  and  research  in  physical  medi- 
cine. These  projects  are  now  all  under  way. 

It  has  been  my  privilege  to  serve  as  director  of  the 
Baruch  Committee  on  Physical  Medicine  since  its 
organization.  Early  in  1945,  the  Committee  recog- 
nized that  much  had  been  learned  in  the  rehabilita- 
tion programs  of  the  armed  forces  which  would  be 
of  value  for  physically  and  emotionally  disabled 
civilians.  Therefore,  a subcommittee  was  appointed 
to  prepare  a simple  basic  blueprint  which  would 
translate  war  experiences  into  civilian  application. 
To  accomplish  this  purpose,  the  follow'ing  sub- 
committee was  appointed:  Chairman,  Dr.  Howard 
Rusk,  chief  of  Convalescent  Division,  Office  of  the 
Air  Surgeon,  Dr.  George  G.  Deaver,  medical 
director  of  the  Institute  for  the  Crippled  and  Dis- 
abled; Mr.  Lawrence  J.  Linck,  executive  director 
of  the  National  Society  for  Crippled  Children  and 
Adults;  Dr.  Carl  M.  Peterson,  secretary  of  the 
Council  on  Industrial  Health,  American  Medical 
.Association;  Mr.  Michael  J.  Shortley,  director. 
Office  of  Vocational  Rehabilitation,  Federal  Security 
Agency  and  Dr.  Alfred  R.  Shands,  Jr.,  chief. 
Surgical  Branch,  Office  of  the  Air  Surgeon. 

This  very  able  committee  published  its  final  re- 
port on  May  9,  1946,  in  the  hope  that  it  would  be 
of  aid  to  communities,  medical  schools,  civic  groups 


or  other  organizations  interested  in  establishing  com- 
munity rehabilitation  centers.  The  committee 
recognized  that  it  could  prepare  only  a generalized 
blueprint  and  stated  that  in  considering  community 
plans,  the  facilities,  personnel  and  problems  in  the 
community  must  be  given  prime  consideration  and 
the  basic  plan  must  be  modified  to  meet  the  specific 
needs  of  the  community.  The  plans,  organizational 
charts  and  personnel  needs  which  the  committee 
has  described  have  been  derived  from  the  experience 
in  the  armed  forces  and  from  the  experience  in  exist- 
ing rehabilitation  facilities.  It  is  the  hope  of  the 
Baruch  Committee  on  Physical  Medicine  that  this 
new  report  w’ill  be  of  assistance  to  the  medical  pro- 
fession and  to  the  community  in  meeting  the  chal- 
lenge of  this  great  problem. 

There  is  need  for  community  rehabilitation  serv- 
ices and  centers  to  provide  the  necessary  care  and 
rehabilitation  for  the  estimated  23,000,000  persons 
in  the  United  States  who  are  handicapped  because 
of  disease,  injury,  maladjustment  or  former  wars. 
The  following  examples  indicate  graphically  the 
need  for  the  expansion  if  physical  rehabilitation 
throughout  the  United  States. 

a.  In  1940  there  were  6,500,000  disabled  males 
between  the  ages  of  15  and  64  years  in  the  United 
States.  When  demobilization  is  completed  and  the 
disabled  veteran  returns  to  his  community,  it  will 
mean  a total  of  approximately  8,000,000  males  of 
working  age  who  are  disabled  to  the  point  of  re- 
quiring physical  or  vocational  rehabilitation  or  special 
placement  aids,  if  they  are  to  be  employed  success- 
fully. This  represents  one  person  in  sixteen  in  our 
general  population,  and  one  in  seven  in  our  male 
working  population. 

b.  In  World  War  II  there  were  approximately 
17,000  amputations  in  the  Army.  During  the 
same  period  there  were  120,000  major  amputations 
in  our  civilian  population,  made  necessary  by  disease 
and  accident. 

c.  The  Office  of  Vocational  Rehabilitation  has 
demonstrated  the  economic  rewards  of  rehabilita- 
tion. Of  the  43,997  persons  who  received  voca- 
tional or  physical  rehabilitation  under  this  agency 
in  1944,  22  per  cent,  or  more  than  10,000,  never 
had  been  gainfully  employed,  and  nearly  90  per 
cent,  or  nearly  40,000,  had  not  been  employed  at 
the  time  they  started  their  rehabilitation.  The 
average  annual  wage  of  the  entire  group  prior  to 
rehabilitation  was  $148.  After  rehabilitation,  the 
average  annual  wage  of  the  group  increased  to 
$1,768.  The  total  earnings  of  the  entire  group 
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rose  from  $6,510,556  to  $77,786,696.  Prior  to 
rehabilitation,  the  majority  of  these  persons  relied 
on  general  public  assistance,  not  only  for  the  disabled 
individual  but  also  for  his  family.  The  annual 
cost  of  this  assistance  to  the  taxpayer  was  from  $300 
to  $500  per  case,  but  the  total  cost  of  rehabilitation 
averaged  only  $300  per  case. 

The  43,997  persons  rehabilitated  under  the 
Office  of  Vocational  Rehabilitation  program  are, 
by  the  estimates  of  that  office,  but  a twentieth  of 
the  number  who  need  such  service 

d.  During  the  war  83  per  cent  of  our  nation’s 
industries  employed  handicapped  workers.  Those 
industries  report  that  among  the  handicapped  there 
was  a much  smaller  labor  turnover,  less  absenteeism, 
fewer  accidents  and  production  rates  equal  to,  or 
higher  than,  those  obtained  with  nonhandicapped 
workers.  Many  employers,  before  this  vast  ex- 
perience with  handicapped  employees,  had  a fear 
that  increased  accident  rates  might  result  from 
employment  of  handicapped  workers.  The  indus- 
trial accident  rate  of  eighty-seven  of  the  great  indus- 
trial plants  in  America,  each  having  from  fifty  to 
12,000  handicapped  employees,  has  proved  this  fear 
to  be  unwarranted.  Their  reports  show  that  56  per 
cent  found  the  accident  rate  of  the  handicapped 
lower  than  that  of  the  able-bodied;  42  per  cent 
found  the  rate  the  same  as  foV  the  able-bodied, 
and  only  2 per  cent  stated  it  was  higher. 

A statement  of  policy  issued  by  the  Association 
of  Casualty  and  Surety  Executives,  composed  of 
executives  of  sixty-five  major  insurance  and  surety 
companies,  discloses  explicitly  that  the  rate  for 
workmen’s  compensation  insurance  to  cover  em- 
ployment of  disabled  workers  is  no  higher  than 
that  which  applies  to  employment  of  able-bodied 
workers. 

e.  It  has  been  estimated  by  experts  in  the  field 
of  rehabilitation  and  re-training  that  up  to  97  per 
cent  of  all  handicapped  persons  can  be  rehabilitated 
to  the  extent  of  gainful  employment.  Comprehen- 
sive rehabilitation  is  the  third  phase  of  medical  care 
which,  by  means  of  an  integrated  program  of  physi- 
cal rehabilitation,  psychosocial  treatment  and  adjust- 
ment and  vocational  re-training,  takes  the  man 
from  the  bed  to  the  job. 

Community  rehabilitation  centers  may  very  fit- 
tingly be  established  as  “living  memorials”  to  provide 
lasting  benefits  to  humanity.  Rehabilitation  services 
and  rehabilitation  centers  are  community  projects, 
and  all  the  existing  facilities  and  organizations  in 
the  community  must  be  fully  utilized.  The  re- 


habilitation center  must  be  a part  of  the  community 
rather  than  a thing  within  it.  It  is  necessary  to 
know  what  the  community  has  to  offer  in  terms 
of  personnel  and  physical  equipment.  It  must  be 
a program  of  integration,  and  duplication  should 
be  avoided.  In  the  planning  of  a community  re- 
habilitation center,  existing  facilities  and  local  con- 
ditions are  the  primary  factors  in  governing  the 
organization. 

In  the  ideal  community  rehabilitation  center 
envisioned  by  our  committee,  patients  would  arise 
from  a number  of  sources.  The  committee  envi- 
sions a traveling  field  clinic  to  provide  rehabilita- 
tion service  in  rural  areas,  and  this  field  clinic  could 
send  certain  patients  to  the  rehabilitation  center. 
Other  sources  of  patients  would  be  the  physician, 
self-reference,  social  and  governmental  agencies, 
industry,  labor  and  the  civilian  hospital. 

The  committee  believes  that  the  center  itself 
should  be  divided  into  an  evaluation  and  program 
placement  service,  and  into  a service  in  which 
actual  rehabilitation  is  accomplished.  The  evalua- 
tion and  placement  service  would  be  divided  into 
three  sections:  one  for  medical  evaluation,  one  for 
psychosocial  evaluation  and  one  for  vocational 
testing  and  evaluation.  Considtants  from  this 
service  would  go  to  the  civilian  hospital  to  provide 
a rehabilitation  consultation  service  and  to  provide 
hospitalized  patients  with  an  “in-bed”  rehabilitation 
program. 

After  the  disabled  person  had  been  properly 
evaluated  with  regard  to  his  disabilities  and  abilities, 
he  would  proceed  to  the  actual  treatment  program, 
under  which  he  would  receive  proper  physical 
rehabilitation,  psychosocial  readjustment,  and  voca- 
tional testing  and  training.  The  physical  medicine 
program  would  include  physical  therapy,  occupa- 
tional therapy  and  physical  re-training  for  ortho- 
pedic, medical,  neurologic  and  other  types  of  pa- 
tients. In  the  psychosocial  program  actual  treat- 
ment and  adjustment  would  be  provided,  and  in 
the  vocational  education  program  there  would  be 
provision  for  vocational  guidance  and  testing,  voca- 
tional re-training  and  special  educational  projects. 

Finally,  our  committee  envisions  the  need  for  a 
laboratory  of  research  in  rehabilitation  in  conjunc- 
tion with  such  a center.  It  is  also  of  the  opinion 
that  in  conjunction  with  a rehabilitation  center 
there  should  be  a dormitory  for  patients  who  are 
unable  to  travel. 

This  program  would  be  an  active  and  living 
program  which  would  tend  to  combat  any  ten- 
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dency  toward  chronic  invalidism.  All  patients 
would  be  guided  toward  self-sufficiency  and  in- 
dependence. 'I'lie  more  fortunate  would  be  re- 
turned to  full  employment,  those  with  limited  dis- 
abilities would  be  returned  to  selective  employment, 
still  more  sericnisly  handicapped  persons  would  be  at 
least  provided  with  the  opportunity  for  self-support 
through  the  medium  of  the  sheltered  workshop,  and 
the  extremely  hamlicapped  persons  could  be  at  least 
pix)\ided  with  a homebound  program  of  activities 
which  would  help  to  make  them  self-sufficient. 

In  connection  with  such  a center,  there  would 
be  provision  foi  out-patient  guidance  and  follow-up 
service. 

'I'he  ideal  rehabilitation  center  should  have  a 
well  organized  and  well  trained  staff  of  workers, 
'rhere  should  be  a board  of  governors,  an  advisory 
committee,  an  administrator  and  two  chief  divi- 
sions: the  division  of  medical  services  and  the  division 
of  vocational  services.  The  medical  director  should 
have  a rehabilitation  consultation  and  a medical 
consultation  service,  and  the  medical  services  divi- 
sion shoidd  be  divided  into  two  branches:  the  physical 
medicine  branch  and  the  psychosocial  branch.  The 
physical  medicine  branch  should  be  divided  further 
into  three  sections:  the  section  on  occupational 
therapy,  the  section  on  physical  therapy  and  the 
section  on  phvsical  education.  The  psychosocial 
branch  should  be  divided  into  two  sections:  the  sec- 
tion on  clinical  psychology  and  the  social  servdce 
section.  The  vocational  services  division  shoidd  be 
headed  by  a qualified  vocational  director  and  should 
have  two  branches:  a vocational  guidance  and  testing 
branch  and  a special  education  branch.  This  divi- 
MOn  should  operate  also  a sheltered  workshop,  a 
curative  workshop,  and  a homebound  program. 

In  the  recent  manpower  crisis,  the  disabled  per- 
sons have  proved  their  ability  to  produce.  Both  the 
disabled  veteran  and  the  disabled  civilian  should 
have  the  right  to  work.  It  is  imperative  that  all 
physicians  and  all  communities  give  careful  con- 
sideration to  the  important  task  of  providing  ade- 
quate facilities  for  convalescent  care  and  adequate 
means  for  helping  our  disabled  fellowmen  to 
become  self-supporting,  self-respecting  citizens.  The 
rehabilitation  of  our  handicapped  people  presents  a 
tremendous  challenge.  The  task  is  enormous,  but 
if  its  accomplishment  is  attempted,  our  efforts  should 
be  repaid  in  huge  dividends  of  health,  happiness, 
opportunity  and  productivity  in  the  community  and 
in  the  nation. 


AN  ATTEMPT  TO  ESTABLISH  A MEDICAL 
COLLEGE  IN  WHEELING  IN  1831 

By  FREDERICK  C.  WAITE,  Ph.  D„ 

Dover,  New  Hampshire 

AVheeling  was  the  county  seat  of  Ohio  County, 
in  Virginia,  in  1S31.  It  had  a population  of  over 
five  thousand  as  shown  by  the  federal  census  of 
1 830,  ;md  had  more  white  residents  than  any  city 
in  Virginia  except  Richmond.  Virginia  then  had 
a population  of  more  than  280,000,  and  two 
medical  colleges.  Two  were  founded  in  Win- 
chester in  1826,  but  one  suspended  in  1829  to  be 
revived  later.  The  other  was  a feeble  institution. 
T'he  Medical  Department  of  the  University  of 
Virginia  was  established  in  1827  at  Charlottesville. 
Each  of  these  towns  was  smaller  than  Wheeling. 
There  was  a medical  college  in  Cincinnati,  an- 
other in  Lexington,  Kentucky,  one  in  Washington, 
two  in  Baltimore,  and  two  in  Philadelphia.  Inas- 
much as  there  was  no  medical  college  within  about 
two  hundred  miles  of  Wheeling,  there  was  room 
for  one  in  western  Virginia,  which  could  be  ex- 
pected to  attract  students  not  only  from  that  state 
but  also  frorr;  western  Pennsylvania  and  eastern 
Ohio. 

John  Cook  Bennett  studied  medicine  under  the 
preceptorship  of  Dr.  Samuel  P.  Hildreth,  of 
Marietta,  Ohio,  who  was  an  uncle  by  marriage,  and 
was  licensed  to  practice  medicine  by  the  Medical 
Society  of  the  Twelfth  District  of  Ohio  on  No- 
vember 1,  1825.  He  practiced  in  several  towns 
in  southeastern  Ohio  from  1825  to  1830,  the  last 
being  Barnest'ille  in  Belmont  County.  He  also 
preached  occasionally,  first  in  the  Methodist  Church, 
and,  after  1830,  in  the  Disciple  Church. 

He  showed  a proclivity  to  establish  educational 
institutions,  an  endeavor  that  continued  for  more 
than  fifteen  years.  He  attempted  to  get  a charter 
for  a university  in  Ohio  in  1829,  but  lost  by  a 
narrow  margin  due  to  political  differences.  He 
was  a Jacksonian  Democrat  while  the  majority  of 
the  members  of  the  Ohio  legislature  in  that  session 
were  Whigs.  His  going  to  Virginia  was  evidently 
with  the  intention  of  repeating  this  effort  in  a state 
where  the  legislature  contained  fewer  Whigs. 

He  left  Ohio  about  October  1,  1830,  and  went 
to  Wheeling  where  he  arranged  to  locate  for  prac- 
tice. He  then  went  to  the  Medical  department  of 
McGill  University,  in  Montreal,  to  attend  a session 
of  medical  lectures  from  late  October,  1830,  to 
mid- January,  1831.  This  was  his  first  attendance 


December  y 1946 


317 


The  West  Virginia  Medical  Journal 


at  a medical  college,  his  previous  medical  education 
having  been  entirely  under  a preceptor.  His  going 
more  than  five  hundred  miles  to  attend  medical 
lectures,  when  there  were  medical  colleges  nearer 
Wheeling,  was  probably  at  the  advice  of  his  pro- 
fessional partner  in  practice  at  Barnesville,  who 
was  a Scotchman  educated  in  Glasgow.  All  of 
the  medical  professors  at  Montreal  at  that  time  were 
graduates  of  universities  in  Scotland. 

Doctor  Bennett  returned  to  Wheeling  late  in 
January,  1831.  He  was  at  that  time  something 
over  twenty-seven  years  of  age.  The  following 
document  in  his  handwriting  was  received  in  Rich- 
mond on  January  27,  1831  : 

“To  the  General  Assembly  of  Virginia;  The 
memorial  of  the  subscribers,  physicians,  surgeons  and 
others,  citizens  of  Wheeling  and  elsewhere,  re- 
spectfully represents  that  there  is  great  need  of 
a Medical  School  at  some  point  in  this  section  of 
the  country;  there  being  none  nearer  than  Balti- 
more and  Washington  City  on  the  East,  and  Cin- 
cinnati and  Lexington  on  the  West;  and  that,  in 
the  opinion  of  your  memorialists,  there  is  no  more 
eligible  site  for  such  school  than  Wheeling.  Your 
memorialists  have  satisfactory  assurances  that,  were 
a Medical  School  instituted  here,  having  competent 
Professors,  (and  no  doubt  is  entertained  that  such 
can  be  obtained),  it  would  receive  a liberal  patron- 
age. Your  memorialists  further  state  that,  they 
entertain  the  opinion  that  it  may  be  found  practical 
to  establish,  in  connection  with  a Medical  School, 
a Literary  Department  for  the  education  of  youth. 
Your  memorialists  therefore  pray  for  the  passage 
of  a law  incorporating  the  trustees  of  Wheeling 
University,  with  authority  to  establish  a Medical, 
and  such  other  school,  or  schools,  for  the  teaching 
of  Literature  and  the  Sciences,  as  they  shall  deem 
advisable;  and  with  power  to  take  and  hold  such 
real  and  personal  estate  as  shall  be  necessary,  or 
useful  for  such  University.  And  your  memorialists 
will  ever  pray.  ” This  document  bears  the  signatures 
of  eighty-eight  men.^ 

About  half  of  the  signers  have  been  identified 
as  to  vocation  and  found  to  include  bankers,  lawyers, 
manufacturers,  merchants,  and  at  least  ten  physi- 
cians. The  signatures  of  most  of  the  physicians 
are  found  at  the  top  of  the  list,  headed  by  the  older 
physicians  of  Wheeling.  Doctor  Bennett’s  name 
is  sixth  on  the  list.  The  petition  ignored  the  re- 
cently founded  medical  colleges  at  Charlottesville 
and  Winchester. 


The  General  Assembly  on  March  23,  1831,  en- 
acted a bill  Incorporating  twenty-one  men  as  “a 
body  politic  by  the  name  and  style  of  the  President 
and  Trustees  of  Wheeling  University.”  The  bill 
contained  the  provisions  usually  found  in  charters 
of  educationa'  institutions  of  that  era,  including 
“full  power  and  authority  to  confer  or  cause  to  be 
conferred  degrees.”  It  also  set  the  date  of  May 
2,  1831,  for  the  incorporators  to  meet  and  organize 
as  trustees.^ 

The  trustees  included  a bank  president,  a circuit 
judge,  two  lawyers,  two  manufacturers,  two  mer- 
chants, seven  physicians,  and  six  men  whose  voca- 
tions have  not  been  identified.  The  seven  identi- 
fied physicians  were;  John  C.  Campbell  (1  797 — 
about  1870),  born  in  Ireland,  and  studied  medicine 
in  Glasgow  and  Dublin.  (The  statement  that  he 
graduated  in  medicine  at  Dartmouth  is  not  borne 
out  by  the  alumni  catalogue  of  that  institution.  He 
was  also  a practicing  lawyer)  ; James  Walton  Clem- 
ens ( 1795-1846),  A.  B.,  1818,  Washington  Col- 
lege, attended  Medical  Department  of  the  Uni- 
versity of  Pennsylvania  in  1823-24;  John  Eoff 
(1788-1859)  (erroneously  printed  Goff  on  the 
Charter);  Joshua  Morton  (1783-1839),  studied 
medicine  at  Harvard  Medical  School;  James  Tan- 
ner (1796-1858)  M.D.,  1823,  University  of 
Maryland;  Archibald  L.  Todd  (1798-1883), 
M.D.,  1826,  Transylvania  University;  and  Martin 
Luther  Todd  (1  788-1866).’ 

Doctor  Bennett  was  not  one  of  the  incorpora- 
tors or  trustees,  possibly  because  he  had  not  resided 
in  Virginia  long  enough  to  acquire  citizenship.  The 
internal  evidence  in  the  petition  shows  that  he  was 
the  leader  in  the  endeavor.  This  is  substantiated 
by  an  item  in  a newspaper  in  the  county  in  Ohio, 
where  he  had  lately  practiced,  which  reads;  “Dr. 
Bennett  has  succeeded  in  establishing  a college  at 
Wheeling  by  an  act  of  the  legislature  of  Virginia.”* 

Ten  weeks  later  the  same  newspaper  printed  the 
following  item;  “Wheeling  Eye  and  Ear  Infirmary 
has  been  established  by  Dr.  J.  C.  Bennett.”’  Seven 
weeks  later  appeared  the  important  statement;  “Dr. 
J.  C.  Bennett  has  been  appointed  Professor  of 
Obstetrics  and  President  of  the  Washington  Medical 
College  of  Virginia.”’  ('Lhe  term  “president”  was 
then  applied  in  medical  faculties  to  the  office  now 
occupied  by  a dean). 

'Lhese  items  show  that  Doctor  Bennett  had 
established  in  Wheeling  a small  hospital  for  treat- 
ment of  some  special  diseases  and  that  the  trustees 
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had  met  and  authorized  the  organization  of  a 
medical  college  under  a specific  name,  and  ap- 
pointed him  both  dean  and  professor. 

Several  records  in  the  United  States  show  that 
the  first  instruction  organized  under  a new  uni- 
versity charter  was  in  medicine  and  in  such  cases 
the  medical  college  was  given  a specific  name 
rather  than  being  called  merely  “Medical  Depart- 
ment of  X University.” 

Such  early  organization  of  a medical  faculty  was 
because  medical  instruction  could  be  begun  on  short 
notice  and  did  not  involve  financial  responsibility 
of  university  trustees.  The  medical  college  could  be 
started  in  any  auditorium  where  the  lectures  could 
be  given.  The  only  equipment  necessary  was  seats 
for  students,  a lecture  table,  and  a blackboard.  The 
professors  customarily  furnished  their  own  teaching 
equipment  such  as  charts  and  a little  apparatus  for 
demonstrations  in  chemistrv.  A second  building 
was  needed  for  dissection.  Any  small  building  in 
a remote  location  where  the  rapid  dissections  could 
be  done  could  serve  the  purpose. 

Records  exist  of  a medical  college  being  started 
in  an  unused  church  or  school.  Two  gave  the  early 
sessions  of  lectures  in  a hotel.  Several  began  in  an 
old  residence  or  in  the  second-story  rooms  of  a 
business  block. 

No  provision  for  salaries  was  necessary.  In  all 
medical  colleges  of  that  period  the  medical  profes- 
sors assumed  the  entire  financial  reponsibility.  They 
collected  from  the  students  the  matriculation,  tui- 
tion, and  graduation  fees,  and  from  the  total  sum 
thus  received  paid  rental,  cost  of  fuel,  stipends  of 
employees,  such  as  a janitor,  and  the  incidental  costs 
of  instruction.  The  balance  of  the  income  was 
divided  among  the  several  professors  at  the  end  of 
each  session,  in  lieu  of  salaries. 

Wheeling  was  large  enough  for  the  establish- 
ment of  a medical  college.  It  had  a largei  popula- 
tion than  either  Charlottesville  or  Winchester  where 
medical  colleges  were  in  operation.  Several  suc- 
cessful medical  colleges  were  located  in  towns  of 
far  less  than  five  thousand  population.  The  medical 
institution  having  the  third  largest  attendance  in  the 
United  States  in  1831  was  in  a village  of  only  five 
hundred  population.  The  medical  curriculum  of 
that  time  included  little  clinical  instruction.  The 
teaching  consisted  almost  entirely  of  didactic  lec- 
ures.  The  five  thousand  people  in  Wheeling  could 


furnish  ample  clinical  material  for  the  little  teaching 
of  that  type  that  would  be  done. 

A medical  college  did  not  need  to  be  located 
in  a town  having  many  resident  physicians,  because 
the  majority  of  the  professors  in  many  medical  col- 
leges were  visiting  professors,  who  came  and  gave 
their  lectures  and  then  returned  home.  No  medical 
college  of  that  era  had  more  than  seven  professors 
and  some  had  only  three  or  four.  The  length  of 
the  medical  session  in  1831  was  either  twelve  or 
fourteen  weeks.  No  medical  college  in  the  country 
had  a session  longer  than  sixteen  weeks  until  after 
1850.  Therefore,  a visiting  professor  would  not 
need  to  be  long  absent  from  his  practice  and  even 
this  could  be  reduced  to  one-half  of  the  length  of 
the  session  by  the  device  of  giving  two  lectures  each 
week-day  until  the  total  number  of  lectures  of  a 
course  was  completed.  Then  another  visiting  pro- 
fessor came  to  give  his  concentrated  course. 

A medical  college  needed  at  least  one  resident 
professor  to  look  after  the  building  and  equipment 
of  the  institution  and  attend  to  correspondence 
during  the  eight  or  nine  months  between  the  lecture 
sessions.  Visiting  professors  could  be  secured  from 
Pittsburg,  less  than  a hundred  miles  distant,  or 
from  Cincinnati,  Baltimore,  or  Washington.  Many 
records  show  men  teaching  in  medical  colleges 
that  were  three  hundred  or  more  miles  distant  from 
their  homes  and  regular  practice. 

Therefore  a medical  college  could  be  started  in 
Wheeling  according  to  the  plan  of  medical  educa- 
tion of  that  time  if  enough  students  could  be  at- 
tracted to  cover  the  expense  of  conducting  the 
institution  in  its  early  years.  Although  a medical 
college  could  be  started  in  rented  quarters  and  with 
little  equipment,  it  could  not  long  continue  unless 
it  could  secure  a building  of  its  own.  A medical 
college  that  was  unable  within  three  years  to  own 
its  own  building  rapidly  lost  prestige  and  was  forced 
to  close.  This  is  the  history  of  many  medical  col- 
leges of  the  nineteenth  century  that  were  founded 
but  failed  to  become  established. 

The  authorization  of  the  medical  college  and 
appointment  of  a dean  before  July  30  gave  plenty 
of  time  to  secure  other  professors  and  to  solicit 
students  by  correspondence  and  advertising  for  a 
session  that  would  normally  open  about  November 
1.  Inability  to  find  files  of  the  Wheeling  newspaper 
of  1831  or  the  manuscript  records  of  the  trustees 
prevents  ascertaining  whether  other  professors  were 
appointed,  or  whether  institutional  instruction  was 
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actually  given  in  medicine  in  Wheeling  in  the  fall 
and  winter  of  1831-32. 

Nearly  every  educational  institution  that  secured 
a charter  by  legislative  enactment  in  any  state  soon 
after  returned  to  the  legislature  for  financial  aid. 
Wheeling  University  followed  the  common  pattern. 
The  General  Assembly  of  Virginia  received  on 
December  20,  1831,  a petition  from  a committee 
of  the  trustees  of  Wheeling  University.  This  peti- 
tion states  that  the  Board  of  Trustees  had  organized 
and  elected  “the  requisite  officers  and  adopted  a 
code  of  by-laws.”  Also  it  is  stated  that  “the  Presi- 
dent and  Trustees  have  obtained  of  the  Mayor  and 
commonalty  and  of  Noah  Zane,  the  proprietor  of 
Wheeling,  a grant  of  ten  acres  of  land  adjoining 
the  town  as  a site  whereon  to  erect  the  necessary 
buildings.  This  tract  of  land  is  advantageously 
situated  on  a commanding  eminence  overlooking 
the  town.”  The  petition  then  proceeds  to  ask  for 
financial  aid  to  supplement  what  can  be  raised  by 
subscription  among  the  citizens  of  Wheeling  and 
vicinity  to  erect  a building  and  secure  equipment  and 
a library  and  specifically  asks  a share  of  a bonus  of 
stock  created  “by  the  Banking  Charter  granted  to 
the  N.  W.  Bank  of  Va.  located  at  Wheeling  . . .” 
An  endorsement  on  the  petition  shows  that  it  was 
referred  to  the  Committee  on  Schools  but  was  “not 
acted  on,  the  Wheeling  University  having  been  in- 
cluded in  a reported  bill  making  appropriations  to 
sundry  institutions.”^ 

The  petition  was  signed  by  four  trustees,  two  of 
them  physicians,  and  is  in  the  handwriting  of  one 
of  the  physicians.  No  reference  is  made  as  to 
whether  instruction  was  in  progress. 

This  refusal  of  definite  financial  aid  by  the 
General  Assembly  doomed  the  embryo  institution. 
Doctor  Bennett  left  Wheeling  late  in  1832  and 
correspondence  with  Rev.  Alexander  Campbell  in 
1833  stated  that  Dr.  Bennett  considered  his  efforts 
to  found  an  institution  in  Virginia  a failure.® 

The  council  of  the  city  of  Wheeling  in  November, 
1845,  directed  the  Mayor  to  “make  a deed  in  due 
form,  conveying  to  the  President  of  Trustees  of 
the  Wheeling  University  five  acres  of  ground  upon 
Wheeling  Hill  embraced  in  the  deed  of  Noah  Zane 
to  said  President  of  Trustees  made  in  the  year  1831 
— said  deed  to  contain  the  same  conditions  as  that  of 
said  Zane  to  said  President  of  Trustees.”®  This 
deed  was  made  and  recorded.'®  The  reason  for  this 
second  deed  can  only  be  conjectured.  Possibly  the 
first  deed  contained  a clause  of  reversion  if  buildings 


were  not  erected  within  fifteen  years,  a time  limit 
about  to  expire  in  1845.  The  later  history  of 
Wheeling  University  has  not  been  investigated. 

When  Doctor  Bennett  left  Wheeling  late  in 
1832,  he  went  to  another  state  to  repeat  his  efforts 
to  found  a university  and  was  somewhat  more  suc- 
cessful. The  later  colorful  career  of  Doctor  Bennett 
is  not  a part  of  this  story.  It  included  professor- 
ships in  three  medical  colleges  and  the  deanship  in 
two  of  them.  He  also  founded  two  universities  in 
different  states  He  was  president  of  both  of  these 
universities.  Each  had  a short  life  and  is  now  for- 
gotten. 

The  main  purpose  of  this  paper  is  to  bring  to  the 
attention  of  the  doctors  of  West  Virginia  the  fact 
that  a serious  effort  was  made  to  establish  a medical 
college  in  the  territory  that  is  now  within  that  state, 
seventy-one  years  before  institutional  medical  in- 
struction began  in  1902  in  the  Medical  Department 
of  West  Virginia  University.  The  publication  of 
this  article  may  bring  to  light  either  files  of  Wheel- 
ing newspapers  in  1831  and  1832  or  the  original 
manuscript  records  of  the  trustees  of  Wheeling 
University  which  will  make  it  possible  to  determine 
whether  institutional  medical  instruction  was  given 
and  degrees  conferred  in  Wheeling  in  the  fall  and 
winter  of  1831  -32. 
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Generosity  during  life  is  a very  different  thing 
from  generosity  in  the  hour  of  death;  one  proceeds 
from  genuine  liberality  and  benevolence,  the  other 
from  pride  or  fear. — Horace  Mann. 
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The  President’s  Page 


It  is  not  my  desire  to  impose  further  on  your  time  with  an  exposi- 
tion of  the  variety  or  the  importance  of  the  various  topics  I have 
presented  on  this  page  over  the  months.  In  this,  my  last  humble 
attempt  to  impress  upon  you  the  fact  that  the  people  of  West  Virginia 
DO  have  a problem  of  medical  care,  I shall  content  myself  by  saying 
that  I sincerely  believe  health  insurance  is  one  of  the  most  vital  issues 
confronting  the  public  today.  I dare  to  assert  that  it  is  of  greater 
importance  to  us  as  citizens  than  it  can  possibly  be  as  physicians. 

To  this  intricate  problem  I see  three  possible  solutions:  (1)  Continue 
the  status  quo;  (2)  Stand  by,  with  our  heads  deep  in  the  sand,  and 
permit  the  advent  of  governmental  medicine;  (3)  Do  the  complete 
job  ourselves  in  a democratic  way  by  means  of  voluntary  health  in- 
surance available  to  all.  Our  indigent  and  medically  indigent  groups 
will  of  necessity  have  to  have  a county  or  state  supported  plan.  To 
each  of  these  proposals  will  be  found  advantages  and  disadvantages. 
Finally  it  is  our  responsibility,  today  not  tomorrow,  to  evaluate  the 
good  in  all  of  them  and  choose  the  plan  which,  in  the  main,  will  assure 
good  medical  care  for  every  man,  woman  and  child  in  West  Virginia. 

It  is  my  sincere  belief  that  the  conscience  of  most  all  physicians  is 
troubled  today.  And  it  ought  to  be  troubled.  Certainly  we  cannot 
longer  accept  in  silence  the  error?  of  commission  and  omission  in  our 
present  system  of  medical  practice.  Yet  we  must  not,  in  our  search 
for  perfection,  withhold  our  support  of  the  best  which  may  now  be 
practicable.  In  the  acceptance  of  any  type  of  medical  insurance  we 
should  be  alive  to  the  fact  that  it  is  merely  a beginning.  Next  to  doing 
nothing,  the  worst  calamity  will  be  for  us  to  regard  what  we  do  now 
as  adequate.  We  must  be  alive  to  the  fact  that  we  are  confronted  by 
a continuing  task. 

To  my  successor.  Dr.  Wade  H.  St.  Clair,  I wish  the  best  of  success 
in  1947.  Our  Association  is  blessed  to  have  him.  In  addition  to 
strength  of  character  and  loftiness  of  ideals,  he  brings  an  unfaltering 
devotion,  a singular  capacity  for  clear  and  cogent  reasoning,  the 
prestige  of  a fine  influence,  and  the  very  finest  spirit  of  cooperation.  He 
sees  the  facts  and  faces  them.  He  dares  to  act. 

To  the  committees  who  have  carried  the  ball  during  the  year,  I 
am  profoundly  grateful.  Moreover  I am  very  proud  of  the  progress 
made.  The  members  have  given  generously  of  their  time  and  have 
exerted  their  most  diplomatic  influence  to  interpret  properly  many 
difficult  situations  with  which  medicine  has  been  faced  during  the  past 
year.  Even  though  we  must  have  disagreements,  it  is  my  fervent  hope 
that  we  do  not  carry  misunderstandings  or  resentments. 

Last  January  I said  that  it  was  our  job  to  remove  the  fear,  and  as 
far  as  humanly  possible,  the  curse  of  illness  from  every  man,  woman 
and  child  in  West  Virginia.  This  challenge  is  with  us  constantly. 
When  the  medical  history  of  our  time  is  written,  I trust  it  will  not 
show  our  besetting  sin  to  be  the  “spirit  of  rugged  individualism”  which 
has  plagued  us  over  the  years.  A Brotherhood  of  Doctors  is  still  the 
watchword. 


President. 
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GOVERNOR  THURMOND’S  PLAN 

Recent  press  dispatches  announce  the  plan  of 
Governor-elect  J-  Strom  Thurmond  of  South  Caro- 
lina to  require  graduates  of  the  Medical  College  of 
the  State  of  South  Carolina  to  serve  compidsory  two- 
year  interneships  in  the  eleemosynary  institutions  of 
the  Palmetto  State.  These  interneships  would  he 
put  upon  a rotating  basis  and  would  include  service 
in  mental  and  other  hospitals  and  in  county  medical 
centers.  The  philosophy  underlving  the  scheme  is 
based  upon  the  fact  that  the  Medical  College  at 
Charleston  is  supported  by  the  state  and,  inasmuch 
as  the  students  are  educated,  at  least  in  part,  at  state 
expense,  the  graduates  owe  the  state  a debt  in  re- 
turn for  state  aid  in  their  professional  education. 
According  to  the  press  reports.  Governor  Thurmond 
will  endeavor  to  have  his  plan  affect  the  June,  1947, 
graduating  class. 

We  doubt  seriously  the  legality  of  the  plans  apply- 
ing to  those  students  alreadv  in  course  because  of  the 
ex  post  facto  provisions  of  the  Constitution  of  the 
United  States.  It  would  appear,  at  least  to  the  lay 
mind,  that  the  conditions  under  which  one  is  ad- 
mitted to  an  educational  institution  would  in  effect 
constitute  a de  facto  contract  coverino;  the  entire 
course  of  study  and  could  be  abrogated  only  hy  the 
consent  of  both  parties  thereto.  Certainly  this  is  the 
principle  which  has  guided  the  Council  on  Medical 


Education  and  Hospitals  in  degrading  medical 
schools,  and  we  believe  it  to  be  sound  both  logically 
and  legally.  Students  admitted  under  such  condi- 
tions as  Governor  Thurmond  outlines  could,  how- 
ever, in  our  judgment,  be  required  to  render  such 
service  to  the  state.  We  have  been  informed  that 
Governor  Thurmond,  if  not  a practicing  attorney,  is 
at  least  the  holder  of  a law  degree,  and  it  may  be 
that  he  has  already  considered  the  legal  implications 
inherent  in  his  plan  which  at  first  glance  would 
appear,  as  far  as  those  students  already  in  course  at 
the  Charleston  institution  are  concerned,  to  consti- 
tute “involuntary  servitude”,  and  as  such  to  violate 
the  Thirteenth  Amendment  to  the  Federal  Consti- 
tution. 

We  admit  frankly  that  the  physician  owes  a debt 
not  only  to  the  instrumentality  we  call  “The  State”, 
but  to  society  at  large  as  well.  We  are  very  strongly 
of  the  opinion,  however,  that  this  debt  does  not 
extend  to  either  breach  of  contract  or  the  exaction 
of  involuntary  servitude  on  the  part  of  the  state. 
It  is  our  impression  that  in  recent  years  “The  State” 
has  tended  to  become  a kind  of  super-being  which 
would  consider  the  individual  an  atom  in  its  own 
make  up;  a theory  which  followed  to  its  logical  con- 
clusion, would  render  the  state  totalitarian  and 
would  mean  the  extinction  of  democracy,  the  very 
soul  of  which  is  freedom  of  the  individual.  The 
regimentation  which  has  loomed  so  large  in  the  New 
Deal  (which  has  had  many  worth  while  aspects)  has 
contributed  enormously  to  this  totalitarian  super- 
state concejit. 

We  are  tired  of  the  efforts  of  every  would-be- 
reformer  to  use  the  medical  profession  as  a “whip- 
ping boy”;  and  this  is  especially  true  of  the  mis- 
guided idealists  sojourning  upon  the  Potomac  who 
would  regiment  everything  from  Alpha  to  Omega 
and  everybod)’  from  the  cradle  to  the  grave.  Medi- 
cine as  a profession  is  not  perfect.  In  fact  it  does 
not  even  approach  the  99.44%  purity  of  which 
Ivory  Soap  boasts.  However,  when  we  take  into 
consideration  the  actual  accomplishments  of  the 
modern  medical  profession,  especially  the  decrease  in 
morbidity  and  mortality  rates,  the  increased  life 
expectancy,  and  the  prolonged  lifespan,  not  to  men- 
tion the  therapeutic  achievements  of  the  past  decade, 
we  cannot  help  but  resent  the  “whipping  boy”  atti- 
tude held  toward  us  by  the  modern  politically 
minded  social  “lifter-upper”.  It  simply  violates  our 
concept  of  fair  play.  Certainly  the  medical  batting 
average  equals  that  of  any  other  profession  and  sur- 
passes that  of  the  vast  majority  of  callings. 
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Why  should  the  governor  of  the  Palmetto  State 
choose  doctors  for  compulsory  service?  Why  not 
require  Clemson  graduates  to  serve  as  county  agri- 
cultural demonstration  agents?  Surely  the  agricul- 
tural welfare  of  the  state  needs  such  workers.  Why 
not  require  Citadel  graduates  to  serve  as  officers  in 
the  National  Guard  of  South  Carolina?  We  dare 
say  South  Carolina  contributes  as  much  to  the  edu- 
cation of  each  graduate  from  either  of  these  insti- 
tutions as  in  the  case  of  a graduate  from  its  Medical 
School. 

Full  well  we  realize  that  criticism  which  is  merely 
fault  finding  is  valueless;  hence  we  are  making  bold 
to  offer  suggestions.  Call  upon  the  medical  profes- 
sion for  advice.  Consult  the  State  Health  Commis- 
sioner and  Council  of  the  State  Medical  Association. 
The  day  compulsory  service  is  required  of  those  now 
in  course  at  Charleston,  the  South  Carolina  banner 
displaying  “the  bright  crescent  of  hope  and  proud 
palmetto  tree”  will  sag  limply  about  the  flagstaff 
surmounting  the  State  House  in  Columbia.  The 
shades  of  the  men  who  made  up  the  immortal  Pal- 
metto Regiment  will  shudder.  What  would  Marion, 
and  Sumpter,  and  Pickens  think?  The  spirit  of 
the  daring  Jasper  will  groan  in  anguish  and  wonder 
if  this  is  the  South  Carolina  he  died  to  free.  The 
boasted  spirit  of  freedom  of  the  governor’s  native 
county  of  Edgefield  will  bow  its  head  in  shame. 
Why  not  consider  the  plan  now  projected  in  Virginia 
and  Kentucky  of  subsidization  of  Medical  Students 
and  require  of  the  recipients  of  the  subsidiary  that 
they  not  only  serve  the  interneships  contemplated  but 
that  they  practice  a certain  limited  time  in  com- 
munities needing  the  services  of  a physician,  the 
specific  localities  involved  to  be  designated  by  the 
State  Board  of  Health?  Then  will  South  Carolina 
receive  from  her  medical  graduates  the  service  she 
needs  and  to  which  she  is  entitled,  without  totali- 
tarian fanfare  and  without  doing  violence  to  the 
spirit  of  democracy. 


A NEW  QUESTIONNAIRE 

Another — a new — questionnaire  is  being  mailed 
to  all  the  returned  medical  veterans  by  the  Com- 
mittee on  National  Emergency  Medical  Service  of 
the  American  Medical  Association.  The  last  of 
the  45,000  blanks  should  be  in  the  mails  shortly 
after  the  first  of  December.  As  pointed  out  by 
Frank  G.  Dickinson,  director  of  the  Bureau  of 
Medical  Economics,  the  questionnaire  has  been 
framed  so  that  the  doctor  does  not  have  to  write 


much  but  will  merely  check  the  proper  square  in 
answering  most  of  the  questions. 

It  is  expected  that  recommendations  will  be  made 
by  the  committee  on  the  basis  of  the  returned  ques- 
tionnaires and  other  surveys  for  improved  methods 
of  handling  military  and  civilian  medical  personnel, 
as  well  as  civilians  generally,  in  the  event  of  a new 
national  emergency. 

If  there  is  ever  another  national  emergency,  and 
God  grant  that  there  may  never  be,  then  the  mis- 
takes that  were  made  in  World  War  II  must  not  be 
repeated.  That  the  proper  committee  of  the 
A.  M.  A.  may  have  the  reaction  of  those  who  served 
so  well,  the  questionnaire  is  being  mailed  to  the  last 
known  address  of  all  medical  officers  who  have  been 
released  from  service  with  our  armed  forces. 

Returned  medical  veterans  are  urged  to  read  the 
news  story  printed  elsewhere  in  this  issue  of  the 
Journal.  They  are  requested  to  fill  in  and  return 
the  questionnaire  without  delay.  Boiled  down,  an 
effort  is  being  made  by  the  Committee  on  National 
Emergency  Medical  Service,  aided  by  the  A.  M.  A. 
Committee  on  Medical  Service,  to  obtain  from  the 
returned  medical  veteran  full,  frank  and  complete 
answers  to  vital  questions.  We  hope  that  the  400 
members  of  our  State  Medical  Association  who 
have  been  released  from  the  service  will  cooperate  to 
the  fullest  extent  in  this  worthwhile  undertaking. 
The  views  of  medical  veterans  stated  unequivocably 
will  enable  the  committee  to  prepare  and  submit 
with  recommendations  a report  calculated  to  be  of 
inestimable  aid  in  the  distribution  of  medical  service 
if  we  ever  again  have  need  for  a mobilization  of  our 
doctors. 


POSTELECTION  PALAVER 

The  election  has  come  and  gone  and  the  party  of 
the  New  Deal,  so  long  in  the  majority,  has  drained 
to  the  dregs  the  bitter  cup  of  defeat.  While  the 
outcome  of  the  balloting  is  obvious,  and  in  fact  was 
obvious  days  before  the  actual  voting,  the  long  range 
results  are  not  yet  crystal  clear  by  any  manner  of 
means.  Certainly  the  political  centre  of  gravity  has 
shifted  to  the  right,  and  apparently  the  successful 
party  will  make  good  its  promise  to  lessen  govern- 
mental expenses  and  lower  taxes.  Both  common 
sense  and  political  expediency  demand  as  much.  We 
make  bold  also  to  prophesy  that  the  Murray- 
Wagner-Dingell  bill  is  killed  and  any  form  of  com- 
pulsory governmental  sickness  insurance  is  projected 
far  into  the  indefinite  future ; so  far  in  fact,  as  not  to 
come  within  the  range  of  future  predictable  events. 
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THE  HOSPITAL  SURVEY 

The  hospital  survey  should  be  well  under  way  in 
West  Virginia  by  the  time  this  issue  of  the  Journal 
is  off  the  press.  If  we  are  to  participate  in  the  con- 
struction program  provided  for  in  the  Hill-Burton 
bill,  it  is  necessary  that  we  make  this  statewide  survey 
and  then  report  in  detail  to  the  United  States  Public 
Health  Service. 

Dr.  Paul  R.  Gerhardt  is  eminently  qualified  to 
direct  the  survey.  His  experience  as  director  of  the 
division  of  medical  services  of  the  department  of 
public  assistance,  and  as  director  of  the  cancer  con- 
trol division  of  the  state  health  department,  has 
given  him  firsthand  knowledge  of  hospitals  and 
medical  conditions  in  West  Virginia  that  will  en- 
able him  to  prepare  quickly  and  efficiently  an  over- 
all report  of  our  needs  for  consideration  by  the 
advisory  committee  which  will  be  appointed  by 
Governor  Meadows. 

Much  of  the  preliminary  work  has  already  been 
done  by  Mrs.  George  Fordham,  of  the  state  health 
department,  and,  with  the  full  cooperation  of  offi- 
cials of  existing  hospitals,  together  with  the  assist- 
ance of  all  of  our  people  interested  in  the  construc- 
tion of  hospitals,  clinics,  and  medical  health  centers 
in  the  state,  the  task  should  not  be  too  difficult. 

The  director  needs  the  support  of  the  medical 
profession  in  this  work.  This  support  he  will  un- 
questionably receive  in  full  measure. 


FAMILY  DOCTORS  ESSENTIAL 

The  American  system  of  medicine  always  has 
had  the  general  practitioner  as  the  very  hub  of  its 
machinery.  Family  doctors  are  an  essential  part 
of  the  economy  of  American  families.  Transporta- 
tion and  communications  systems  have  not  been 
developed  to  a point  where  general  practitioners 
should  be  allowed  to  decrease  in  number.  Neither 
should  the  necessity  of  general  practitioners  be 
overlooked  in  solving  the  increasing  costs  of  medi- 
cal care. 

How  much  will  medical  care  cost  as  the  public 
is  forced  to  seek  its  medical  care  from  one  specialist 
after  another  instead  of  fi’om  the  family  doctor? 

This  continuing  decrease  of  general  practitioners 
should  be  recognized  as  the  greatest  problem  of 
organized  medicine. 

Unless  the  medical  profession  itself,  provides 
the  answer  in  the  not-too-distant  future,  some  gov- 
ernmental agency  will  be  given  control  of  both 
medical  education  and  medical  practice  in  order 
to  permit  compulsory  placement  of  physicians  in 
rural  areas.  Would  it  not  be  far  better  to  accept  the 
challenge  now,  and  to  see  that  the  profession  pro- 
vides the  answer  in  a democratic  manner  rather 
than  permit  forced  regimentation? — E.  J.  S.  in  The 
Journal-Lancet, 


General  News 


BOARD  OF  REVIEW  APPOINTED  TO  AID 

VA  IN  VETERANS  CARE  PROGRAM 

A board  of  review  has  been  appointed  by  Dr.  An- 
drew E.  Amick,  president  of  the  State  Medical 
Association,  under  the  provisions  of  the  contract 
formally  executed  between  the  Association  and  the 
Veterans  Administration.  The  board  is  composed 
of  Drs.  Claude  B.  Smith  and  Paul  H.  Revercomb, 
of  Charleston,  and  James  R.  Brown,  of  Huntington. 

The  agreement  provides  that  it  shall  be  the  duty 
of  the  board  to  review  reports  which  are  deemed 
by  the  Veterans  Administration  to  be  inadequate, 
or  which  do  not  meet  the  requirements  of  the  Vet- 
erans Administration;  to  recommend,  at  its  dis- 
cretion, the  disqualification  of  any  physician  from 
further  work  with  the  Veterans  Administration 
whose  work  is  found  by  the  board  to  be  incomplete 
or  unsatisfactory;  and  to  advise  and  assist  the  Vet- 
erans Administration  in  other  matters  within  the 
scope  of  the  program. 

With  the  signing  of  the  contract,  the  work  of  the 
Veterans  Affairs  Committee  was  completed.  This 
committee,  which  has  functioned  since  early  in  the 
year,  was  comnosed  of  Drs.  Claude  B.  Smith, 
Charleston,  chairman;  C.  O.  Post,  Clarksburg; 
Thomas  L.  Harris,  Parkersburg;  Francis  A.  Scott, 
Huntington;  and  Ralph  J.  Jones,  Charleston. 

The  Veterans  Administration  has  requested  that 
the  contract  number  “VAm — 22169”  be  used  on  all 
correspondence  and  vouchers  pertaining  thereto 
addressed  to  the  Veterans  Administration.  The 
use  of  this  contract  number  will  expedite  consider- 
ation of  matters  presented. 

As  of  November  15,  812  members  of  the  West 
Virginia  State  Medical  Association  have  been  certi- 
fied as  fee-designated  physicians  under  the  veter- 
ans care  program. 


CANCER  PROJECTS  MUST  BE  APPROVED 
BY  LOCAL  MEDICAL  SOCIETY  COMMITTEE 

At  a meeting  of  the  executive  committee  of  the 
West  Virginia  Cancer  Society,  Inc.,  held  October  31, 
1946,  at  Clarksburg,  Mr.  Homer  Gebhart,  of  Hunt- 
ington, treasurer  of  the  society,  was  named  as  dis- 
bursing agent  for  all  county  and  local  cancer 
organizations. 

The  establishment  of  a cancer  information  cen- 
ter, with  a cancer  field  worker,  recommended  by 
the  project  committee,  was  unanimously  approved. 

The  committee  directed  that,  of  the  60%  of  funds 
realized  from  cancer  drives  which  will  remain  in 
this  state,  15%  is  to  be  utilized  for  administrative 
expenses  at  the  state  offices.  The  remaining  45% 
may  be  expended  as  follows:  (1)  An  approved  proj- 
ect in  any  county  may  spend  up  to  45%  of  that 
county’s  annual  contribution;  (2)  If  the  full  45% 
is  not  sufficient  to  finance  the  approved  project,  the 
executive  committee  can  appropriate  from  the 
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state  general  fund  a sufficient  amount  to  take  care 
of  the  balance;  and,  (3)  An  adjoining  or  adjacent 
county  to  an  approved  project  may  allocate  its 
entire  45%  to  that  project. 

The  preliminary  report  of  the  project  committee, 
submitted  by  Dr.  Paul  R.  Gerhardt,  chairman,  and 
Drs.  T.  L.  Harris,  and  R.  O.  Rogers,  and  approved 
by  the  executive  committee,  provides  that  all  local 
projects  must  have  the  approval  of  the  cancer 
committee  of  the  local  medical  society. 

The  committee  unanimously  disapproved  the 
affiliation  of  county  cancer  organizations  with 
community  chest  drives. 

The  committee  adjourned  to  meet  Thursday, 
December  5,  at  1:00  P.  M.  at  the  Chancellor  Hotel, 
in  Parkersburg. 


PHCA  POLICIES  APPROVED 

Dr.  Paul  R.  Gerhardt,  director  of  the  Division  of 
Cancer  Control  of  the  State  Health  Department, 
discussed  a paper  by  Dr.  Hilda  La  Rocca  of  the 
Massachusetts  state  health  department’s  cancer 
bureau,  at  the  annual  meeting  of  the  Public  Health 
Cancer  Association,  held  conjointly  with  the  Amer- 
ican Public  Health  Association,  November  11-14, 
at  Cleveland.  The  subject  of  Doctor  La  Rocca’s 
paper  was,  “The  Care  of  the  Patient  with  Ad- 
vanced Cancer.” 

Doctor  Gerhardt  was  elected  a member  of  the 
Policy  Committee  and  the  Committee  on  Qualifi- 
cations for  Cancer  Control  Directors  and  Other 
Professional  Personnel.  The  policies  which  were 
formulated  by  this  committee  were  accepted  by 
the  Public  Health  Cancer  Association.  The  follow- 
ing were  among  the  items  approved:  (1)  The  forma- 
tion of  a national  advisory  committee  to  suggest 
over-all  planning  for  cancer  control  in  the  states; 
(2)  The  formation  of  state  and  local  advisory  com- 
mittees composed  of  representatives  of  state  medi- 
cal associations,  state  divisions  of  the  American 
Cancer  Society,  and  representatives  of  state  cancer 
control  divisions;  (3)  Establishment  of  a cancer 
control  division  in  the  health  departments  of  every 
state;  (4)  Establishment  of  a method  of  cancer  case 
reporting  in  che  nature  of  a registration  bureau  for 
statistical  study  and  evaluation;  (5)  Emphasis  of 
training  of  cancer  control  administrators;  (6)  Edu- 
cation of  the  public  to  the  importance  of  periodic 
health  examinations  for  the  detection  of  cancer; 
and  (7)  Local  responsibility  for  the  care  of  advanced 
cancer  cases. 

Besides  West  Virginia,  states  in  which  full-time 
cancer  control  programs  are  in  operation  include 
Massachusetts,  New  York,  Connecticut,  Iowa,  Mich- 
igan, Illinois,  Georgia,  Louisiana,  California,  Penn- 
sylvania, North  Carolina,  Kansas,  New  Jersey, 
Missouri,  and  Indiana.  Several  other  states  are 
setting  up  cancer  control  divisions,  and  some  al- 
ready have  cancer  projects  such  as  hospitals  and 
clinics  sponsored  by  local  chapters  of  the  Ameri- 
can Cancer  Society  and  other  non-official  agencies. 


PHC  MEETS  JAN.  6-8 

The  mid-winter  meeting  of  the  Public  Health 
Council  will  be  held  January  6-8,  1947,  at  the 
Daniel  Boone  Hotel,  in  Charleston,  for  the  purpose 
of  examining  applicants  for  licensure  in  West 
Virginia. 


HOSPITAL  SURVEY  UNDER  HILL- 

BURTON  BILL  GETS  UNDER  WAY 

The  sum  of  $22,500  has  been  allocated  by  Gov. 
Clarence  W.  Meadows  from_  his  emergency  fund 
to  cover  the  state’s  share  of  the  cost  of  a statewide 
hospital  survey,  which  will  be  made  under  the 
provisions  of  the  Hill-Burton  Bill,  recently  passed 
by  Congress. 

This  bill  appropriated  $75,000,000.00  a year  for 
five  years  for  the  construction  of  hospitals,  medical 
centers,  and  clinics  throughout  the  country.  West 
Virginia’s  share  is  $1,555,000.00  per  year. 

This  state  will  receive  $11,250  from  the  federal 
government  to  help  finance  the  survey  which  is 
required  under  the  provisions  of  the  bill.  The 
survey  will  be  under  the  immediate  supervision  of 
Dr.  N.  H.  Dyer,  state  health  commissioner.  Dr. 
Paul  R.  Gerhardt,  director  of  the  division  of  cancer 
control,  will  serve  as  consulant  and  medical  ad- 
visor. Much  of  the  preliminary  work  has  already 
been  completed  by  Mrs.  George  Fordham,  a mem- 
ber of  the  state  health  department’s  administrative 
staff.  It  is  expected  that  the  budget,  which  was 
prepared  and  mailed  to  Washington  early  in  No- 
vember will  be  approved  without  delay,  and  it  is 
hoped  that  the  survey  may  be  completed  within  the 
next  four  to  five  months.  An  advisory  committee 
is  to  be  appointed  by  the  governor  which  must 
approve  any  report  that  is  submitted  to  Washing- 
ton for  consideration  by  the  United  States  Public 
Health  Service. 

The  bill  provides  for  the  construction  of  hos- 
pitals, clinics,  and  medical  centers  by  states,  coun- 
ties, municipalities,  and  non-profit  organizations. 


DPA  NAMES  MEDICAL  DIRECTOR 

Dr.  Harold  H.  Kuhn,  of  Charleston,  has  been 
named  chief  of  the  Division  of  Medical  Services  of 
the  Department  of  Public  Assistance  by  Mr.  Rob- 
ert F.  Roth,  the  director.  He  will  serve  on  a part- 
time  basis,  effective  November  1,  1946. 

There  has  been  a vacancy  in  the  position  of  chief 
of  the  division  of  medical  services  since  Dr.  Paul* 
R.  Gerhardt  resigned  in  1945  to  accept  appointment 
as  director  of  the  Division  of  Cancer  Control.  Mrs. 
Mae  W.  Stratton,  who  has  been  acting  chief  of  the 
division  for  several  months  will  serve  as  admini- 
strative assistant  to  the  new  director. 


GOING  TO  ATLANTIC  CITY? 

Cups  and  medals  are  the  rewards.  Also  $34,000 
in  Savings  Bonds  for  the  Special  Contest  “Courage 
and  Devotion  Beyond  the  Call  of  Duty”  (in  war  and 
in  peace). 

The  reward  is  also  professional  pride  in  the 
achievements  of  the  medical  profession  in  the 
field  of  fine  art — and  also  what  art  can  do  for  you 
personally — physically,  mentally  and  spiritually. 
“Art  is  the  best  occupational  therapy  for  physi- 
cians.” 

For  further  information,  write  Harvey  Agnew, 
M.  D.,  President,  A.  P.  A.  A.,  280  Bloor  Street 
West,  Toronto  5,  Canada,  or  F.  H.  Redewill,  M.  D., 
Secretary  of  the  A.  P.  A.  A.,  or  the  sponsor,  Mead 
Johnson  & Co.,  Evansville  21,  Indiana,  U.  S.  A. 
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WEST  VIRGINIA  DOCTORS  PARTICIPATE 

IN  ANNUAL  SMA  MEETING  IN  MIAMI 

Several  West  Virginia  doctors  took  an  active 
part  in  the  40th  annual  meeting  of  the  Southern 
Medical  Association,  November  4-7,  in  Miami, 
Florida. 

Dr.  Ray  M.  Bobbitt,  of  Huntington,  who  has 
served  as  a member  of  the  Council  for  the  past  four 
years,  was  elected  chairman  to  succeed  Dr.  W.  Ray- 
mond McKenzie,  of  Baltimore.  Dr.  Bobbitt  will 
serve  during  the  year  1947.  Dr.  R.  J.  Wilkinson,  of 
Huntington,  was  elected  chairman  of  the  section 
on  surgery,  succeeding  Dr.  W.  C.  Jones,  of  Miami. 
Doctor  Wilkinson  has  served  as  secretary  of  the 
section  during  the  past  year. 

Dr.  J.  J.  Brandabur,  also  of  Huntington,  was 
reelected  secretary  of  the  section  on  internal  medi- 
cine and  surgery. 

Dr.  R.  L.  Anderson,  of  Charleston,  presented  a 
paper  on  “Fractures  of  the  Pelvis:  A Study  of  End- 
Results.”  The  paper  was  presented  Wednesday, 
November  6,  before  the  Section  on  Orthopedic 
and  Traumatic  Surgery.  Dr.  Ray  M.  Bobbitt,  chair- 
man of  the  Section  on  Urology,  presented  a paper 
before  that  section  the  same  day.  His  subject  was 
“Evaluation  of  Certain  Types  of  Renal  Pain.” 

Dr.  E.  L.  Henderson,  of  Louisville,  Kentucky,  was 
installed  as  president  to  succeed  Dr.  M.  Y.  Dabney, 
of  Birmingham,  Alabama.  Doctor  Henderson  served 
as  chairman  of  the  Procurement  and  Assignment 
Service  for  the  fifth  corps  area  during  World  War 
II.  Besides  West  Virginia,  the  area  included  Ohio 
and  Kentucky. 

Dr.  Lucien  A.  LeDoux,  of  New  Orleans,  was 
named  president  elect.  He  will  succeed  Doctor 
Henderson  as  president  in  January,  1948.  Other 
officers  were  elected  as  follows:  First  vice  presi- 
dent, Dr.  Oscar  B.  Hunter,  Washington,  D.  C.; 
second  vice  president.  Dr.  Robert  T.  Spicer,  Miami; 
and,  chairman  of  the  board  of  trustees.  Dr.  Paul  H. 
Ringer,  Asheville,  North  Carolina. 

Dr.  Paul  A.  Turner,  of  Louisville,  Kentucky,  was 
elected  president  of  the  American  College  of  Chest 
Physicians,  which  met  conjointly  with  the  South- 
ern Medical  Association.  He  succeeds  Dr.  Carl  C. 
Aven,  of  Atlanta,  Georgia. 

The  date  and  place  of  the  1947  meeting  will  be 
fixed  by  the  Council. 

Annual  meetings  of  the  southern  branch  of  the 
American  Public  Health  Association,  which  have 
been  held  conjointly  with  the  Southern  Medical 
Association  for  several  years,  will  hereafter  be  held 
separately. 

Over  1800  physicians  were  registered  Monday 
and  Tuesday,  November  4-5,  and  the  Auxiliary 
registration  totaled  908  for  those  two  days.  The 
following  doctors  were  registered  from  West  Vir- 
ginia: Andrev/  E.  Amick,  Lewisburg;  R.  L.  Ander- 
son, Charleston;  Oscar  D.  Ballard,  Van;  James  R. 
Bloss,  Huntington;  Ray  M.  Bobbitt,  Huntington; 
J.  J.  Brandabur,  Huntington;  Boyd  F.  Brown,  Hunt- 
ington; Hokie  H.  Fisher,  Dunbar;  Ralph  M.  Fisher, 
Weston;  Thomas  G.  Folsom,  Huntington;  Gerald 
E.  Hartle,  Wardensville;  W.  E.  Hoffman,  Charles- 
ton; Leonard  I.  Hoke,  Nitro;  Frank  J.  Holroyd, 


Princeton;  Aubrey  F.  Lawson,  Weston;  Frank  C. 
Long,  Jr.,  Point  Pleasant;  F.  O.  Marple,  Huntington; 
Asa  W.  Milhoan,  Nitro;  T.  W.  Moore,  Huntington; 
U.  G.  McClure,  Charleston;  Berlin  B.  Nicholson, 
Parkersburg;  E.  M.  Phillips,  Wheeling;  Thomas  J. 
Sasser,  VA  Rating  Specialist,  Medical,  Huntington; 
Charles  N.  Slater,  Clarksburg;  Isaiah  W.  Taylor, 
Huntington;  James  Thompson,  Morgantown;  Walter 
E.  Vest,  Huntington;  R.  J.  Wilkinson,  Huntington; 
and  J.  E.  Wilson,  Clarksburg. 


FELLOWSHIPS  IN  PUBLIC  HEALTH 

Fellowships  leading  to  a Master’s  Degree  in  Pub- 
lic health  in  the  field  of  Health  Education  are  being 
offered  to  any  qualified  United  States  citizen  be- 
tween the  ages  of  22  and  40,  according  to  a news 
release  by  the  United  States  Public  Health  Service, 
Federal  Security  Agency.  Tuition,  travel  expenses 
for  field  training,  and  a stipend  of  $100  a month  will 
be  provided  out  of  funds  furnished  by  the  National 
Foundation  for  Infantile  Paralysis. 

Candidates  must  hold  a bachelor’s  degree  from  a 
recognized  college  or  university  and  must  be  able 
to  meet  the  entrance  requirements  of  the  accredited 
school  of  public  health  of  their  choice.  In  addition 
to  the  degree,  courses  in  the  biological  sciences, 
sociology,  and  education  may  be  required.  Train- 
ing in  public  speaking,  journalism,  psychology,  and 
work  in  public  health  or  a related  field  are  con- 
sidered desirable  qualifications. 

The  year’s  training,  which  begins  with  the  1947 
fall  term,  consists  of  eight  or  nine  months  academic 
work  including:  public  health  administration,  epi- 
demiology, public  health  and  school  education, 
problems  in  health  education,  community  organi- 
zation, and  information  techniques;  and  three 
months  of  supervised  field  experience  in  commun- 
ity health  education  activities. 

Veterans  are  encouraged  to  apply  and  will  be 
paid  the  difference  between  their  subsistence  al- 
lowance under  the  G.  I.  Bill  of  Rights  and  the 
monthly  stipend  of  $100.  Employees  of  local  and 
state  health  departments  are  not  eligible  since 
Federal  grants-in-aid  are  already  available  for  such 
training  purposes. 

Application  blanks  may  be  obtained  by  writing 
the  Surgeon  General,  United  States  Public  Health 
Service,  Washington  25,  D.  C.,  and  must  be  filed 
prior  to  March  15,  1947. 


A.  M.  A.  CENTENNIAL 

The  American  Medical  Association  will  celebrate 
its  centennial  at  'the  annual  meeting  in  Atlantic 
City,  June  9-13,  1947.  Only  Fellows  and  invited 
guests  are  eligible  to  attend.  Membership  in  a 
state  society  is  the  primary  qualification  for  fellow- 
ship in  the  A.  M.  A.  The  dues,  including  subscrip- 
tion to  the  Journal  of  the  American  Medical  Asso- 
ciation, are  $8.00  per  annum,  which  is  the  cost  of 
the  Journal  to  subscribers  who  are  not  Fellows. 

The  A.  M.  A.  will  reply  promptly  to  inquiries 
concerning  eligibility  to  become  a Fellow,  and  it  is 
suggested  that  doctors  who  are  not  fellows  who 
are  planning  to  attend  the  Atlantic  City  session, 
which  will  be  a milestone  in  medical  history,  write 
immediately  for  such  information.  Inquiries  should 
be  addressed  to  the  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 
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MEDICAL  VETERANS  ASKED  TO  AIR 

VIEWS  ON  AMA  QUESTIONNAIRE 

Dr.  Edward  L.  Bortz,  of  Philadelphia,  chairman 
of  the  Committee  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association,  has 
announced  the  mailing  of  a comprehensive  ques- 
tionnaire to  more  than  45,000  discharged  medical 
officers  of  World  War  II. 

“Since  the  results  of  the  questionnaire  will  serve 
as  a useful  guide  in  preparing  for  any  new  national 
emergency,”  Dr.  Bortz  said,  “the  committee  urges 
all  the  returning  medical  officers  to  express  frankly, 
fully  and  completely  their  reaction  to  military  serv- 
ice.” 

The  questionnaires  will  be  mailed  from  A.  M.  A. 
headquarters  in  Chicago  during  November  and 
should  be  returned  within  a month.  The  results 
will  be  tabulated  and  analyzed  in  detail. 


TO  MEDICAL  VETERANS 

If  your  questionnaire  is  not  received  by 
December  10,  it  is  suggested  that  you  get  in 
touch  immediately  with  the  headquarters 
office  of  the  West  Virginia  State  Medical 
Association,  Box  1031,  Charleston  24,  West 
Virginia,  and  a duplicate  copy  will  be  mailed 
to  you  promptly. 


The  following  letter,  signed  by  George  F.  Lull, 
M.  D.,  secretary  and  general  manager  of  the 
A.  M.  A.,  in  behalf  of  the  committee  will  accom- 
pany each  questionnaire: 

“The  House  of  Delegates  of  the  Americal  Medical 
Association  in  December  1945  created  a committee  to 
study  the  over-all  needs  and  utilization  of  medical 
skills  and  resources  of  the  nation  in  the  case  of  an 
emergency.  The  House  passed  the  following  resolu- 
tion: 

‘.  . . that  the  association  undertake  a critical 
study  of  the  duties  of  medical  officers  during  the 
war  just  passed,  with  special  reference  to  (1)  op- 
portunities for  study,  research  and  actual  treatment 
of  the  sick;  (2)  rotation  of  medical  assignments; 
(3)  quasi-medical  duties  for  which  technicians 
and  specially  trained  enlisted  personnel  might  re- 
place physicians.  . . . 

‘.  . . and  appoint  a special  committee  to  study 
by  means  of  questionnaires  sent  to  medical  officers 
on  release  from  active  duty.  . . .’ 

“The  Board  of  Trustees  has  appointed  a National 
Emergency  Medical  Service  Committee  and  instructed 
it  to  undertake  the  study  and  prepare  plans  as  de- 
scribed in  the  action  of  the  House  of  Delegates. 

“A  pilot  questionnaire  was  sent  to  1,000  former  medi- 
cal officers,  selected  at  random.  The  response  was 
surprisingly  large.  A total  of  470,  or  47  per  cent,  of 
those  questionnaires  were  carefully  filled  out  and  re- 
turned. Certairi  technical  defects  in  the  pilot  question- 
naire form  were  noted  and  the  revised  questionnaire 
enclosed  herewith  was  developed.  It  is  being  sent  to 
all  former  medical  officers,  including  those  who  re- 
ceived the  pilot  questionnaire. 

“The  Committee  is  a fact  finding  board  and  hopes 
to  make  recommendations  that  will  lead  to  better 
utilization  of  medical  skills  and  resources  in  a future 
emergency.  Your  help  in  this  will  be  appreciated.  A 
stamped  envelope  is  enclosed  for  your  early  return  of 
the  completed  questionnaire.  You  are  cordially  in- 


vited to  write  a covering  letter  if  the  questionnaire  has 
omitted  points  which  you  deem  significant  ” 

Dr.  Bortz  said  that  the  committee  feels  that  its 
final  analysis  and  recommendations  should  cover 
not  only  the  military  services,  but  also  other  gov- 
ernmental agencies,  industry,  medical  education, 
research  and  civilian  medical  care. 

The  Committee,  in  so  far  as  possible  has  provided 
check  lists  in  this  questionnaire.  This  makes  it 
possible  for  the  doctor  merely  to  check  the  proper 
item  and  avoid  taking  the  time  to  write  out  his 
answers. 

Some  of  the  questions  will  require  written  ex- 
planations, however.  For  example:  What  impor- 
tant features  of  training  were  not  sufficiently 
stressed?  What  in  your  opinion  should  be  included 
in  an  ideal  training  program?  If  there  was  waste 
of  personnel  in  your  unit,  please  state  how  per- 
sonnel could  have  been  used  effectively.  What 
suggestions  have  you  about  methods  of  assignment 
of  medical  officers  in  the  event  of  another  military 
emergency? 

In  discussing  the  questionnaire.  Dr.  Bortz  stressed 
the  desirability  of  deliberation  on  the  part  of 
every  physician  in  answering  the  questions.  “The 
objective  sought,”  he  said,  “can  be  best  attained 
by  careful  consideration  of  each  and  every  ques- 
tion.” 

In  addition  to  Dr.  Bortz,  the  National  Emergency 
Medical  Service  Committee  is  composed  of  Harold 
S.  Diehl,  M.  D.,  University  of  Minnesota,  Minne- 
apolis; Perrin  H.  Long,  M.  D.,  Baltimore;  Harold  C. 
Lueth,  M.  D.,  the  University  of  Nebraska,  Omaha; 
O.  O.  Miller,  M.  D.,  Louisville,  Ky.;  James  C.  Sar- 
gent, M.  D.,  Milwaukee,  and  V.  C.  Tisdal,  M.  D., 
Elk  City,  Oklahoma. 


DR.  AMICK  NAMED  HEALTH  OFFICER 

Dr.  Andrev/  E.  Amick,  of  Lewisburg,  has  been 
named  by  Dr.  N.  H.  Dyer,  state  health  commis- 
sioner, as  district  health  officer  and  pediatric  con- 
sultant for  District  No.  2,  composed  of  Greenbrier, 
Pocahontas,  and  Monroe  counties.  Headquarters 
will  be  set  up  at  Lewisburg. 

With  the  announcement  of  the  appointment  of 
Doctor  Amick,  the  commissioner  said  that  the  state 
health  department  is  now  working  out  details  for 
a branch  laboratory  which  it  is  hoped  can  be  estab- 
lished and  operated  at  Lewisburg  under  the  super- 
vision of  Doctor  Amick.  Plans  are  still  in  the 
formative  stage,  but  it  is  expected  that  the  labora- 
tory can  be  opened  shortly  after  the  first  of  the 
year.  There  has  been  a vacancy  in  the  office  of 
district  health  officer  for  District  No.  2 since  1944, 
when  Dr.  Herbert  Duncan  resigned  to  accept  a resi- 
dency in  eye,  ear,  nose  and  throat  at  the  Nashville 
General  Hospital,  in  Nashville. 


DR.  McLaughlin  on  program 

Dr.  Ralph  S.  McLaughlin,  of  Charleston,  was  one 
of  the  speakers  at  the  11th  annual  meeting  of  the 
Industrial  Hygiene  Foundation  at  the  Mellon  Insti- 
tute in  Pittsburgh,  November  7.  His  subject  was, 
“New  Methods  for  Saving  Eyes  from  Chemical 
Burns.” 
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RELOCATIONS 

Dr.  Arnold  Wilson,  of  Welch,  who  was  released 
from  military  service  several  months  ago,  has 
moved  to  Pasadena,  Texas,  where  he  has  offices 
in  the  Jensen  Building. 

4:  ^ 

Dr.  David  A.  Watkins,  formerly  of  Masontown, 
was  recently  released  from  military  service  and  has 
accepted  a position  with  the  Veterans  Administra- 
tion regional  office  at  Huntington.  He  is  residing 
temporarily  in  Buckhannon. 

♦ * ♦ * 

Dr.  Robert  G.  Smith,  formerly  of  Beckley,  has 
been  released  from  military  service  and  is  residing 
temporarily  in  Columbus,  Ohio.  At  the  time  of 
his  release  he  was  serving  with  the  rank  of  Major. 
During  the  war  he  was  assigned  to  the  O’Reilly 
General  Hospital  and  the  Percy  Jones  General 
Hospital,  and  also  served  with  the  37th  and  155th 
station  hospitals  and  the  248th  Army  general  hos- 
pital in  the  Philippines. 

* * * * 

Dr.  Julian  R.  Kaufman,  formerly  of  Charleston, 
has  been  released  from  military  service  and  is  now 
located  at  Louisville,  Kentucky,  with  offices  in  the 
Francis  Building.  During  the  war,  he  was  sta- 
tioned at  Stark  General  Hospital  at  Charleston, 
South  Carolina,  and  the  ASF  Regional  Hospital, 
Fort  Jackson,  Columbia,  South  Carolina. 

* 4<  * * 

Dr.  Edward  J.  Evans,  of  Huntington,  has  accepted 
a two-year  residency  in  pediatrics  at  the  Medical 
College  of  Virginia  Hospital,  beginning  in  October, 
1946.  He  has  recently  been  connected  with  the 
C.  & O.  Hospital  in  Huntington. 

* * * * 

Dr.  William  U.  Cavallaro,  of  Manasquan,  New 
Jersey,  has  accepted  a residency  in  orthopedic 
surgery  at  Morris  Memorial  Hospital,  in  Milton, 
succeeding  Dr.  Earl  F.  Winter,  who,  after  the  com- 
pletion of  a one-year  residency,  accepted  a two- 
year  residency  in  surgery  at  the  Lahey  Clinic,  in 
Boston. 

Dr.  Cavallaro  is  a graduate  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  University, 
New  York,  and  was  just  recently  released  after 
four  years’  service  in  the  Army  Medical  Corps. 

* * * ♦ 

Lt.  Col.  Lewis  E.  Nolan,  formerly  of  Montgomery, 
who  was  released  from  military  service  in  April 
1946,  is  now  located  at  Monroe,  Louisiana. 

* * * * 

Dr.  Paul  J.  Nutter,  formerly  of  Clarksburg,  was 
released  from  military  service  May  30,  1946  and  is 
now  located  in  Fredericksburg,  Virginia.  He  is 
connected  with  the  Medical  Center  at  1200  Prince 
Edward  Street,  and  his  practice  is  limited  to  gen- 
eral surgery. 


ICS  HONORS  DR.  CANNADAY 

Dr.  John  E.  Cannaday,  of  Charleston,  was  elected 
one  of  the  vice  presidents  of  the  International  Col- 
lege of  Surgeons  at  the  annual  meeting  held 
October  20-23,  in  Detroit.  Doctor  Cannaday  has 
served  as  state  regent  for  West  Virginia  for  the 
past  several  years. 


STREPTOMYCIN  TESTING  IN  TB 

The  Civilian  Production  Administration  and  a 
group  of  pharmaceutical  manufacturers  have  re- 
cently requested  that  the  American  Trudeau 
Society  conduct  an  adequate  therapeutic  testing 
program  with  streptomycin  in  treatment  of  clinical 
tuberculosis.  The  object  of  this  study  will  be  to 
determine  more  of  the  possibilities  and  limitations 
of  streptomycin  in  clinical  tuberculosis  and  to  learn 
if  the  drug  is  sufficiently  promising  to  justify  great 
commercial  expansion.  The  Executive  Committee 
of  the  Trudeau  Society  has  agreed  to  accept  this 
task  and  has  requested  that  the  chairman  of  the 
Committee  on  Therapy  direct  the  program  with 
the  aid  of  a special  committee. 

Streptomycin  is  available  commercially  at  the 
present  time  through  various  depot  hospitals, 
which  are  essentially  the  retail  agents  for  sale  of 
streptomycin,  not  only  to  patients  within  these 
hospitals  but  to  patients  in  nearby  hospitals.  Un- 
fortunately, the  price  is  extremely  high  at  present 
but  should  be  steadily  reduced  when  production  in- 
creases. The  decision  as  to  whether  or  not  strepto- 
mycin will  be  sold  by  depot  hospitals  for  cases  of 
tuberculosis  is  to  be  made  by  the  depot  hospital. 
In  most  instances  at  least,  it  is  unlikely  if  the 
allocations  are  sufficient  to  permit  such  sale  dur- 
ing the  next  few  months. 


ACS  PLANS  CLINICAL  CONGRESS 

The  five-day  Clinical  Congress  of  the  American 
College  of  Surgeons  will  open  in  Cleveland  on 
Monday  morning,  December  16,  1946,  at  9:30 
o’clock.  This  will  be  the  first  annual  meeting  of 
the  College  since  1941.  Headquarters  will  be  in 
the  Cleveland  Public  Auditorium,  and  the  Statler 
and  Cleveland  hotels,  with  most  of  the  sessions, 
except  the  clinics  at  the  hospitals,  being  held  in 
the  Auditorium.  The  program  will  include  opera- 
tive and  non-operative  climes,  demonstrations, 
symposia,  panel  discussions,  forums,  medical  mo- 
tion pictures,  exhibits,  and  the  25th  Annual 
Hospital  Standardization  Conference,  which  will 
convene  during  the  first  four  days. 

The  Convocation  will  be  held  on  Friday  evening. 
Dr.  Reuben  G.  Gustavson  of  Omaha,  Chancellor 
of  the  University  of  Nebraska,  will  deliver  the 
Fellowship  Address.  Several  hundred  surgeons 
who  have  been  received  into  fellowship  in  absentia 
during  the  war  years  in  which  no  Convocation  was 
held,  will  be  added  to  the  initiates  for  the  current 
year,  numbering  more  than  500,  who  will  be  present 
to  participate  in  the  initiation  ceremonies. 


JOINS  HEALTH  SERVICE  STAFF  AT  WVU 

Dr.  O.  T.  Coffield,  of  Morgantown,  has  joined  the 
staff  of  the  University  Health  Service  at  West  Vir- 
ginia University,  of  which  Dr.  J.  J.  Lawless  is 
director.  Dr.  Coffield  received  his  A.  B.  in  1940  and 
his  B.  S.  in  1942  at  West  Virginia  University,  and 
his  M.  D.  from  the  University  of  Louisville  School 
of  Medicine  in  1943.  After  serving  his  internship 
at  Wheeling  General  Hospital,  he  was  commis- 
sioned in  1944  in  the  Army  Medical  Corps  and 
served  until  his  release  in  1946. 


328 


The  West  Virginia  Medical  Journal 


December,  1946 


AMERICAN  DIABETES  ASSOCIATION 

The  first  postwar  meeting  of  the  American  Dia- 
betes Association  was  held  at  the  University  of 
Toronto,  in  Toronto,  Canada,  October  14-16.  Dr. 
Joseph  Barach,  of  Pittsburgh,  the  president,  pre- 
sided at  the  meetings,  and  distinguished  guests 
included  Drs.  Houssay,  of  Buenos  Aires,  Lawrence, 
of  London,  and  Hagedorn,  of  Copenhagen.  Dr.  C. 
H.  Best,  Director  of  the  Banting-Best  Institute  and 
Professor  of  Physiology  at  the  University  of  To- 
ronto, served  as  general  chairman  of  the  meeting. 

Dr.  William  M.  Sheppe,  of  the  Wheeling  Clinic, 
attended  the  meeting  as  representative  from  West 
Virginia. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  “not  to  exceed  $500”  for  an  essay 
(or  essays)  on  the  result  of  some  clinical  or  labora- 
tory research  in  Urology.  Competition  shall  be 
limited  to  urologists  who  have  been  in  such  spe- 
cific practice  for  not  more  than  five  years  and  to 
residents  in  urology  in  recognized  hospitals. 

For  full  particulars  write  the  Secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Memphis, 
Tennessee.  Essays  must  be  in  his  hands  before 
May  1,  1947. 

The  selected  essay  (or  essays)  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the  Ameri- 
can Urological  Association,  to  be  held  June  30- 
July  3,  1947,  at  the  Hotel  Statler,  Buffalo,  New 
York. 


NEW  PSYCHIATRIC  FOUNDATION 

The  lay  and  medical  v/orlds  were  called  upon 
this  month  to  mobilize  their  resources  behind  The 
Psychiatric  Foundation  in  the  fight  against  mental 
ills  in  America. 

This  new  Foundation,  which  will  have  as  its 
officers  and  directors  outstanding  lay  leaders  of 
the  country,  is  fathered  by  the  American  Psychia- 
tric Association  and  sponsored  by  the  American 
Neurological  Society.  Officers  and  directors  will 
be  announced  later. 

Dr.  Leo  H.  Bartemeier  of  Detroit,  Secretary- 
Treasurer  of  the  American  Psychiatric  Association, 
heads  the  Medical  men  designated  by  the  American 
Psychiatric  Association  to  assume  responsibility 
during  the  organizing  period. 

Included  on  the  Organizing  Committee  in  addi- 
tion to  Dr.  Bartemeier,  are;  Dr.  Edward  A.  Strecker, 
Philadelphia;  Dr.  Frederick  H.  Parsons,  New  York 
City;  Dr.  Karl  M.  Bowman,  San  Francisco;  Dr. 
Arthur  H.  Ruggles,  Providence,  R.  I.;  Dr.  Winfred 
Overholser,  Washington;  Dr.  Harry  C.  Solomon, 
Boston;  Dr.  Gregory  Zilboorg,  New  York  City; 
Dr.  C.  Charles  Burlingame,  Hartford,  Conn.;  Dr. 
M.  A.  Tarumianz,  Farm.hurst,  Del.;  D.  Walker  Wear, 
New  York  City.  Austin  M.  Davies  is  executive 
director  and  headquarters  are  in  Room  924,  9 
Rockefeller  Plaza,  New  York  City. 


RURAL  PRACTICE 

We  are  all  aware  of  the  alarm  that  is  being 
sounded  from  one  end  of  the  country  to  the  other 
in  regard  to  the  lack  of  sufficient  medical  care  for 
America’s  rural  population,  care  which  our  farm 
people  justly  deserve.  This  situation  should  not 
exist,  and  must  not  be  permitted  to  continue,  for 
agriculture  is  one  of  the  most  essential  cogs  in  our 
economic  machinery.  Without  the  farmer  and  his 
family  producing  as  they  do,  the  entire  world 
would  suffer  for  want  of  proper  nutrition  and  many 
other  essentials  that  come  directly  or  indirectly 
from  the  soil.  We  cannot  afford  to  neglect  our 
fine  farmer  folk. — Jesse  E.  Ferrell,  M.  D.,  in  J. 
Indiana  St.  Med.  Assn. 


RELEASED  FROM  MILITARY  SERVICE 

Late  in  November,  the  West  Virginia  State  Medi- 
cal Association  was  notified  by  the  War  Depart- 
ment of  the  release  from  military  service  of 
several  members.  The  following  is  the  complete 
list  with  the  present  address  of  each  medical 
veteran : 

Major  Hyman  Ashman,  Gallagher;  Goldwater 
Memorial  Hospital,  Welfare  Island,  New  York,  New 
York. 

Major  Donald  L.  Butterfield,  Milburn;  509  Jones 
Avenue,  Waynesboro,  Georgia. 

Major  John  L.  Feldman,  Longacre;  1 University 
Place,  c/o  Collins,  Apt.  22-D,  New  York,  New  York. 

Major  Harold  W.  Ward,  Sutton;  316  West  Lane 
Avenue,  c/o  L.  C.  Ward,  Columbus,  Ohio. 

Captain  Philip  L.  Becker,  Kimberly;  340  Ophelia 
Street,  Pittsburgh,  Pennsylvania. 

Captain  Norman  L.  Cardey,  Winona;  533  N.  St. 
Andrews  PL,  Los  Angeles  4,  California. 

Lt.  Colonel  Lewis  E.  Nolan,  Montgomery;  Mon- 
roe, Louisiana. 

Captain  Ralph  C.  Greenberg,  Masontown;  1499 
Morris  Avenue,  New  York,  New  York. 

Captain  Homer  J.  Hancock,  Welch;  Sedley,  Vir- 
ginia. 

Captain  Robert  M.  Lamb,  Winona;  209  E.  7th 
Street,  Superior,  Wisconsin. 

Captain  Robert  G.  Smith,  Beckley;  733  Oakwood 
Avenue,  Columbus,  Ohio. 

Captain  John  H.  Woolwine,  Jr.,  Tams;  Blacks- 
burg, Virginia. 

The  present  military  addresses  of  the  following 
members  still  in  the  service  were  furnished  by 
the  War  Department: 

Major  Robert  A.  McLane,  0326806,  MC,  China 
Service  Command  Hospital,  APO  906,  c/o  Post- 
master, San  Francisco,  California. 

Captain  Clinton  B.  Chandler,  0486905,  MC,  Wake- 
man  General  Hospital,  Camp  Atterbury,  Indiana. 

Captain  Owen  A.  Groves.  0501050,  MC,  Hq.  AAF 
Flight  Squadron,  503  AAF  Base  Unit,  Washington 
National  Airport,  Washington,  D.  C. 
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Antibiotic  Agents,  A Concise  Pharmac- 
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C 
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M.  D.  — Surgical  Approach  to  the  Pos- 
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Cannaday,  John  E.,  M.  D. — Hernia Oct.,  256 

Carr,  J.  Foster,  M.  D.,  and  S.  Wertham- 
mer,  M.  D. — Intracerebral  Concussion 
Hemorrhages  (Report  of  Case  with  Au- 
topsy)   Aug.,  205 

Caudal  Analgesia,  Continual,  In  Ob- 
stetrics, As  Viewed  by  Mother,  Baby 
and  Physician — W.  Royce  Hodges,  Jr., 

M.  D Feb.,  36 

Cerebral  Palsy  Problems,  Observations 
on  the  Rehabilitation  of  Movement  in — 

Temple  Fay,  M.  D Apr.,  77 

Chapman,  A.  L.,  M.  D. — Why  a Public 
Health  Career?  Feb.,  33 

Chemicals,  New,  Solving  the  Problem  of 
Toxicity  of,  in  Industry — Henry  F. 

Smyth,  Jr.,  Ph.  D July,  177 

Child,  The  Runabout — Thomas  G.  Folsom, 

M.  D Apr.,  81 

Chlorine  Gas  Exposure,  Oxygen  Treat- 
ment for — Thomas  W.  Nale,  M.  D July,  178 

Clair,  E.  C.,  M.  D.,  and  David  B.  Gray, 

M.  D. — Severe  Erythema  Multiforme 

(Case  Report)  Feb.,  39 
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County  Society  News 


CABELL  COUNTY 

At  the  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society,  held  October  10  at  the 
Hotel  Prichard,  in  Huntington,  Dr.  Roy  W.  Scott, 
Professor  of  clinical  medicine  at  Western  Reserve 
Medical  School,  and  chief  of  the  medical  service 
of  the  Cleveland  City  Hospital  was  the  guest 
speaker.  His  subject  was,  “Differential  Diagnosis 
of  Chest  Pain.” 

At  the  business  meeting  following  the  scientific 
program,  the  following  officers  were  elected  for 
1947:  President,  James  S.  Klumpp;  vice  president, 
L.  J.  Moore;  and  secretary,  Thomas  L.  Grove.  Dr. 
Ivan  R.  Harwood  was  reelected  treasurer  and  Dr. 
J.  F.  Barker  was  reelected  to  the  board  of  censors. 
Drs.  J.  F.  Barker,  V.  L.  Chambers  and  R.  J.  Stevens 
were  elected  as  delegates  to  the  House  of  Delegates, 
and  Drs.  Lee  F.  Dobbs,  C.  S.  Duncan  and  A.  S. 
Jones  were  elected  as  alternates. 

Dr.  Joseph  Kremsky,  a member  of  the  staff  at  the 
Veterans  Hospital,  was  accepted  as  a member  of  the 
society  by  transfer  from  the  Albemarle  County 
(Virginia)  Medical  Society. 

* ♦ * 

Dr.  Paul  H.  Harmon,  Medical  Director  of  the 
Morris  Memorial  Hospital  at  Milton,  was  the  guest 
speaker  at  the  regular  monthly  meeting  of  the 
Cabell  County  Medical  Society,  held  November  14, 
at  the  Hotel  Prichard,  in  Huntington.  His  subject 
was  “ArthopJastic  Operations  in  the  Treatment  of 
Chronic  Arthritis.”  The  paper  was  illustrated  by 
lantern  slides  and  motion  pictures. 

— CHAS.  A.  HOFFMAN,  M.  D., 

Secretary. 

* * 

KANAWHA 

Dr.  R.  Franklin  Carter,  attending  surgeon,  New 
York  Post-Graduate  and  Gouverneur  city  hospitals, 
and  chief  of  clinic  and  attending  surgeon  to  the 
combined  surgical  and  medical  clinic  for  the  study 
of  gall  bladder  disease.  New  York  Post-Graduate 
Hospital,  was  the  guest  speaker  at  the  regular 
monthly  meeting  of  the  Kanawha  Medical  Society, 
held  November  12  at  the  Daniel  Boone  Hotel,  in 
Charleston.  Doctor  Carter’s  subject  was  “The 
Diagnosis  and  Treatment  of  Infectious  Cholecystitis 
and  Cholangitis.”  He  presented  an  excellent 
resume  of  the  diagnosis  and  treatment  of  gall 
bladder  disease. 

At  a short  business  session  held  following  the 
scientific  program  the  following  doctors  were 
elected  to  membership:  Dr.  David  Bachwitt,  South 
Charleston;  Dr.  Victor  S.  Skaff,  Charleston;  and 
Dr.  James  H.  Gray,  Ward.  - / 

Drs.  V.  L.  Peterson,  R.  L.  Anderson,  and  Max- 
field  Barber  vvere  elected  members  oS  .a  'nominating 
committee  for  officers  for  1947. 

— T.  P.  MANTZ,  M.  D., 

' Secrel  &ry. 


MARION  COUNTY 

F.  Elmer  Niebuhr,  Federal  Narcotic  Agent,  was 
the  guest  speaker  at  the  regular  monthly  meeting 
of  the  Marion  County  Medical  Society  held  Oct. 
28,  at  the  Fairmont  Hotel,  in  Fairmont.  His  subject 
was  “Prescribing  and  Dispensing  of  Narcotics  un- 
der the  Harrison  Narcotic  Act.”  AftCr’’^  interest- 
ing discussion  of  the  provisions  of  the  act,  Mr. 
NiebuhT^quoted  “narcotic  dont’s  for  physicians,” 
stressing  the  necessity  for  strict  observance  of  the 
law. 

At  the  business  meeting  following  the  scientific 
program,  the  society  went  on  record  as  approving 
a blood-typing  program  under  which  a card  index 
system  will  be  set  up  and  maintained  in  the 
laboratory  at  the  Fairmont  General  Hospital  show- 
ing availability  of  blood  donors  in  case  of  emer- 
gency. 

— E.  D.  WISE,  M.  D„ 

Secretary. 

^ >i«  * 

MERCER  COUNTY 

At  the  regular  monthly  meeting  of  the  Mercer 
County  Medical  Society,  held  October  17  in  the 
Memorial  Building,  at  Princeton,  Dr.  N.  H.  Dyer, 
state  health  commissioner,  discussed  public^health 
work  in  West  Virginia.  He  pointed  out  that  58 
cents  per  capita  is  spent  in  this  state  for  public 
health  work,  and  that  West  Virginia  ranks  39th 
among  the  states  in  appropriations  made  for  this 
work. 

Dr.  Paul  R Gerhardt,  director  of  the  division  of 
cancer  control,  reported  that  this  state  is  the 
seventh  state  to  inaugurate  a full-time  cancer  con- 
trol program.  He  stated  that  eleven  tumor  clinics 
are  now  being  operated  in  West  Virginia  and 
praised  the  splendid  cooperation  of  the  lay  public 
in  this  work.  The  papers  presented  by  Drs.  Dyer 
and  Gerhardt  were  discussed  by  Drs.  A.  C.  Van 
Reenan,  E.  L.  Gage,  H.  G.  Steele,  C.  M.  Scott,  and 
M.  W.  Sinclair. 

The  following  cancer  control  committee  was  ap- 
pointed by  Dr.  A.  C.  Van  Reenan,  the  president: 
C.  M.  Scott,  chairman,  and  M.  W.  Sinclair  and 
S.  G.  Davidson,  all  of  Bluefield. 

—FRANK  J.  HOLROYD,  M.  D„ 

Secretary. 

* * * 

MONONGALIA  COUNTY 

Dr.  R.  R.  Nairn,  of  Pittsburgh,  was  the  guest 
speaker  at  the  regular  monthly  meeting  of  the 
Monongalia  County  Medical  Society,  held  Novem- 
ber 5 at  the  Hotel  Morgan,  in  Morgantown.  He 
spoke  on  the  subject  of  “Office  Gynecology.” 

Doctor  Nairn  stressed  the  necessity  of  history- 
taking and  physical  examinations.  He  spoke  of 
four  common  complaints  of  gynecological  patients 
and  their  causes:  (1)  Menorrhagia,  (2)  Post-Meno- 
pausal bleeding,  (3)  Dysmenorrhea,  and  (4)  Back- 
ache. Heat,  pessaries,  cauterization,  and  posterior 
massage  were  named  by  the  speaker  as  the  four 
common*  treatments  used  in  gynecology.  Dr. 
ISiairh’s-  paper  vras  discussed  by  Drs.  C.  B.  Pride, 
Tj:-uman  Thompson,  Park  Johnson,  Margaret 
Stemple,  and  C.  C.-Romine.  * 

—MARGARET  STEMPLE,  M.  D., 

- ■ Secretary. 


Not  for  just  a year 


Recognition  of  rickets  in  46.5%  of  children  between 

the  ages  of  two  and  14  years*  has  demonstrated  the 
necessity  for  vitamin  D supplementation,  not  for 

just  a year,  or  for  infancy  alone,  but  throughout  childhood 
and  adolescence — as  long  as  growth  persists. 


Upjohn  makes  available  convenient,  palatable,  high 
potency  vitamin  preparations  derived  from  natural 
sources,  in  forms  to  meet  the  varied  clinical  require- 
ments of  earliest  infancy  through  late  childhood. 

1.  Am.J.  Ois.  Child.  66:1  (July)  1943. 

FIGHT  INFANTILE  PARALYSIS 
JANUARY  14-31 


FINE  PHARMACEUTICALS  SINCE  1886 


Kalamazoo  99,  Michigan 


SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


ITAMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


•R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age.  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 
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illness. 
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"How  much  is  enougli?”  is  a pertinent  fjnestion  in  vitamin 
administration.  Heretofore,  vitamins  were  most  extensively 
used  for  supplementation.  Today  therapeutic  requirements 
are  clearly  recognized  and  differentiated  from  maintenam  e 
needs.  Vitamins  in  therapeutic  potencies  are  now  reeom- 
mended  for  the  multiple  deficiencies  so  frequently  associated 
with  certain  acute  and  chronic  illnesses.  Upjohn  provides 
vitamins  in  economical,  effective  forms  and  in  potencies  to 
meet  therapeutic  needs  as  well  as  maintenanee  requirements. 
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The  rooster's  legs 
are  straight. 

The  boy's  are  not. 


The  rooster  got  plenty  of  vitamin  D. 


Tortunately,  extreme  cases  of  rickets  such  as  the  one  above  illustrated 
are  comparatively  rare  nowadays,  due  to  the  widespread  prophy- 
lactic use  of  vitamin  D recommended  by  the  medical  profession. 

One  of  the  surest  and  easiest  means  of  routinely  administering  vitamin  D (and  vitamin  A) 
to  children  is  MEAD'S  OLEUM  PERCOMORPHUM  WITH  OTHER  EISH-LIVER 
OILS  AND  VIOSTEROL.  Supjrlied  in  10  cc.  and  50-cc.  bottles.  Also  supplied  in  bottles 
of  50  and  250  capsules.  Council  Accepted.  All  Mead  Products  Are  Council  Accepted. 
Mead  Johnson  & Company,  Evansville  21,  Ind.,  U.  S.  A. 
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